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ABSTRACT 

The focus of this study is the evolution of health care policy in Manitoba 
from 1948 to 1988. The time frame avers two periods in this province's policy 
history: the period between the end of World War li and 1969 when the primary 
policy goal was increasing the capacity of the province's health care delivery 
system; and the period between 1969 and 1988 when the primary policy goal 
was containment of growth in delivery system costs. Utilizing a mix of qualitative 
and quantitative measures this study assesses the types of, impacts related to. 
and causes of health care policy change during the tenure of six govemment 
administrations in the province. The findings indicate that while policy changes 
at the federal level influenced the timing of provincial policy changes. the 
interests of and interrnediation between key adors in Manitoba's health care 
policy community played a critical role in the way each administration 
approached the formation and implementation of ws t  wntrol policy. In short, this 
study supports neo-pluralist assumptions that the interplay between executive 
council actors and key provider pressure groups is an important factor in the 
nature and direction of provincial health care policy change. It also suggests 
that the content of public policy debates pertaining to changes in delivery system 
capacity and costs are directly related to the distribution of organizational 
authority among key adors in a province's health care policy community. 
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CHAPTER 1. 

HEALTH CARE POLICY IN CANADA 

In the introduction to his review of health care policy in Canada, Home 

argues that the policy and organizational framework for services delivery 

established in the late 1950s can be described metaphorically as a "joint 

venture" among the public, private, and voluntary sectors of the economy.' He 

obser~es that the establishment of this joint venture was preceded by a decade- 

long debate that wncluded in a compromise between the supporters of a public 

"socialized" system for the delivery of services and those supporting a private 

'Wee enterprise" system. He also indicates that, while the policy and 

organizational arrangements produced by this compromise have provided 

Canadians with improved access to medical care since its establishment, "...the 

fundamental tensions that fuelled the early debates remain: federal versus 

provincial jurisdiction; public versus private enterprise; and above all, the 

concem emanating from the magnitude and rapid growth of health care costs." 

More recent discussions of health care policy in Canada indicate that the 

' John Home, "iieatth" in The Canadian Economy: Problems and Options, ed. R. Bellan, 
(Toronto: McGraw-Hill Ryerson, l98l), 197-221. On p. 197 he notes that the terni "joint venture" 
is not literally applicable because the contribution that each sector makes to the functioning of 
the heatth services delivery system is specifîed l e s  by fomal contrad than by informal accord. 

lbid.,197. He describes this policy and organizational anangement as one in which "...the 
public sector assumes major responsibility for financing the costs of heatth services, whiIe the 
private (for-profrt) and voluntary (non-profrt) sedors together assume major responsibility for the 
produdion and delivery of heatth sewices." 

Ibid., 202. The remainder of Home's article focuses on issues and policy options related to 
these tensions, in particular, those emanating from the growth in public sector costs related to 
senAces produced and delivered by membes of the voluntary and private sedors. 
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tensions Home described have rernained an important feature of what is seen in 

this study as an ongoing debate related to three broad sets of public policy 

issues: a delivery system's capacity to provide citizens with a reasonable level 

of access to necessary health care services; the costs that the federal, 

provincial, and local govemments should bear to fund access to these services; 

and the type and degree of policy and administrative control that the federal, 

provincial, and local governments should be able to exert over the utilization of 

public resources by the providers of these services. The content of this debate 

is effectively summarized in the work of Taylor and of Evans who identify a 

similar set of policy problems related to each of these i s s ~ e s . ~  With regard to a 

delivery system's capacity to provide access to services, both authors argue that 

an aging population combined with the continuous application of new medical 

technologies has produced a seemingly inexhaustible demand for the expansion 

of Canada's delivery system since the 1960s. They also indicate that provider 

responses to this demand have driven significant cost increases in public sector 

budgets related to services delivery. As a result, they suggest that, since the 

late 1960~~ a central feature of health care policy debates in Canada has been 

the issue of control, more specifically, the types of policy and administrative 

control that the public sector has the legitimate right to implement to improve the 

See Malcolm G. Taylor. Health Insurance and Canadian Public Policy 2d ed. (Kingston and 
Montreal: McGill-Queen's University Press, 1987), 463-485. Here he offers a discussion of five 
problem areas. A similar surnmary is offered by Robert G. Evans in ,"Canada: The Real 
Issues," Journal of Health Politics, Policy and Law, Vo1.17, No.4 (VVinter 1992): 739-762. 



overall effectiveness and efficiency of delivery systems. 

Taylor and Evans both indicate that public sector efforts to control health 

care costs since the late 1960s have taken three general forms: capacity 

constraints on hospital budgets and the fees paid to private providers through 

negotiated fee schedules; organizational rationakation initiatives designed to 

enhance public sector control over the Row of resources to medical care in order 

to re-allocate resource savings to improved primary and preventive health 

services capacity; and efforts to shift certain costs to citizens through user fees 

and Iimits on access of insured services.' They suggest that provincial 

govemments have preferred capacity constraints and have achieved some 

policy success in their application. However, Evans observes that this 

preference has largely been due to attempts by politicians to "... avoid the very 

difficult and politically very dangerous task of establishing explicit priorities and 

protocols ..."6 to rationalize the organization of provincial delivery systems and 

the resultant service delivery behaviours of voluntary and private providers. This 

observation raises a question that is central to the research focus of this study; 

Why does Evans suggest that initiatives to rationalite the organization of a 

province's health care delivery system to control costs are likely to be 'very 

difficult and politically very dangerous" policy exercises? As the discussion in 

the next section of this chapter indicates, Evans bases this suggestion on 

Ibid., Taylor's discussion of al1 three of these types of control is offered at 464-85. Evanss 
discussion related to this area is offered at 751-59. 

Evans, 'Canada: The Real Issues," 758. 



research which indicates that attempts to rationalize the organizational 

arrangements for services delivery have presented serious policy challenges to 

provincial govemments when they have pursued them in the context of cost 

wntrol initiatives.' However, this discussion also indicates that the challenges 

have not been as great when organizational rationalization has been pursued in 

the context of improved access to services. This suggests that further study of 

the formation and implementation of initiatives to rationalize the organizational 

arrangements for services delivery at the provincial level is needed to better 

undentand the role that initiatives of this type play in the broader evolution and 

impacts of provincial health services policy. 

This study attempts to contribute to discussions of the role and impacts of 

these initiatives by researching provincial policy behaviour in the province of 

Manitoba. Manitoba has been chosen as the ernpirical focus of this study 

because an existing exploratory case study of health care policy in that province 

c m  be employed to infom the research framework. In this study Carrothers et 

al. argue that, while initiatives to rationalize Manitoba's delivery system in the 

1970s were a sound policy response to the need for enhanced delivery system 

effectiveness and efficiency, implementation problems were encountered by the 

govemment administration that held office for much of this decade. They identify 

a number of factors that contributed to these diffiwlties and conclude by 

Robert Evans, Monis Barer, and Clyde Hertzman, The 20-year Expriment: Accounting for, 
Explaining, and Evaluating Ffealth Care Cost Containment in Canada and the United States," 
Annual Review of Public Health, Vo1.12 (1 991): 481-51 8. 



suggesting the need for a more systematic assessrnent of the evolution of 

health care policy in Manitoba.* They also suggest that an assessment of this 

nature should utilize a time frame that covers the evolution of Manitoba's 

delivery system prior to 1969, to establish an empirical wntext for policies 

initiated during and after the1970s, and that it should concentrate on three 

features of policy activityeg First, the process of policy formation to identify 

changes in the roles of key actors involved in the establishment of provincial 

health care policy goals. Second, the process of instrument irnplementation to 

detemine the degree of success govemments in Manitoba experienced in 

realizing their goals in policy practice. Third, the empirical impacts of 

implemented goals on the functional and geographic scope of provincial health 

care policy, the decentrakation of the authority within the delivery system, and 

the rationakation of the functional roles of providers related to the day-today 

delivery of services. 

Given these suggestions, this study offers a retrospective assessment of 

the evolution of health care policy in Manitoba between 1948 to 1988. As the 

theoretical and methodological discussion in Chapter 2 will indicate, its purpose 

is twofold. On the one hand, it will describe and assess the formation and direct 

impacts of the intermediate goals of policy outputs that were intended to 

L.C. Carrothers, S.M. Macdonald, J.M. Home, D.G. Fish, and M.M. Silver, Regional~ation and 
Heanh Cam Policy ln Canada: A National Suntey and Manitoba Case Study (Winnipeg, 
University of Manitoba Department of Cornmunity Health Sciences, f Wl), 85-91. 

Ibid., 90-91. 



rationalize the policy and organizational arrangements for services delivery. On 

the other, it will explain why provincial govemment actors experienced difficulties 

related to the implementation of their cost control initiatives. To establish the 

context for this discussion the remainder of this chapter offers an overview of the 

literature pertaining to the evolution of Canadian health Gare policy which gives 

attention to policy events in the prairie region. This overview indicates that, 

between 1916 and the beginning of World War II, the primary policy role of the 

provinces was the regulation of local initiatives to establish and fund the delivery 

of sewiœs. It also indicates that following World War II the federal and 

provincial govemments became more actively involved in the funding and 

delivery of health care services. Between 1948 and 1966 the primary goal of 

this activity was improving citizen access through expansion of public health and 

hospital services capacity. However, beginning in the late 1960s a shift 

occurred which saw wst control become the dominant policy goal and 

organizational rationalization, through delivery system regionalization, become 

one of the primary instruments for its achievement While the discussion of this 

period indicates that regionalization initiatives were only somewhat successful in 

the 1970s, it also suggests that the experience gained from efforts to implement 

this concept, along with efforts to implement other types of cost controls in the 

1980s, has played an important role in the current provincial preoccupation with 

delivery system rationalization based on the regionalization concept. 



THE EVOLUTION OF PROVlNClAL HEALTH CARE POLlCY 

The literature indicates that discussions of the evolution of health care 

policy in Canada can be approached in a nurnber of ways. For example, Weller 

and Manga divide events into three time frames based on the nature of federal- 

provincial funding arrangements. 'O Taylor offers a more detailed seven 

category division based on the federal and provincial policy decisions that 

shaped the goals of. and organizational arrangements for, insured services 

delivery in Canada." Van Loon concentrates on changes in public, voluntary, 

and private sector service delivery roles to define his six category time frame.12 

All of these approaches offer an effective way of framing the evolution of health 

care policy in Canada and have been developed by their authon in the context 

of a specific research interest. Given this studyJs empirical fows on 

organizational rationalization in Manitoba. this section divides the evolution of 

health Gare policy into three broad eras based on the changing nature of 

provincial health care policy goals in Canada's prairie region: 

=' Geoffrey Weller and Pranlal Manga. "The Developrnent of Heaith Policy in Canada." in The 
Politr'cs of Canadian Public Policy, ed. Michael M.  Atkinson and Marsha A. Chandler (Toronto: 
University of Toronto Press, 1983), 223-46. In this article they describe the period from 1867 to 
1945 as 'an era of benign negIectU, the period from 1945 to 1977 as The Era of the Shared- 
Cost Programs", and the period from 19ï7 to the present as the era of 'Health Services and the 
Established Programs Financing Act". 

- - - See Taylor, Healfh Insurance and Canadian Public Poky 2d ed. 

l2 RJ. Van Loon, 'Fmm Shared Cost to Block Funding and Beyond: The Politics of Health 
Insurance in Canada," in Perspectives on Canadian Health and Social SeMces Policy: HiHotory 
and Emerging Trends, ed. Car1 A. Meilicke and Janet L. Storch (Ann Ahor: Heafth 
Administration Press. 1980). 342-366. See 353 for this time frame. 



- The E a  of Local Access to Hospital Care which began during World 
War I in the prairie region with a broadening of the sape  of provincial 
policy from the regulation of public health to assisting municipal 
governrnents with the establishment and funding of local hospital 
services; 

- The Era of Provincial Capacity Growth which began with the 
implementation of Saskatchewan's hospital insurance prograrn in 1947 
and continued with the implementation of a national health grants 
program in 1948, the implernentation of a national hospital insurance 
program in 1958, and the implementation of a national medical care 
insurance program in 1968; 

- The Era of Provincial Cost Control which began in the late 1960s due 
to provincial wncems related to potential health care wst  increases 
following the irnplementation of the national medical care insurance 
program and continues to the present. 

THE ERA OF LOCAL ACCESS TO HOSPITAL CAR€ : 1916-1947 

While the federal government did not become actively involved in funding 

hospital and related medical Gare services outside of its established 

wnstitutional responsibilities until after World War 11 , ' ~  Taylor indicates that 

provincial policy in these areas can be traced to 1916. That year the Province of 

Saskatchewan enacted h o  pieces of legislation designed to improve citizen 

access to hospital services. The fint provided rural municipal councils with the 

authority to levy taxes in order to pay physicians to provide hospital and clinical 

services to local residents who could not otherwise afford care. The second, 

enabled rural municipalitie~~ villagesl and toms to jointly participate in the 

" For an overview of federal and provincial constitutional responsibilities in the area of health 
services see Canada, Review of Heaith Sentices in Canada (Ottawa: Department of National 
Health and Welfare, 1976). 



formation of hospital districts and to use a portion of their property tax revenues 

to erect and maintain hospitals. l4 The 1 91 6 legislation was followed by the 

191 9 passage of another provincial Act which enabled the Lloydminster Union 

Hospital District to use property tax revenues to fund a pre-paid hospital 

services program for district residents. ~ h i i ~ r o ~ r a r n ,  along with the programs 

allowed by the 191 6 legislation, was adopted by other hospital districts in 

Saskatchewan in the 1920s and 1930s and served to significantly increase the 

Saskatchewan govemment's involvement in the funding and regulation of local 

health care services during this period.'' 

Taylor also indicates that the provincial-municipal legislative and 

administrative framework for services delivery established by Saskatchewan was 

copied by other provincial govemments prior to World War II. This is supported 

by Gelber who indicates that legislation similar to the 191 6 acts were passed in 

Manitoba and Alberta in 1920. British Columbia in 1931, and Ontario in 1 932.16 

50th authors further note that, in the late 1930s. ail four of Canada's western 

provinces, as well as Ontario. considered the implementation of provincial 

hospital care subsidy programs for persons receiving public assistance. They 

'' See Taylor, Heatfh insurance and Canadian Public Policy 26 ed., 72-73. He notes that the first 
piece of iegislation was based on a successful pilot program in the R.M. of Sarnia started in 
1914. 

'= lbid., 74-75. 

'' Sylva M. Gelber. The  Path To Heaith Insurance,' in Perspectives on Canadian Heam and 
Social SeMces Policy: History and Emerging Trends, ed. Cari A. Meilicke and Janet L. Storch 
(Ann Arbor. Heatth Administration Press, 198O), 156-1 65. 
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indicate that this interest was motivated by pressure groups representing rural 

municipal hospitals and physicians who. by the mid-1930s, were becoming 

increasingly wncemed about the inability of a growing number of municipal 

residents affeded by the economic depression to pay for local medical care. 

While a number of these provinces passed legislation to assist hospital districts 

in the funding of services to "indigentsn in the late 1930s, these acts were not 

implemented due to wncems expressed by politicians in these provinces that 

the potential wsts of health care for indigents would outstrip the ability to fund 

them as the economic depression of the 1930s continued to deepen. 

THE €RA OF PROVINCIAL CAPACITY GROWH: 1947- 1968 

The end of World War II signalled the beginning of a renewed provincial 

interest in the organization and funding of health care services. Saskatchewan 

was, once again, the first province to expand its role in this area when it 

established a comprehensive pre-paid hospital insurance program through 

legislation passed in April of 1946. Taylor provides a detailed discussion of the 

events leading to the January 1, 1947 implementation of this program." This 

discussion emphasizes that this program was the first of its kind in Canada to 

fomalize direct provincial responsibility for the funding of health care services 

outside of the traditional provincial responsibility for institutional mental health 

care. The implementation of this program also provided supporters of public 

. - ' See Taylor, Health lnsurance and Canadian Public Policy 2d ed., 74-1 04. 



hospital insurance in other provinces greater legitimacy in the decade-long 

debate that led to the establishment of the national joint venture for insured 

hospital services in the late 1950s.'~ 

The dynamic nature of health care ~ol icy debates in Canada between 

1947 and 1957 shaped the joint venture compromise that continues to play a 

role in current debates related to the issues of capacity, costs, and control. One 

year prior to the passage of Saskatchewan's 1946 legislation, the provinces and 

the federal govemment met in Ottawa to discuss post-war reconstruction policy. 

Tuohy notes that, at the time this Dominion-Provincial Conference on Post-War 

Reconstruction was being held, "...there existed a remarkable consensus among 

medical, hospital and insurance interests favourable to the establishment of a 

cumprehensive health insurance plan in the public sector." l9 She suggests that 

this consensus, which had evolved prior to the War, was refiected in a federal 

plan for a national health care program developed in anticipation of the end of 

the War. This plan was proposed by the federal govemment at the 1945 

C~nference.~' While the majority of provincial govemments were favourable to 

. - 
-' Ibid., 104. Here he notes that from its inception '...no provincial govemment failed to send its 
officials to Regina to leam at first hand how the program operated, and what policies and 
procedures muid be adapted to their home provinces.' 

13 Carolyn Tuohy. "Federalism and Canadian Health Policy," in Challenges to Federalism: 
Policy-Making in Canada and the Federal Republic of Gemany, ed. William Chandler and 
Christian Zollner (Kingston: Queen's University lnstitute of lntergovemmental Relations, 1989), 
141-160. See 144. 

" For a detailed discussion of the formation of the federal hospital insurance plan and the 
events sumunding the Dominion-Provincial conference see Taylor, Heallh Insurance and 
Canadian Public Policy 2d ed., 1 -68. 
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the goals it defined, both Tuohy and Taylor note that a disagreement between 

the federal and soma provincial governments over intergovernmental 

arrangements related to tax collection caused the Conference to end with no 

resolution to the issues on its agenda. including the national health plan. Both 

also note that, following the premature end of this conference, provincial 

govemment and health care provider pressure groups embarked on different 

policy paths. 

Govemment actors wntinued their focus on the expansion of public 

sector responsibility for the funding of hospital care. In addition to the 

Saskatchewan govemment's decision to establish its health insurance program, 

a number of other events at the federal and provincial levels indicate the 

direction of this path. The first was the May 1948 announcement by Prime 

Minister Mackenzie King that the federal government intended to implement a 

system of grants to support health care delivery in the provinces. Taylor 

summarizes the funding and administration features of these grants and notes 

that they were seen by the federal govemment as the "first stagen in a new plan 

to establish a national hospitai insurance program. 21 This was followed by three 

events at the provincial level: the implementation of a comprehensive hospital 

insurance program similar to Saskatchewan's in British Columbia in 1949; the 

implementation in 1950 of a province-wide program in Alberta to subsidize 

hospital districts for the care of low-inwme residents; and the implementation of 

" Ibid., 163-64. 
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a program similar to Alberta's in Nova Scotia in 1950. During the first half of the 

1950s, the popularity of these programs in the provinces where they were 

implemented demonstrated to other provincial governments that demands for 

similar prograrns in their provinces should be given careful policy attention. 

Taylor notes that these demands were fuelled by a variety of factors including: 

the need to enlarge the capacity of provincial hospital systems to enhance 

citizen access to a growing range of new technologies and services; the rising 

costs of hospital care; the variable nature of the costs and coverage of private 

hospital care insurance plans; the growing inequity of access to services 

between rich and poor in the provinces lacking hospital subsidy programs; a 

growing public attachment to an "idea of progressn that supported an expanded 

role for the state in facilitating "human bettementn; and growing political support 

for CCF parties who supported the implementation of provincial hospital 

insurance programs across the countryP He also notes that these demands 

combined to produce a joint request by the provinces in early 1955 that 

discussions related to a national hospital insurance program be placed on the 

agenda of a federal-provincial conference to be held in April of that year. 

At this conference the federal govemment indicated to the provinces that 

it was still willing to consider the implementation of a national hospital insurance 

scheme. In January 1956 it offered a plan that was more limited in scope than 

its 1945 proposais. This plan indicated that the federal govemment was 

I bid., 1 16. 



prepared to share the costs related to insured hospital and related diagnostic 

services with the provinces but was no longer prepared to consider cost-sharing 

related to the clinical services offered by physicians or other types of institutional 

care provided by sanatoria, mental hospitals, andfor nursing homes. Following a 

year-long debate, that saw the province of Ontario decide to introduce its own 

hospital insurance plan. the federal parliament gave passage to the Hospital 

lnsurance and Diagnostic Semices Act (HIDSA) on April 12, 1957. Weller and 

Manga indicate that this Act fomalized four policy goals that have served as the 

foundation of national health care policy in Canada since its passage? They 

also note that the sharedcost funding arrangements it established contained 

'strong disincentives" related tu the provincial imposition of direct charges on 

patients for hospital care. 

While Weller and Manga note that HIDSA's implementation produced a 

variety of positive its passage was not without wntroversy due to the 

policy path taken by health care providers following the premature end of the 

Dominion-Provincial Conference. Tuohy notes that, by the late 1 940s, pressure 

groups representing physicians and hospitals had shifted their support to a 

wrnbined system of private insurance plans. for provincial citizens who were 

=' Weller and Manga. "The Development of Heaith Policy in Canadan. On 228 they define these 
goals as: universal coverage for al1 citizens, accessibility to insured services unimpeded by fee~; 
portability of benefas within Canada, and comprehensive coverage for approved medical 
sewices. 

'"bid., 229. Here they note that it produced a variety of negative and unanticipated policy 
impacts. Among these impacts the most notable is that the open-ended nature of the funding 
arrangements resuited in the inflation of hospital costs because '...the act did not contain any 
explicit incentives for cost containment." 



actuarially insurable, and provincial subsidy programs for those who were 

uninsurable. She argues that this shlA was due to the growth of private 

insurance plans, many sponsored by provincial medical andior hospital 

associations, which "... demonstrated to the medical, hospital, and insurance 

communities the viability of alternatives to government-sponsored health 

insurance." 25 As a result, when federalprovincial negotiations for a national 

plan that would effectively diminish the market for these private plans began in 

eamest in 1956, the reaction of provider pressure groups was predictable. 

Taylor details the positions of these groups and their atternpts to oppose the 

passage of HIDSA.~~  However, he indicates that their opposition was muted by 

the Canadian public's support for a system of publically funded insurance 

programs. 

From National Hospital lnsurance to National Medical Care lnsurance 

lmplementation of the provisions of HlDSA in the provinces between 1958 

and 1961 did not end public sector initiatives to improve the capacity of health 

care delivery systerns to provide access to services. Once again, the 

implementation of new initiatives was led by provincial govemments in western 

Canada. On December 16, 1959, Saskatchewan's Premier, Tommy Douglas, 

announced that his CCF government intended to establish a universal provincial 

" Tuohy. "Federalism and Canadian Health Policy." 145. 

' Taylor. Heami Insurance and Canadian Public Polcy 24 ed.. 189-234. 



medical care insurance prograrn to amplement the province's hospital 

insurance prograrn. As this announcement directly challenged the legitimacy of 

the network of private medical care insurance programs operated by physicians 

that had developed during the 1940s and 50s. the response from the 

Saskatchewan Medical Association was both immediate and vocal. Taylor 

details the political debate in Saskatchewan between 1944 and 1959 that led to 

this announcement and provides an extensive discussion of the passage of 

legislation related to the program and the ensuing physician's strike of 1962.*' 

He also indicates that the Saskatchewan govemment's 1959 announcement 

triggered announcements in a number of other provinces related to their intent to 

develop more Iimited insured medical care programs. For example. in early 

1960 Manitoba announced a program to fund physicians' services to indigents 

residing in the province's nursing homes and elderiy persons hostels cornbined 

with a program to provide funding support to hospitals for patients receiving 

social assistance. Similar "Medicaren programs were established in Alberta and 

British Columbia in 1963 and in Ontario in 1965. Taylor and Gelber both note 

that these programs confomed to the Canadian Medical Association's (CMA's) 

position that provinces intending to introduce a program designed to enhance 

citizen access to physician services should contract with the physician- 

sponsored medical insurance plan operating in the province for the 

administration of the program which, in tum, would ideally be limited to low- 

'- I bid., 239-330. 



income persons who were not insurable by established private plans.28 

At the federal Ievel, Saskatchewan's announcement of its intent to 

establish a medical Gare insuranœ prograrn contributed to the decision, in 1960, 

to establish a Royal Commission on Health Services chaired by Justice Emmett 

Hall. The Hall Commission released its report in 1964 and, as Chandler and 

Chandler note, it "...brought forth a stinging criticism of the existing situation and 

forcefully urged universal and compulsory national medical care ins~rance."~~ 

Based on the findings of this report, the federal government placed the issue of 

a national public medical care insurance plan on the agenda of a Federal- 

Provincial Conference held in the summer of 1 965. M i l e  Saskatchewan and 

British Columbia were favourable to such a plan, the other provinces, in 

particular Ontario and Alberta, were opposed on the grounds that it represented 

an unwarranted federal incursion into an area of provincial jurisdiction. Despite 

this opposition, and the opposition of private insurance providers and physician 

pressure groups, the federal govemment went ahead with the passage of the 

Medical Care lnsurance Act in 1966 which allowed a province to enter into an 

agreement with the federal government to share the costs of insured medical 

services delivered through a com pulsory provincial insurance pr~grarn.~ 

'"bid., 328. Also see Gelber, 'The Path to Health Insurance," 164. 

'"arsha A. Chandler and William M. Chandler, Public Policy and Ptovincial Politics (Toronto: 
McGraw-Hill Ryemn, 1979), 21 1. 

'"or a review of events related to the development and passage of this A d  see Taylor, HeaRh 
Insurance and Canadian Public Policy 2d ed . , 331 -77. 
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While the Canada Assistance Plan was implemented in 1966, the federal 

govemment did not begin to implement the Medical Care lnsurance Act until 

1968. On July 1 of that year Saskatchewan and British Columbia became the 

first provinces to enter into an agreement with the federal govemment to cost- 

share insured physician's services provided outside of a hospital. They were 

joined by five more provinces. including Manitoba, in 1969 and by 1971 al1 ten 

provinces were part of this national program. In her discussion of the 

implementation of this program, Tuohy notes that while it "... went a long way 

towards resolving problems of access to health services ..A did nothing at the 

outset to contain the rising costs of health care." 31 A related criticism is offered 

by Van Loon who obsewes that in spite of ten years of experience with hospital 

insurance, the same lack of thought to "...the relationship of the insurer to the 

supplier of the service.. ." displayed by the organizational arrangements related 

to HlDSA was displayed in arrangements for the implementation of medical Gare 

insurance in 1968? This observation is echoed by Vayda et al. who note that 

m i l e  the organizational arrangements for hospital and medical insurance 

established in statute by 1968 provided payments to health Gare providers, "... it 

did not mandate an organizational framework to deal with problems of effÏciency 

'' Tuohy, "Federalism and Canadian Health Policy," 147. 

Van Loon, "From Shared Cost to Block Funding and Beyond: The Politics of Heaith lnsurance 
in Canada," 346. 
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or duplication of services." In short, m i le  the implementation of publically 

funded hospital and medical insurance programs enhanced citizen access to 

health care services, policy planners and their political masters at the federal 

and provincial levels failed to fully anticipate the resulting cost control problems 

that have dominated health care policy debates in Canada since the late 1960s. 

These problems and the public sector's response to them have dominated what 

this study views as the aiment era of health care policy in Canada. 

THE ERA OF PROVINCIAL COST CONTROL: 1968-PRESENT 

Carrothers et al. suggest that federal and provincial policy responses to 

the cost control problems produced by the implementation and growth in the 

capacity of hospital and medical insurance programs have evolved in three 

phases since the late 1960s? The first phase, which spans the period from 

1968 to 1977, saw eight of Canada's ten provincial govemments fows on the 

planning and implementation of organizational change based on what they 

define as the regionalization concept.= They also note that there was a 

"... marked decrease in new policy initiatives ..." related to this concept following 

33 Eugene Vayda, Robert Evans, William Mindell," Universal Health Insurance in Canada: 
History, Problems, Trends," Journal of Community Heaffh Vo1.4, No.3 (Spring 1979): 21 7-231. 
See p. 21 9. 

34 Ca rrothers et al., Regionalirafion and Heaffh Care Policy in Canada, 39-42. 

35 Ibid., 5. Here they define the regionalization concept as: "...the selective application over time 
of concepts contained within its decentralization, geographic and rationalization dimensions by 
govemments, agencies, and pressure gmups responsible for the planning, financing, and 
delivery of heaith and related social services." 
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the passage of the Federal-Provincial Fiscal Arrangements And Established 

Programs Financing Act ( E P F )  by the federal govemment in 1977." For 

Carrothers et al, the passage of this Act began a second phase that was typified, 

on the one hand, by provincial efforts to consolidate and refine initiatives 

planned andor implemented during the first phase and, on the other. by the 

implementation of other types of cost control strategies. They also indicate that 

passage of the Canada Health Act in 1984, along with federal efforts to reduœ 

cash transfers to the provinces in the latter half of the 1980s, signalled a third 

phase of development which continues to the present." 

The First Phase of Provincial Cost Control Policy 

Marmor et al. describe the shift to wst control strategies in Canada 

during the late 1960s as "... a startling shfi in policy focus, from expanding 

access to care to containing its costs." They note that, in the late 1960s and 

early 1970s. two schools of thought related to health services planning emerged 

among health care planners in Canada. They describe supporters of the first 

school as "wst controllers" who viewed the imposition of supply-side limits on 

'"or a discussion of the passage of this Act see Taylor, HeaIfh Insurance and Canadian Public 
Policy 2d ed., 422-35. 

'' See Carrotherç et al.. Regional~ation and Heaith Care Policy in Canada, 1 3-1 5 for this 
discussion. 

38 T.R. Mamor, M.L. Barer, and R.G. Evans, T h e  Detenninants of a Population's Health: What 
Can Be Done to lrnprove a Dernomtic Nation's Health Status," in M y  Are Some People 
Heakhy And Others Not?, ed. Robert G. Evans, Monis L. Barer, and Theodore R. Marmor (New 
York: Aldine De Gruyter, 1 994),217-30. See 21 8. 



the flow of resources to voluntary and private providers as the most effective 

path to cost containment. On the other hand, they describe members of the 

second school as "health improvers" who viewed the reduction of inequalities in 

health status as the path to lower costs through the development of improved 

access to primary health and related social services coupled with the 

implementation of health promotion pro gram^.^^ Both schools premised their 

arguments related to the need for policy changes on the recommendations of a 

federal-provincial Task Force established in November 1968 by the Conference 

of Ministers of Health to examine the types of public sector cost increases that 

would result from the implementation of The Medical Care A&" Auwin notes 

that one year later it presented a report, containing over three hundred 

recornmendations, based on three central assumptions: 

- that federal and provincial resource allocations for the established 
insured programs concentrated almost exclusively on the delivery of 
curative medical care in hospital settings; 

- that the organizational and administrative arrangements for these 
established programs contained few incent ives to alter the concentration 
on expensive hospital-based care; 

- that the organizational and administrative arrangements for the 
planning, funding, and delivery of services covered by the established 
programs had produced a high degree of "organizational fragmentation" 
resulting in ". . .administrative wmplexity, confusion, cornpetition and 
inefficiency. " 

'' Ibid., see 221-22 for this discussion. 

'O Canada, Task Force Reports on the Cost of HeaM Services in Canada, Volumes 1 to III 
(Ottawa: Queen's Printer, 1969). 

'= Aucoin. Tederal Heaîth Care Policy," 24-4-68. 



In short, the recornmendations of this Task Force indicated that the 

organizational arrangements produced by the joint venture compromise for 

services delivery established in the 1940s and 1950s would have to be altered 

to reduce serious ineffciencies in the existing arrangements for services 

delivery. To this end, the Task Force recommended the implementation of two 

related initiatives: the establishment of sub-provincial regional authorities to 

integrate the planning, funding, and delivery of health semices; and the 

development of cost-effective alternatives to hospital-based services within 

those regions. To facilitate implementation of the latter initiative the Conference 

of Ministers of Health wmmissioned The Community Health Centre Project in 

1 971 under the direction of Dr. John tiastings." This Project found that the 

creation of Community Health Centres (CHCs) to integrate the delivery of 

primary and preventive health services was a desirable policy alternative to 

further expansion of hospitals and other "in-patient" inst i t~t ions.~ 

Carrothers et al. indicate that the recommendations contained in the Task 

Force and The CHC Project reports motivated the creation of five provincial Task 

Forces in the early 1970s to study how the range of health services offered by 

'' Canada (Hastings), The Community Heam Centre in Canada, Report of  the Commundy 
Health Centre Project To the Conference of Heakh Ministem (Ottawa: Community Heaith Centre 
Project, July 1972). 

43 Auwin, "Federal Healh Care Policy," 253. Here he sumrnarizes the findings of the Hastings 
Report and defines the CHC concept as "...an approach whereby an integrated health team is 
located in a community-based facility at wtiich members of a defined community, i.e. a 
population of a few thousand people, receive general and specialized care for various heaith 
problerns, or, if required, preliminary diagnostic services and refenal to an acute-treatment 
hospital for "in patient" care (as opposed to "out-patient" care, i.e. services not necessitating 
hospitalization)." 



these provinces could be integrated and delivered in a more effective and 

efficient fashion. While a number of these provinces, including Manitoba, 

implemented policies based on the recomrnendations of their Task Forces in the 

1970s, they were resisted by provider pressure groups based on arguments that 

the overall quality of care provided to citizens would decline if their authority 

related to the production and delivery of services was diminished by changes in 

the original joint venture arrangements for services deliveryu As a result, while 

British Columbia, Manitoba, Ontario, and Nova Scotia were able to implement 

organizational changes pertaining to areas of established provincial control, 

notably in their public health and related wmmunity-based service delivery 

programs, they were unable to enhance direct provincial control over the 

established scope, authority, and delivery system functions of hospitals and 

physicians. Crichton supports this finding when she argues that, during the 

1970s, provider pressure groups demanded that provincial governments focus 

their policy attention on increasing hospital and medical services funding 

"...rather than on such health care content objectives as restructuring the systern 

towards preventive programs or improving the role delineation of hospitals.'* 

Further support can be found in Tuohy who notes that provincial initiatives to 

4 4  Carrothers et al., Regionaiization and Health Care Policy in Canada, 12-13 and 21-49. They 
indicate that during the 1970s Quebec was the only province to successfully implement a fully 
regionalized delivery system and that the reasons for this success are related to factors unique to 
the political culture of that province. 

45 ~ n n  Crichton, "Restnicturing Health Services in Canada: Challenges for Policy Makers, 
Planners and Managers in the Eighties," Infernational Journal of Health Planning and 
Management, Vol.1 (1985): 7-26. See p.19. 



realign organizational arrangements for services delivery were viewed by 

voluntary and private providers as "peripheral" to health services policy debates 

during the 1970s." 

It is notable that Canada's policy experience during the 1970s was similar 

to that of other industrialized nations. In his survey of health policy trends in 

France, England and the United States during the 1970s and early 1980s 

Rodwin indicates that these nations also shifted their health care policy goals 

from the expansion of access to curative medical care to the control of health 

care costs." His findings indicate that this shift involved attempts to irnplement 

three types of initiatives: supply-side rationing of public resources flowing to 

private sector providers; the development of health promotion programs to 

enhance population wellness; and the rationalization of organizational 

arrangements for services delivery through the regionalization of authority for 

services delivery." They also indicate that the cost control initiatives 

implemented by these nation states in the 1970s produced M a t  he describes as 

a "policy predicarnent" for health planners. On the one hand, early successes 

in slowing the growth of costs, through the implernentation of regionalization and 

related supply-side cost wntrols, confined '...the need for rationalization, that 

'"uohy. "Federalism and Canadian Health Policy," 152-53. 

'' Vidor G. Rodwin, The HeaRh Planning Redicament (Berkeley: University of California Press, 
1984). 213. 

4i Ibid., 231-238. 
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is, for securing a more efficient allocation of resources in the health sector." " 
On the other hand, the implementation of these initiatives intensified political 

conflicts between the public sector and health care providers which, in tum, 

diminished the willingness of politicians in these nation States to more extensive 

organizational rationalization initiatives. 

The Second Phase of Provincial Cost Control Policy 

In the face of provider resistance to the rationalization of organizational 

arrangements for services delivery based on the regionalization concept, 

provincial health care planners in Canada tumed their attention to other foms of 

cost control in the late 1970s. With regard to what Rodwin ternis supply-side 

management, Evans indicates that "cost controllers" promoted what he 

describes as indirect policy responses in the f o n  of capacity ~onstraints.~ He 

suggests that provincial governments began a concerted effort to implement 

these constraints in the late 1970s because: they were penuaded that health 

Gare providers would respond to them by restricting resource allocations to the 

areas of greatest need within the population; and they offered what, at the time, 

was thought to be a less controversial political alternative to delivery system 

rationalization. An assessrnent of the impact of capacity constraints by Evans et 

''! Evans, "Canada: The Real Issues," 758. While he does not define his use of the terni inditect 
policy responses, his discussion suggests that they are policies that do not directly challenge the 
organizational status quo. 
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al. indicates that while the initiatives that were implemented did constrain public 

sector resource allocations during the 1980s, this was largely accomplished 

through restrictions on the availability of capital to hospitals for construction and 

renovation projects. Altematively, patterns of resource utilization by providers 

did not display significant change during this decade which suggests to Evans et 

al. that capacity constraints failed to have a positive impact on the overall 

effectiveness and efficiency of services deli~ery.~' Based on these findings, 

they suggest that capacity constraints appear to require the support of related 

policy initiatives to be effective. To this end they note a renewed interest in "... 

some fom of sub-provincial regionalization of priority setting, albeit with clear 

and binding provincial guidelines." 52 This is supported by Tuohy who suggests 

that the main reason for the lirnited success of capacity constraints was provider 

resistance to public sector intervention in their decisions regarding the utilization 

of resour~es .~  She goes on to argue that a major challenge facing public 

sector planners in what this study views as the third phase of development is the 

implementation of "organizational innovations" that force significant 

improvements in delivery system effectiveness and e f f ic ien~y.~ 

= - 
- - Evans, Barer, and Hertzman, "The 2byear Experiment: Accounting for, Explaining, and 
Evaluating Heaith Care Cost Containment in Canada and the United States," 507-1 1. 

=' Ibid., 513. 

'' Tuohy. "Federalism and Canadian Heaith Policy." 151-52. 

'' Ibid., 156. 



The Third Phase of Provincial Cost Control Policy 

The limited success with capacity constraints experienced by the 

provinces in the 1980s is viewed here as an important contributor to the curent 

renewal of provincial interest in more extensive organizational rationalization 

initiatives. While the reasons for this renewal are not well defined in the 

literature, at least four can be identified that have relevance for this study. The 

first is indicated by Evans et al., noted above, who suggest that the provincial 

experience with capacity constraints in the 1 980s diminished provincial 

govemment support for the assumption that those responsible for the production 

and delivery of services can be forced to modify their resource utilization 

pradices within the existing joint venture arrangements. The second reason is 

also suggested by these researchers who note that while capacity constraints 

allow a govemment a shorter planning and implementation time frame than 

organizational rationalization initiatives, their long t e n  application has proven to 

be politically unsustainable due to successful efforts by the critics of capacity 

constraints to link them with the physical and operational deterioration of 

hospitals. The third reason relates to the role that capacity constraints have 

played in forcing public sector planners to more rigorously study the relationship 

between medical care and its promised out corne^.^^ The research findings in 

this area are sumrnarized by Roos and Roos who conclude that provincial 

'5 This point is also noted by Mamor et al. in "The Determinants of a Population's Heaith." on p. 
226. 
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govemments must combine capacity constraints with other types of cost control 

initiatives, in particular those related to the rationalization of organizational 

arrangements, to successfully enhance the effectiveness and efficiency of their 

health care delivery systems." 

This fourth reason for the renewal of interest in organizational 

rationalization flows from the inability of health improvers to reai ize their policy 

agenda which has its base in the findings of the 1974 Lalonde Report. In his 

discussion of "the new perspective on health policy" promoted by this report, 

Hancock notes that while its findings have forced public sector planners to 

enlarge their definition of the scope of health policy, efforts to translate this 

definition into initiatives that significantly reduce inequalities in health status 

have yet to be successful." His conclusions are supported by other Canadian 

researchers. For example, in his discussion of the need to shift public resources 

from sickness Gare to population wellness, Taylor notes that "...much remains to 

be done ...̂  in the area of policy implementation.' Evans takes a similar position 

" N.P. Roos and L.L. Roos, 'Small Area Variations, Pradice Style, and Quality of Care." in Why 
Are S o m  People Heaiihy and Others Not?, 231 -52. On 247-5 1 the y offer a series of policy 
recommendations which support the need for organizational realignments that vnhance public 
sedor control over the utilization of resources by providers 

" Canada (Lalonde). A New Perspective on Me Health of Canadians: A Working Document 
(Ottawa: Ministry of National Health and Welfare, 1974). 

Trevor Hancock, " Lalonde and Beyond: Looking back at "A New Perspective on the Health of 
Canadians," Heaith Romotion Vol.1. No.1 (1986): 93-100. On 95 he argues that one reason for 
this is the constitutional division of jurisdidional powers for heaffh services between the federal 
and provincial levels of govemment. 

5"aylor, Heaiih Insurance and Canadian Public hlicy 2d ed., 479. 
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when he observes that issues related to inequalities in the health status of 

Canadians "...have been honoured with much rhetoric and careful thought, but 

very little money ..."." Additional support can be found in Mamor et al. who 

summarize the policy impact of the health improvement school in the 1970s and 

1980s by suggesting that: 

The impact of the "new perspective" on modem medicine was also much 
less than might have been expected from the initial rhetoric. Since the 
policies actually implemented avoided challenging established 
distributions of power, medicine's expansionary dynamic largely 
persisted. Prevention bemme not a substitute for cure, but a basis for 
further expanding the range of services offered by medical care 
profession al^.^' 

In summary, the experience gained by provincial governments during the 

first and second phases of the evolution of cost control policy indicates, as 

Evans notes, that they have increasingly been forced to confront a central 

deficiency in the existing organizational arrangements for services delivery; the 

public sector's inability to link technical considerations, related to what particular 

services actually do in the way of good or hann, with value considerations 

related to what actual or prospective patients want in the way of services.62 

Drawing on Evans and Stoddart's study of the linkages between health care 

" Evans, "Canada: The Real Issues," 759. He goes on to suggest that heatth planners need to 
expand the scope of existing heakh policies and cany out a wider range of interventions if they 
are to be effective in improving the heaith of Canadians. 
-. 
"- Mamor et a!., "The Detenninants of a Population's Heafth," 225. 
- - 
"- Evans, "Canada: The Real Issues," 757. 



services and population health,= Evans argues that the public sector must 

respond to this deficiency in the 1990s. The literature reviewed here indicates 

that the public sector's ability to plan a response has been enhanced over the 

last two decades because: it is better prepared to challenge provider resistance 

to change due to its enhanced understanding of the relationship between 

medical care and its promised outcomessg, and because it is better equipped to 

support arguments related to the types of changes that are required based on a 

growing body of govemment and independent research studies.= The direction 

that this response is intended to take during the curent phase of provincial cost 

control policy is evident in a survey of the findings of six recent provincial health 

commissions by Hurley et al. They indicate that al1 of these commissions 

offered similar rewmmendations supporting the implementation of cost control 

policies that link cost containment, health promotion, and organizational 

- - 
" See Evans and Stoddart, "Producing Health, Consuming Health Care," in M y  Are Some 
People Heaifhy And Others Not?, 27-64. They indicate that policy changes related to one set of 
health deteminants must be coordinated with changes related to other deteminants to be 
effective. 

'' In addition to the findings by Roos and Roos, this point is emphasized in J. Lomas and A.P. 
Contandriopoulos, " Regulating Limits to Medicine: Towards Harmony in Public and Setf- 
Regulation ," in Why Are Some People Healthy and Others Not?, 253-83. 

Examples include: Sharmila Mhatre and Raisa DeberIaFrom Equal Access to Health Care to 
Equitable Access to Heaith: A Review of Canadian Provincial Health Commissions and Reports," 
International Journal of HeaEh Services, Vo1.22, No.4 (1 992): 645-668; Canadian Medical 
Association, The Language of Health System Reform (Ottawa: 1993), 73-1 14; Ontario, The 
Evolution of Devolution: A Bnef Summary of Provincial Expwences (Ontario Premier's Council, 
June 1995). 

" Jeremiah Hurley, Jonathan Lomas, Vandna Bhatia, "When tinkering is not enough: provincial 
reforrn to manage health care resources," Canadian Public Administration, VoI.37, No.3 (1994): 
490-514. 



rationalization initiatives based on the assumption that implementation will: 

... not only contain msts, but will produce and deliver services with 
impmved efliciency in ways more flexible and responsive to 
community needs. It will improve integration and coordination of 
cornplementary and substitutive services, ensuring a full continuum 
of care available, whenever possible, in a community setting and 
evaluated according to health outcornes. Finally, there is to be a 
significant increase in community participation in planning 
decisions for health caree6' 

Hurley et al. also note that. arnong the organizational rationalization 

initiatives provincial govemments are wrrently implementing to realize these 

goals. the regionalization concept continues to be prominent. The reasons for 

this prominence appear to be based on the assumption that regionalization: 

- offers the political means to shift the debate between the public, 
voluntary, and private sectors over implementation of the optimum policy 
balance between care, costs, and wntrol from the provincial level of 
politics to the regional level; 

- offers the administrative means to implement and administer cost 
controls on a regional rather than a provincial level which, as Rodwin 
suggests, should enhance the public sector's ability to ". ..redirect demand 
to less expensive programs and facilities and provide the organizational 
leverage for extending and sharing limited health manpower and 
facilities. .." 68. 

While regionalization is assumed to offer these means in theory, the 

difficulties experienced by its initial implementation in the 1970s suggest that, 

despite the public sector's enhanced knowledge base in the 1990s. the wrrent 

round of initiatives based on this concept will not go unchallenged by provider 

I bid., 494. 

Rodwin , The Heatth Planning Predicament, 234. 



pressure groups. Further, studies which link the implernentation of 

regionalization with its long term impacts. suggest that, while provincial 

govemments may be doing the right thing by employing the concept, they must 

be careful to do things the right way for the right reasons. This point is 

ernphasized in the literature related to the New Public Management movernent in 

Canada. Observers of this movement indicate that some provinces have 

adopted its core ideas which argue that public sector administrative practices 

should both emulate those in the private sector and give a much greater role to 

the private sector in the delivery of services ." More specifically, Peters points 

out that these arguments support two broad types of change: the devolution of 

public sector authority through the regionalization of services delivery coupled 

with the development of public-voluntaryfprivate sector partnerships; and a shift 

from process-oriented to results-oriented service delivery goals within provincial 

administrative units. He also emphasizes that the overall direction of these 

changes could take two very different paths. On the one hand. a movement to a 

more explicit "market modeln of state-society relations in which members of the 

public are primarily viewed as the consumers of services and, on the other, to a 

more "participatory modeln which supports enhanced citizen input into the 

allocation and utilization of state resour~es.'~ 

69 Donald J. Savoie, 'Globalization, Nation States, and the Civil Service," in Govemance in a 
Changing Envimnment, eds, B. Guy Peters and Donald J. Savoie (Montreal and Kingston: 
McGilf-Queen's University Press, 1995). 82-1 10. See 91. 

'' B. Guy Peten, 7 h e  Public Selvice, the Changing State, and Govemance,' in Govemance in 
a Changjng Envimnment, 288-320. See 301. 



CAPACITY, COSTS, AND CONTROL 

While the question of the path that health Gare delivery policy will take in 

the future is not central to this study, the literature reviewed in this chapter 

indicates that, in order to fully understand the current content of health care 

policy debates, one must recognize that policy initiatives flowing from al1 three of 

the eras described above have played an important role. During the first era, the 

primary policy focus was facilitating local improvements in the capacity for 

medical care through legislative support for the development of services 

delivered by a mix of municipal, voluntary, and private providers. While this era 

saw increased demand for provincial funding support, for the most part the 

political and economic realities of the 1930s allowed provincial politicians to 

legitimize limited provincial involvement in the actual delivery of services to 

citizens. The entry of the federal govemment into health policy debates 

following World War II, coupled with changes in public attitudes related to citizen 

access to medical care, produced an important shift in the content of provincial 

policy debates. During this second era provincial governments were forced to 

take a more prominent role in balancing public demands for improved access to 

Gare with the need to wntain the wst  implications of health Gare provider 

demands for improved delivery systern capacity. Over the two decades covered 

by this era provincial politicians attempted to rationalize these demands by 

incrementally increasing their funding and regulatory roles while, at the same 

time, lirniting their direct responsibility for the actual delivery of services to the 
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public. While this balance was supported by health care providers. the cost 

increases experienced during this era forced policy debates to shift from the 

relationship betwaen capacity and costs to the relationship between costs and 

public sector control. As this review of the third era indicates, the need for 

organizational rationakation to enhance provincial administrative control over 

the way services are delivered has been a consistent theme in policy debates 

during the last three decades and has been responsible for much of the political 

controversy that surrounds health Gare policy today. 

The remaining chapters in this study are devoted to a detailed description 

and evaluation of the evolution of public policy in Manitoba between 1948 and 

1988 related to initiatives to rationalize the capacity of, costs related to, and 

organizational arrangements for health mre delivery. This time frame has been 

chosen because it allows study of the way that six goveming administrations in 

Manitoba approached health care policy during what are seen here as the 

second and third eras of policy development. Through study of the policy 

formation and implementation behaviour of these govemments. as well as the 

impacts of the policies they implemented, the findings offered here indicate that 

provincial cost containment is viewed by health care researchers and politicians 

alike as a "very diffiwlt and politically very dangerous" policy exercise because it 

requires alterations in the organizational relationship between provincial 

govemments and key health care provider pressure groups that threaten the 

established interests of both parties. 
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The following chapter elaborates the theoretical foundation for this study 

and defines the research questions used to evaluate policy behaviour during 

each of the eras covered by the study's time frame. Chapters 3 and 4 describe 

key policy events in Manitoba between 1948 and 1969 and summarize changes 

in delivery system capacity, costs and control that occurred during this period. 

The policy process behaviours that contributed to these changes are evaluated 

in Chapter 5 based on the research questions defined in Chapter 2. Chapters 6, 

7, and 8 tum to events between 1969 and 1988 which saw govemments in 

Manitoba shift their policy goals to cost control. The changes in capacity. costs, 

and control described in these chapters are evaluated in Chapter 9 using the 

research questions. The findings in this chapter suggest that, while issues 

related to costs have dorninated public discussions of health policy sinœ the late 

1960s, debates pertaining to these issues mask a more important set of issues 

that lie at the intersection between the capacity of a delivery system to provide 

citizens with access to necessary health care services and the capacity of a 

provincial government to control the allocation and utilization of public resources 

for the delivery of those services. 



CHAPTER 2. 

THE RESEARCH FRAMEWORK 

Babbie emphasizes that the first forrnal step in the operationalization of a 

research study is the specfication of its key features.' Further, he notes that 

the following features must be given consideration: the unit of analysis; the time 

frame in which the behaviour of the unit of analysis is assessed; the theory base 

used to in fon the research framework; and the research questions that guide 

ernpirical data collection. With regard to the unit of analysis for this study, the 

discussion in Chapter 1 indicates that the Province of Manitoba has been 

chosen because Carrothers et a h  study of policy behaviour in that province 

can be employed in the definition of this framework's descriptive and explanatory 

focus, reducing the need for an extensive exploratory survey prior to specifying 

the research questions.' Tuming to the time frame covered here, the four 

decade period. between 1948 and 1988, has been selected because it allows 

detailed study of the policy behaviour of six govemment administrations during 

the second and third eras of policy development discussed in Chapter 1. The 

Era of Provincial Capacity Growth fomally began in Manitoba with the 

implementation of the National Health Grants Program by the Liberal 

Progressive (LP) Campbell administration in 1 948. It continued throughl958, 

' Earl Babbie, The Practice of Social Research 7d ed. (Toronto: Wadsworth Publishing 
Company: 1995). See 82-1 06 and 340-343 for a discussion of these features. 

Carrothers, et al., Regionalization and Heaith Care Policy In Canada. 

For a discussion of exploratory, descriptive and explanatory types of research see Babbie. The 
PracZice of Social Research, 84-86. 
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wi-th the irnplementation of Manitoba's insured hospital services program by the 

Campbell and Progressive Conservative (PC) Roblin administration, to 1969 

when the Weir PC administration set the stage for the implementation of the 

province's insured medical services program. During this two decade period the 

primary public policy goal was expansion of the delivery systern's capacity to 

provide citizens with access to hospitals and public health services. However, 

the June 1969 election of the New Democratic Party (NDP) Schreyer 

administration signalled Manitoba's entry into the Era of Provincial Cost Control. 

During the next two decades the Schreyer, Lyon PC, and Pawley NDP 

administrations attempted to implement cost control strategies that were 

informed by the recommendations of the 1969 Conference of Health Ministers 

Task Force Report4 and the 1972 Hastings Report? While the Filmon PC 

administration, which was first elected in 1988, has continued to pursue these 

cost control strategies into the 1990s, the change to a new govemment in 1988 

is seen as a logical end point for this study. 

The third feature requiring specification is the theory base for this study. 

The discussion of the theory base contained in the next section. This is followed 

by a second section, arising from the theory base, which defines the research 

questions and indicators that guide the descriptive and explanatory components 

of this study of health Gare policy in Manitoba. 

Canada, Task Force Reports on the Cosf of Heaith SeMces in Canada. 

Canada (Hastings), The Community Heaith Centre in Canada, Repofl of the Community Health 
Centre Projecf To the Conference of Heami Ministem. 



THE THEORY BASE 

In his introduction to the theory and practice of policy research Pal 

defines policy analysis as '...the disciplined application of intellect to public 

problems ..." and argues that al1 public policy research "...is infoned by theory, 

whether consciously or not." ' His position is echoed by Peters who notes that 

the selection and application of a theoretical approach is frequently influenced 

by a researchets intelledual predispositions rather than by a systematic 

evaluation of the available theoretical  option^.^ These observations suggest that 

the theory employed to ground this study should be selected with care because, 

as Brooks notes, al1 theoretical approaches direct attention to particular features 

of a policy field and, therefore, play a significant role in framing research 

questions and methodological strategiesg Brooks goes on to identify three 

rnacro public policy approaches prominent in the policy literature in Canada; 

Public Choice theory, Mamist theory, and Pluralist theory.I0 With regard to the 

Leslie Pal, Public Policy Analysis 2d ed. (Scarborough: Nelson, 1992), 16. 

' Ibid., 26. 

B. Guy Peters, T h e  Policy Process: An lnstitutionalist Perspective," Canadian Public 
Administration Vol .35, No.2 (1 992) : 1 60-80. See 1 60-61 . 

Stephen Brooks, Public Policy in Canada 2d. ed. voronto: McClelland 8 Stewart, 1993), 28. 

'O Ibid., 32-47. His classification scherne is that same as the classification scheme offered by 
Robert Jackson and Doreen Jackson in Politics in Canada 2d ed. (Scarborough: Prentice Hall, 
1 W O ) ,  585-602. 



first h o ,  the literature indicates that , with the exception of one article," 

neither has been explicitly employed by Canadian health care policy 

researchers. Altematively, pluralist approaches are common in the literature 

with recent research favouring a particular variant of pluralism that is generally 

described as neo-pluralism. Held highlights the central features of neo-pluralism 

by contrasting it with what he defines as the classic version of pl~ralism.'~ He 

notes that the latter assumes: 

Political outcornes are the result of government and, ultimately, the 
executive trying to mediate and adjudicate between the wmpeting 
demands of groups. In this process, the political system or state 
becomes almost indistinguishable from the ebb and flow of 
bargaining , the corn petitive pressure of interests.I3 

In short, classic pluralism does not view state actors as playing a 

significant role in defining the content of policy goals since power is assumed to 

be widely dispersed among a plurality of competing pressure groups. However, 

Held points out that neo-pluralism, which is the product of Marxist critiques of the 

classic version, views state actors differently. Rather than assuming they are 

neutral or reactive mediators of pressure group demands, this approach 

assumes that state actors and institutions are central to the timing, content, and 

resultant outputs of public policy. As a result, it recognizes that, while the 

" See Donald Swartz, The  Politics of Refonn," in The Canadian State. ed. Leo Panitch 
(Toronto: University of Toronto Press, 1977'). 53û-589. This article offers a Mamist 
interpretation of the evolution of Canadian heaith care policy. 

l2 David Held, Models of Democracy (Stanford: Stanford University Press, t987), 201-220. 

l3 Ibid., 190. 



interplay among pressure groups plays a role in the scope and content of policy 

debates, it is the interplay between state actors and dominant pressure groups 

in a policy field that defines the eventual content of a policy output. In the 

general public policy literature, the validity of the neo-pluralist approach in 

Canadian policy research is supported by a variety of researchers.14 In the 

Canadian health policy literature, early support can be found in Weller's review 

of research published between 1945 and 1976.15 It mn also be found in more 

recent discussions by Tuohy 16, Price Boase 17, and Marmor et al.18 

The research by Marmor et al. and Price Boase is of particular importance 

to this study. Mamor et al base note that health care policy debates between 

government actors and provider pressure groups since the early 1970s in 

Canada have been typified by unsuccessful government initiatives "...to redirect 

health policy away from curative medicine to more fundamental 

l4 For exarnple see William D. Coleman and Grace Skogstad, Policy Communities and Public 
hlicy in Canada (Mississauga: Copp, Clark, Pitman, 1990), A. Paul Pross, Group Politics and 
Public Policy 2d ed. (Toronto: Oxford University Press, 1992), and G. Bruce Doem and Richard 
W. P hidd, Canadian Public Policy: ldeas. Structure, Process 2d.  ed. (Scarboroug h: Nelson, 
1 992). 

l5 G.R. Weller, "From Pressure Group Politics to Medical-Industrial Cornplex: The Development 
of Approaches to the Politics of Heakh Care," in Perspectives on Canadian Heakh and Social 
Semices Policy, 3 1 5-4 1 . This article is reprinted from Journal of Heakh Politics, Policy and Law 
Vol. 1, No.4 @Vinter 1 977):444-470. 

Carolyn Tuohy, Policy and Politics in Canada (Philadelphia: Temple University Press. 1992). 

l7 Joan Price Boase. Shiiîïng Sands: Gomment-Group Relations in the Heatth Care Sector 
(Montreal & Kingston: McGiII-Queen's University Press, 1994). 

l8 T.R. Mannor, M.L. Barer, and R.G. Evans, The Deteminants of a Population's Health: What 
Can Be Done to lmprove a Democratic Nation's Heaith Status," in Why Are Some People 
Heaithy And Others Not?, ed. Robert G. Evans, Mom's L. Barer, and Theodore R. Marmor (New 
York: Aldine De Gruyter, 1994), 21 7-30. 
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interventions.. .". l9 They identify the arrangements for services delivery that 

evolved during what is seen here as the Era of Provincial Capacity Growth as 

the most significant contributor to this lack of policy su~cess.*~ In short. they 

suggest that the prevailing conception of health during the formative stages of 

this era was translated into policy and organizational arrangements for health 

care that have subsequently proven difkult to alter. This conception viewed 

curative medical services as the most important, if not the only, determinant of 

population health requiring public policy attention. As a result, it served as the 

foundation for the "joint venturen policy and organizational arrangements 

described by Home.21 Marmor et al. argue that during the development of these 

arrangements in the 1950s, professional health care providers demanded and 

were given exclusive decision-making roles related to the utilization of resources 

for the production and delivery of services. In addition to delegating 

considerable political and economic power to these providers, the f ona l  

implementation of the joint venture arrangement in the late 1950s, in the context 

of insured hospital services, gave provider pressure groups heightened 

legitimacy to resist public sector attempts to realign the organizational 

arrangements for services delivery m e n  federal and provincial policy goals 

shifted from improving delivery system capacity to controlling health care costs 

l9 Ibid., 218-19. 

Ibid. 

21 Home, 'Heaith," 197. 
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in the early 1970s. Hence, they suggest that govemment - provider pressure 

group debates in Canada since the 1970s have been largely motived by public 

sector efforts to limit this legitimacy in order to allow enhanced state policy and 

administrative wntrol. 

While Mamor et al offer valuable insights pertaining to key features of 

this study's research focus, Boase offers additional insights into how this study 

should approach the interaction between state actors and provider pressure 

groups. In a recent article on the evolution of health policy in Canada and the 

United States, she argues that the different policy directions displayed by these 

states is the product of historic differences in the interaction between state 

institutions and societal interestsu While the nature of these interactions and 

their implications for this research framework are given attention later in this 

section, her review of the literature is important here due to her conclusion that, 

among the various approaches to policy research wrrently available, "...The 

assumptions of the pluralist paradigm are particularly applicable to the health 

policy sector. ..".*= As a result, the neo-pluralist approach serves as the macro 

theory base for this study. The implications of this choice are elaborated in the 

following sub-section which discusses how the policy process and the resultant 

interplay between state and pressure group actors is conceptualized in the 

research questions that will be elaborated in the following section. 

Joan Price Boase, 'Institutions, Institutionalized Networks and Policy Choices: Health Policy in 
the US and Canada," Govemance Vol. 9, No.3 (1996): 287-310. See 289. 

lbid., 293. 



CONCEPTUALlZlNG THE POLICY PROCESS 

Peters observes that three process models have been employed in the 

general policy literature over the last three decades; Stages Models, Analytic 

Process Models, and The Policy Determines Politics Model." He also 

indicates that Stages Models have been the most widely utilized in applied 

policy research. Based on David Easton's linkage of pluralism to systems theory 

in the physical sciences,= this mode1 assumes that policy formation cm be 

wnceptualized as a series of sequential steps beginning with a problem 

definition stage in which pressure group and state actors interact to define the 

need for and direction of change on a policy system. Demands viewed as 

legitimate by state decision-makers then enter a throughput sfage which defines 

the range of policy goals and instruments thought to be the most effective 

response to those demands. During this stage specific goals and instruments 

are formalized and move to an outputs stage in which policy decisions are 

implernented to produce desired policy outcomes. A feedback loop is often 

included in this rnodel to indicate that outcomes have an impact on the 

behaviour of input variab~es.~~ 

The Canadian health care policy literature reviewed for this study 

24 Peten. "The Policy Process: An Institutionalist Perspective." 162-64. 

" David Easton. A Systems Analysis of Politcal Me (New York: John Wiley & Sons. 1965). 

For a review of this model's general application to the Canadian policy process see Richard 
Van Loon and Michael Whittington, nie Canadian Political System (Toronto: McGraw-Hill 
Ryerson, 1981). 



supports Peters' argument that the stages model has been widely utiiized in 

applied policy research. The most complete example of the empirical application 

of this model is offered in Taylor's monograph." However, other prominent 

researchers also support the use of this rnodeL2' Given its prominence, a 

current variant of the stages model is employed in this study to wnceptualize 

the poiicy process in Manitoba. A discussion of this variant can be found in 

Kemaghan and Siegel who argue that research related to the policy process can 

be conceptually divided into three general foms of activity? the process of goal 

formation which focuses on definition of the policy problem(s) and the most 

effective response that govemment actors can to that problem;" the translation 

of a govemment's goals into strategies for implementation;" and the evaluation 

of the impacts of implemented policy goals. 

While the stages model offers a useful way to conceptualize the broad 

features of the policy process in Manitoba, Peters notes that it is not without 

Taylor, Health Insurance and Canadian Public Policy 2d ed. See 492-498 for a critical 
discussion of his application of this model. 

See A. Donabedian, Exp/orations in Quality Assessrnent and Monitoring. Volume 1 (Ann 
Arbour: Heaith Administration Press, 1980) and Anne Crichton, Healfh Policy Making (Ann 
Arbour: Health Administration Press, 1981). 

Kenneth Kernaghan and David Siegel, Public Administration In Canada 3d ed. (Toronto: 
Nelson Canada, 1 995), 129-30. 

Pal, Public Policy Analysis. On p.10 he suggests that a govemment's assessment of the 
technical and political problems demanding a policy response guides the formation of policy 
goals. Therefore both types of problem should be given attention to detemine if the initiative 
under study was flawed at the outset by the govemment's assessment of the policy problem(s). 

31 Gail Siler-Wells, "An lmplementation Mode1 for Health System Refom," Social Science and 
Medicine Vo1.24, No.10 (1987):821-832. On p. 825-26 she argues that irnplementation strategies 
should be conceptually distinguished from the actual process of implementation. 



flaws that have been given attention in the literature." The central flaw is the 

model's failure to elaborate how interactions between state and pressure group 

actors should be conceptualized within the goal formation and implementation 

stages of the process. Researchers have responded to this problem by 

suggesting the use of what the literature describes as polycentric models to 

wnceptualize these interactions? A prominent Canadian contributor to the 

literature on polycentric rnodels is A. Paul Pross. He argues that the decisions 

related to goal formation and irnplementation are the product of debates within 

established pol icy wmmunities that dominate a particular policy field? While 

his policy community concept has not been used to systematically research the 

evolution of health care policy in a Canadian province, it has show promise in 

federal health care research and in other policy fields? As a result, this study's 

conceptuakation of each stage of the policy process in Manitoba will employ 

Peters, "The Policy Process: An Institutionalist Perspective,". On p. 165 he defines four 
problems the model implies that must be treated with caution: that the process is driven only by 
inputs from the immediate environment; that the process is linear; that a problem makes a single 
transit through the process; and that events in the process occur in isolation from events in other 
policy fields. 

33 Examples an be found in Paul A. Sabatier, "An advocacy Coalition Model for Policy Change 
and the Role of Policy-oriented Leaming Therein," Policy Sciences Vol21 (1 988):129-68 and A. 
Grant Jordan, "Policy Community Realism versus 'New' Institutionalism Ambiguity," Political 
Studies Vol .38 (1 991 ):470-84. 

34A. Paul Pross, Group Politics and Public Policy 26 ed.(Toronto: Oxford University Press, 1992). 
See p-114-139 for a description of the policy community concept. 

35 See Boase, Shifting Sands Govemment-Gmup Relations in the Heanh Care Sector, for an 
example of the application of this model at the federal level. For examples in other policy fields 
see J.D. Forbes, institutions and Influence Gmups in Canadian Fam and Food Policy (Toronto: 
The lnstitute of Public Administration of Canada, 1985) and Even A. Lindquist, "Public managers 
and policy communities: leaming to meet new challenges," Canadian Public Administration 
V01.35, N0.2 (1992): 127-159. 



this concept to research interactions among key state and pressure group 

actors. It will also employ the work of a number of other neo-pluralist authors to 

spectfy the scope and nature of these interactions? On the one hand, Sabatier 

and Jenkins-Smith's model, which offers a more detailed understanding of the 

interactions in a policy community than the model offered by Pross, will be 

employed to determine whether certain state and pressure groups actors formed 

a policy subsystem within Manitoba's larger health care policy community that 

dominated debates related to the formation and implementation of policy outputs 

pertaining to services deliveryn On the other hand, Coleman and Skogstad's 

research related to the existence of unique types of communications networks 

among actors wntained in a policy community will be employed here to 

determine the nature of interactions within Manitoba's policy subsystem.~ 

The importance of these networks in the process of policy formation is the 

focus of Price BoaseJs research which employs Coleman and Skogstad's 

findings, along with the findings of other researchers interested in policy 

js The linkage of Pros to these two sets of authors is consistent with the discussion of policy 
formulation offered by Michael Howlett and M. Ramesh. See Studying Public Policy: Policy 
Cycles and Policy Subsystems (Toronto: Oxford University Press, 1995)' 122-1 36. 

" Paul A. Sabatier and Hank C. JenkinsSrnith, Policy Change and Leaming: An Advocacy 
Coalition Approach (Boulder: Westview Press, 1993). See p.224 for their policy subsystem 
model. Also note that Carothers et al.% findings suggest that a subsystem of this type was 
formed and involveci actors contained in the province's Executive Council, its Department of 
Health, and its health services commissions as well as pressure group actors representing 
hospitals and physicians. 

38 Coleman and Skogstad, 'Policy Communities and Policy Networks: A çtfudural Approach," in 
Policy Communities and Public Policy in Canada, 1 4-33. 



n e t ~ o r k s , ~  to explore the general nature of policy community interactions within 

Canada and the US. Based on her review of this literature she suggests that 

"...there are three broad types of policy networks that are particularly appropriate 

to describe the processes of intemediation in the health policy sector ..."." She 

labels each as pressure pluralism, ciientelism and corporatisrn and argues that 

the dominant type of network operating in a policy community has important 

implications for the types of policy outputs produced by a  tat te.^' While the 

definition of each type of network is elaborated in the following section, Price 

Boase's conclusions are noteworthy here." First, she suggests that Canada 

has been more successful than the US in providing a comprehensive publically 

funded health care system because state institutions have been able to better 

withstand negative reactions from pressure groups to the redistributive policies 

demanded by Canada's approach to public policy in this area. In short, she 

argues that Canadian health care policy communities have displayed a greater 

capacity to resist the formation of pressure pluralist and clientelistic networks in 

favour of corporatist intermediation. Second, she agues that the Canadian 

Je For example, see Klaus Schuber and Grant Jordan, 'A Preliminary Ordering of Policy Network 
Labels," European Journal of Political Reseanh Vo1.21, No. 1 (1 992): 1-28 and Frans Van 
Waarden, 'Dimensions and Types of Policy Networks," European Journal of Political Research 
V01.21, No.1 (1 992):29-53. 

* Joan Price Boase, 'Institutions, Institutionalized Networlrs and Policy Choices: Heaith Policy in 
the US and Canada," 292. 

Ibid., see 292-94 for her definition of these types of interest intermediation. Her definition of 
each type is elaborated in the discussion pertaining to Question 3 in the following section. 

42 lbid., 303-304. 



state's tendency for wrporatist intenediation is rooted in the historic evolution 

of its organizational and institutional arrangements for health care delivery which 

have produced an institutional context for the ensuing health care policy 

debates. She notes that in contrast to the US: 

The decision to ernbrace public health insurance in Canada has driven al1 
subsequent decisions and it has detenined the nature of interest 
intermediation. Similarly, in the United States, early decisions to pursue 
market principles in health policy have ensured continued acquiescence 
to the interests of the medical/industrial cornplex." 

THE EVALUATION OF IMPACTS 

The literature related to policy evaluation also offers a range of 

approaches that a researcher must consider in the development of a research 

design. For example, Howlett and Ramesh note that three types of evaluation 

have generally been employed.* Pal also offers a discussion of evaluation 

techniques in which he defines four general types? The type that best fits the 

focus of this study is Pal's direct type which is similar to but more specific than 

Howlett and Ramesh's administrative type. Pal indicates that research 

employing this type of evaluation must rewgnize two important features of policy 

activity. The first is that al1 policy outputs combine ultimate goals, which are 

lbid., 303. 

" Howlett and Ramesh, Studying Public Poiicy: Policy Cycles and Policy Subsystems. On 170- 
75 they define these three general types as; administrative evaluation, judicial evaluation, and 
political evaluation. 

45 Pal, Public Poiicy Analysis On 183-93 he defines the central features of Dired, Political, 
Economic, and Social types of impacts evaluation. 



"...the final end states to which a policy is directed.. .". and intenediate goals 

related to "...the erection or establishment of means to achieve those end 

states." " Based on this distinction he argues that, m i l e  ultirnate goals are 

important motivators in the effort to implement interrnediate policy goals, a direct 

impacts evaluation should concentrate on intermediate goals because 

governments in Canada focus their resources on the achievement of this type of 

goal." Pal's distinction between ultimate and intemediate goals is supported by 

other policy researchers who suggest that policy goals related to organizational 

rationalization initiatives should be viewed as interrnediate means to an ultimate 

end. For example, Lindquist argues that, while organizational rationalization is 

often presented as an ultimate response to a range of technical problems in a 

service delivery system, it is usually an intermediate technical solution to an 

ultimate political end; enhancement of a governrnentJs legitimate ability to 

implement and administer policies intended to increase the long-term efficiency 

and effectiveness of the delivery system." 

The second feature relates to Pal's position that the formation of policy 

a Ibid., p.185. 

47 Ibid., On p.185-86 he indicates that this is the case because the empirical realization of 
ultimate goals is mediated by a complex of variables that are beyond the authority of Canadian 
govemments to control through the range of policy instruments currently available to them. 

Evert A. Lindquist, "Recent Administrative Refom in Canada as Decentralkation: Who is 
Spreading What Around to Whom and Why?," Canadian Public Administration Vo1.37. No.3 
(1994): 416-430. On 416 Lindquist notes that m i l e  stated public sedor rationales for 
organizational rationalization are of€en based on the need to respond to specific technical 
pmblems in a delivery system, their implementation is uitimately motivated by '...the twin 
imperative of controlling govemment deficits and reducing debt ....*. 
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goals and the implementation of instruments to achieve those goals are two 

different. albeit related, forms of policy activity." His discussion of both types of 

policy activity indicates that the successful formation of a policy does not 

necessarily mean its goals will be realized empirically because they may be 

altered during the implementation process. He argues that this is likely to occur 

when a govemment interested in implementing an administratively rational 

response to a perceived policy problem overlooks or ignores political and 

administrative barriers that may be plaœd in its path? Siler-Wells and Rodwin 

offer empirical support for this position. In her article, Siler-Wells notes that the 

public sector's inability tu effedively manage instrument implementation has 

been the primary reason for the failure of what she defines as positive health 

Gare re fo r~s .~ '  Similarly, Rodwin concludes his survey of the evolution of health 

care policy in four states by noting that al1 were "...unable to alter significantly 

the allocation of health care resources in conformance with health plans ... due to 

problems enwuntered during the implementation of those plans.n52 In short, 

both suggest that the instrument implementation phase of a health services 

rationalization initiative is vital to its empirical realization because it is during this 

as Pal. Public Policy Analysis 24 ed. See 98-170 for his discussion of policy formation and 171- 
98 for his discussion of policy implementation in Canada. 

Ibid., 10. 

'' Siler-Wells. "An lrnplementation Model for Health System Reform.". On 821 she suggests that 
an emphasis on care and cure of the sick represents negative health policy while promoting and 
maintaining good health represents positive health policy. 

Rodwin, me HealU, Planning Redicament, 219. 



phase that barriers to change are likely to be encountered. 

In surnrnary, the literature reviewed here supports the division of the 

research questions, defined in the following section, into three groups which 

describe and evaluate: the process of goal formation in Manitoba's health Gare 

policy cornmunity across the defined time frame; the process of implementation 

pertaining to policy outputs developed during this time frame; and the impacts of 

implemented policies on the capacity and costs of the province's delivery 

system, as well as the distribution of policy and administrative control. The 

responses to these questions, contained in Chapter 5 and 9, are based on a mix 

of qualitative and quantitative indicators operationalized through a case study of 

the six goveming administrations covered by this study's time frame? The data 

base for these indicators is grounded on a survey of documents produced by 

state actors, provider pressure groups, and independent researchers during this 

time frame." 

53 This mixed approach to research design is supported by Catherine Marshall and Gretchen 
Rossman in Designing Qualitative Research (Newbury Park: Sage Publications, 1989). Also see 
Robert K. Yin, Case Study Research: Design and Methods (Newbury Park: Sage Publications, 
1989) for a detailed discussion of the application of case study techniques in this context. 

~4 See Tomas Klasçen and Suzanne LeBlanc, 'Methodological Issues in Sociological Research 
on Public Policy: Utilizing Govemrnent Documents," Society, Febmary 1993, 9 - 13. Based on 
this article's findings, every effort was made to cross-reference al1 data using multiple sources to 
ensure that the data was not contaminated by the political interests of the party in power. 



THE RESEARCH QUESTIONS 

This section defines nine questions that are asked in the context of the 

ernpirical data gathered for this study. They are diswssed in the following three 

subsections which are based on this study's application of the stages model of 

the policy process discussed in the previous section. Each subsection begins 

with a Table that summarizes the questions and their potential indicators. 

GOAL FORMATION 

Table 2.1 : Questions and Indicators Related to Goal Formation 

11 Question 1 Indicators 

1. What forms of policy initiatives did 
executive wuncil adors in each 
administration attempt to pursue in 
their interactions with other adors in 
the province's heafih Gare policy 
community, in particular, the 
subsystern adors responsible for 
services delivery? 

The initiatives each administration 
attempted to pursue in the health 
care policy comrnunity subsystem 
responsible for services delivery 
related to: 
a) pnce and supply constraints; 
b) organizational rationalization; 
c) cost-sh ifting . 

2. How did actors in the policy 
subsystern respond to the agenda of 
executive council actors in each 
administration and were advocacy 
coalitions evident in these 
responses? 

The response of subsystem actors to 
each administration's agenda, in 
particular, the geographic, 
decentralization, and rationalization 
dimensions of agenda items. 

3. What type of communications 
network did Manitoba's health care 
services delivery subsystem display 
and what kinds of normative 
assumptions were expressed by 
subsystem actors? 

Whether the subsystem displayed: 
a) pressure pluralist; 
b) clientelistic; 
c) corporatist tendencies in its 
intermediation behaviours and/or the 
normative positions taken by key 
adors in policy debates. 



Question 1 : What forms of policy initiatives did executive council 
actors in each administration attempt to pursue in their interactions 
with other actors in the province's health care policy community, in 
particular, the subsystem actors responsible for semices delivery 3 

As noted in the previous section, this study's conceptualization of the 

policy process assumes that key actors involved in the formation of health policy 

in Manitoba can be found in a policy community that, in tum, contains a 

subsystem of govemment and pressure group actors that network to debate the 

formation and implementation of policies pertaining to the delivery of health care 

services. Based on the findings of Carrothers et al, this subsystem appears, at 

minimum, to contain the following group of actors: poiitical actors in the 

executive council branch; political actors in the opposition parties; bureaucratic 

acton in the Department of Health and the province's hospitalBealth services 

commissions; pressure group actors representing the interests of hospitals and 

other institutional providers; and pressure group actors representing the 

interests of private sector providers, in particular, physicians. The response to 

this question will assess the types of initiatives that these subsystern actors, 

along with any other actors identified in the study, debated over the time frame 

of the study. These initiatives will be categorized based on Tuohy's observation 

that provincial govemments may exert 'three types of policy leveragen in the 

management of their health care delivery ~ysterns:~~ 

" Tuohy. 'Federalism and Canadian Heaîth Policy,' 1481 55. Tuohy's findings are supported by 
similar findings refated to other industrialized nations. For example, see Martin Harrop, 'Heaîth 
Policy," in Power and Policy in Liberal Dernomcies, ed. Martin Harrop (Cambridge: Cambridge 
University Press, 1992),150-73, which indicates that in the four couniries he studied the policy 
options Tuohy enurnerates were also the 'main strategies" that have k e n  employed. 



a) price and supply constraints which can include limits on the budgets of 
institutional providers, limits on increases in negotiated medical fee 
schedules, attempts to constrain the number andlor distribution of 
practising physicians, and attempts to constrain the volume and mix of 
services provided by physicians; 

b) organizational rationalization which can take a number of foms 
including the regionalization of services administration. revision of 
professional legislation to alter the sewice delivery functions of 
professionals, and the development of alternative service delivery 
mechanisms in the fom of Community Health Centres (CHCs) and Health 
Maintenance Organizations (HMOs); 

c) the cost-shifting of services funding responsibility to citizens which can 
take the fom of third party CO-payments andlor direct charges to citizens. 

In Chapters 5 and 9 the response to this question will identtfy the mix of 

options punued by executive council actors during each era of policy 

development. The findings related to each era will be used to assess the 

argument made by Evans. noted in the introduction of Chapter 1. related to 

provincial cost control policy preferences. His argument suggests that the 

following hypothesis should be the fows of this assessment: 

Hypothesis 1: That during the time frame of this study executive council 
actors in Manitoba preferred price and supply constraints over the other 
available cost control policy options. 

Question 2: How did actors in the policy subsystem respond to the 
agenda of executive council actors in each administration and were 
advocacy coalitions evident in these responses? 

This question will assess how actors in Manitoba's health care delivery 

subsystem responded to the policy agenda of executive council actors in each 

administration. The indiators employed to assess this response, which are re- 



employed in the impacts evaluation, are based on Carrothers et al.'s finding that 

provincial cost control strategies, in particular those related to organizational 

rationalization, contain three dimensions:" 

a) a geographic dimension which involves strategies to alter the way the 
public sector resources for services delivery are distributed within the 
province; 

b) a decentralization dimension which involves strategies to alter the way 
authority for the govemance and administration of the delivery system are 
distributed within the province; 

c) a rationalization dimension which involves strategies to alter the way 
services are delivered to citizens through the delivery system. 

The response to this question will describe similarities and differences in 

the policy positions related to each dimension taken by key actors in Manitoba's 

subsystern. With regard to the first dimension, this description will be sensitive 

to Carothers et al.'s finding that, prior to the 1970s, provinciir! policies related to 

the funding of public health and the construction of institutional facilities 

favoured more affluent regions of ~anitoba? Tuming to the second dimension, 

this study will give particular attention to their finding that, beginning in the 

1 %Os, the re-allocation of administrative authority for services delivery began to 

emerge as a policy issue. In this area they note that, on the one hand, the 

supporters of improved delivery system efficiency favoured the creation of 

" Carrothen et al.. Regionaiiraion and Heami Care filjcy In Canada. On 5 they define 
regionalization as: "...the selective application over time of concepts contained within its 
decentralization, geographic and rationakation dimensions by govemments, agencies. and 
pressure groups responsible for the planning, financing, and delivery of health and related social 
services." 

" Ibid.. see 51-55 for their discussion of the development of local health care services. 



regional authorities to centralize the planning and administration of services at 

the sub-provincial level. On the other, the supporters of improved effediveness 

favoured realignments in the administrative roles of existing local units to 

enhance their responsiveness to local needs? By the early 1970s municipal 

govemments were willing to have their delegated authority for public health 

services retumed to the province so that it could be re-delegated to new regional 

units. However, hospitals operated by municipal, religious, and lay boards were 

unwilling to give up any of their delegated authority based on fears that this 

would result in the closure of their facilities. As a result, Carrothers et al. 

indicate that policy debates in Manitoba since the early 1970s have focussed on 

two aspects of this dimension: the centralization of local administrative authority 

at the provinciallregional level to reduce delivery system fragmentation and 

enhance the co-ordination of services delivery; and the decentralization of 

provincial administrative authority to regionalllocal units to enhance provider 

responsiveness to the health care needs of local populations." Tuming to the 

" Their findings mirror Badgley's observation that policy initiatives related to this dimension 
have been typified by the inability of key actors to define a consensus "...about how the 
boundaries of a region should be established, which components of services should be included 
under the authority of different branches of govesnment, or whether local or national priorities 
take precedence." See Robin F. Badgley, "Regionalization of Health Sewices in Canada," Israel 
Journal of Medical Sciences Vo 1.1 8: 375-83 on 375. 

" Support for this finding can be found in Canadian Medical Association. The Language of 
Heam System Refonn (Ottawa: Canadian Medical Association, 1 W3)J 7-20 and A. Mills et al, 
Heaitfi System Decentralkation (Geneva: World Heaith Organization, 1990), 15-24. Both 
studies indicate that a contributor to policy pmblems related to this dimension has been the 
inconsistent and sometimes contradidory positions taken by policy actors related to the 
centralization andlor decentralization of authority. Both afso note that aecentralization can take 
four different forms; deconcentration, delegation, devolution, and privatization. 



third dimension, Carrothers et al. indicate that provider pressure group 

resistance to initiatives pertaining to the first two dimensions in the 1970s limited 

the ability of executive council acton to implement realignments in the delivery 

system roles of professional providers." They do, however, note that 

experimentation in this area was undertaken in the 1970s based on a Single Unit 

Delivery System (SUDS) concept. 

In Chapters 5 and 9 the response tu this question will utilize the study 

findings to describe how subsystern actors responded to the policy agenda of 

executive council actors during each era and will give particular attention to their 

response to rationalization initiatives. It will also explore Sabatier and Jenkins- 

Smith's argument that pressure group actors in a policy subsystern f o n  

advocacy coalitions to enhance their ability to support or resist govemment 

policy initiatives that impact on their interests .'' This argument forms the basis 

of the second hypothesis in this study: 

Hypothesis 2: That dunng each era actors in Manitoba's services delivery 
subsystem fomed advocacy coalitions to support or resist the initiatives 
of executive council acton which, in tum, affected the scope and content 
of these initiatives. 

Carmthen et al.. Regionalization and Health Care Policy In Canada, 88-90. For a discussion 
of these functional roles, which are elaborated later in this chapter see A. Mills et al., ibid., 25. 

'' Sabatier and JenkinsSmlh, Policy Change and Leaming, 212-1 3. They also suggest that 
bureaucratic actors will likely take centrist positions relative to the positions taken by government 
and pressure group coalitions. 



Question 3: What type of communications network did Manitoba's 
health care services delivery subsystern display and what kinds of 
normative assumptions were expressed by subsystem actors? 

This question extends the response to Question 2 by moving from a 

description of the policy positions of key actors in Manitoba's health care 

delivery subsystem to an assessrnent of the structure and content of subsystem 

interactions. The assessment of the structural features of this subsystem during 

each era will be based on Boase's argument, noted in the previous section. that 

health care policy networks can display three different types of intemediation 

which, in tum, impact on the scope and content of policy outputs:" 

a) pressure pluralism which is based on classical pluralist assumptions 
that policy outputs are the products of cornpetition among pressure 
groups which, in tum. are implemented by a responsive state acting as a . 

neutral mediator of the opposing interests represented in policy debates; 

b) clientelism which is based on critiques of classical pluralism that 
suggest state agencies can become dependent on the support and 
expertise of particular pressure groups for policy success and, in tum, 
become part of an institutionalized network in which the interests of these 
pressure groups dominate policy debates; 

c) corporatism which is accepted by some neo-pluralist and neo-rnarxist 
theorists as an arrangement in which state actors have clear interests in 
the content of policy debates that are autonomous of pressure group 
interests and are expressed in the decisions of these actors related to 
"... who will have access to policy debates and how they will participate in 
policy development." " 

" Boase. 'Institutions, lnstitutionalized Networks and Policy Choices: Healh Policy in the US 
and Canada," 292-293. 

63 Ibid., 293. 



In addition to assessing the structural features of subsystem interactions 

in Manitoba based on these categories, the content of these interactions is also 

of interest. This area will be assessed based on Manzef s argument that the 

normative assumptions of key actors related to the proper balance between 

public-private sector control over a public good plays an important role in 

Canadian public policy debates? Sabatier and Jenkins-Smith extend Manzer's 

argument by suggesting that the positions displayed by actors in a policy 

subsystern are the product of the linkage of three related types of beliefs? 

a) deep cote beliefs which pertain to normative assumptions about the 
general role of the state in the society; 

b) policy core beliefs which pertain to normative assumptions about the 
role of the state in a specific policy area; 

c) secondary aspects which pertain to the linkage of deep and policy core 
beliefs in responses to a policy initiative. 

They note that, while deep core beliefs are rarely, if ever, contained in the 

policy statements of subsystem actors, policy wre beliefs are sometimes 

displayed in the pattern of secondary belief systems displayed by these actors. 

As a result, this question will, whenever possible, utilize the findings related to 

Question 2 to identify whether subsystem actors displayed consistent secondary 

" Ronald Manzer, Public Polices and Wlitticel Development in Canada. (Toronto: University of 
Toronto Press, 1985). On 19 he argues that public sector in Canada has always been required to 
balance demands in Canada's political culture produced by the "...fundamental contradiction 
between economic and ethical liberalism." This contradidion is important to heaith care policy 
debates because it favouts the assumption that private sedor actors can always deliver services 
more efficiently and effectively than public sector adors. 

" Sabatier and Jenkins-Smith, Policy Change and Leaming, 220-21. 



positions that suggest deeper policy wre beliefs. The response to it in 

Chapters 5 and 9 will, in tum. give attention to the role that these beliefs played 

in health care delivery subsystem's ability to establish a consensus on how 

policy initiatives should be implemented. This response will contribute to a test 

of the following hypothesis related to this question: 

Hypothesis 3: That during each era the structure and content of 
interactions between key actors in Manitoba's health Gare delivery 
subsystem affected the sape and content of the public policy initiatives 
that were produced. 

POLlCY IMPLEMENTATION 

Table 2.2: Questions and lndicators Related to Policy Implementation 

Question 

4. What types of initiatives were 
actively pursued by executive council 
adors in Manitoba's health care 
delivery subsystem into the 
implementation stage? 

S. Were pressure group anaor 
opposition party bamers to the 
implementation of these initiatives 
encountered by executive council 
actors? 

6. Were bureaucratie bamers to the 
implementation of these initiatives 

Indicators 

Whether executive council adors 
attempted to implement initiatives 
related to: 
a) price and supply constraints; 
b) organizational rationalization; 
c) wst-shifting. 

The bamers, if any, that these actors 
attempted to erect to Iirnit the ability 
of executive council adors to 
implement initiatives flowing from the 
policy formation process. 

The barriers, if any, that these actors 
atternpted to erect to limit the ability 
of executive council actors to 

Question 4: What types of initiatives were actively pursued by 
executive council actors in Manitoba's health care delivery 
subsystem into the implementation stage? 

encountered by executive counul 
acto rs? implernent initiatives flowing from the 

policy formation process. 



In Chapters 5 and 9 the response to this question will summarize the 

scope and content of the policy initiatives that executive council actors in 

Manitoba's health care delivery subsystem attempted to implement utilizing the 

indicators defined in Question 1. These responses will reemploy the arguments 

made by EvansQ to test the following hypothesis: 

Hypothesis 4: That during the time frarne covered by this study executive 
council actors in Manitoba preferred to implernent price and supply 
wnstraints over the other available cost control policy options. 

Question 5: Were pressure group andlor opposition party bamers to 
the implementation of these initiatives encountered by executive 
council actors? 

In discussions of their research findings, Rodwin and Siler-Wells both 

identify three areas where barriers to the implementation of health a r e  policy 

initiatives may reside: 67 

a) among mernbers of the general public who are likely to resist an 
initiative that challenges dominant ideas about what health pol icy is and 
the services that define its successful realization; 

b) among provider pressure groups who are likely to attempt to convert 
what they view as a "topdown" irnplementation process into a "bottom-up" 
political debate legitimized by the need to protect the public interest; 

c) among bureaucratic actors who may not support a govemment's policy 
goals or, even if they do, may fail to properly co-ordinate the 
irnplementation of those goals. 

The first two barriers they identfy are the focus of this question while the 

' Evans. 'Canada: The Real Issues.' 758. 

67 See Rodwin, The Health Planning Pledcamenf, 221-232 and Siler-Wells. "An Implementation 
Mode1 for Health System Reform," 824-25. 
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last is the fouis of the next question. With regard to the first barrier, Siler-Wells 

and Rodwin both suggest that public resistance to policy change in the health 

field is the product of structural constraints within a state's political culture. This 

is supported by Marmor et al. who argue that Canada's political culture is 

dominated by a "health paradigm" which supports a perception that medical care 

is the primary, if not the only, contributor to population health and, therefore, 

should be the central focus of public policy." They suggest that if executive 

wuncil actors are not sensitive to this paradigrn during the formation of an 

initiative's goals andior do not develop effective strategies to respond to it during 

the implementation stage, then the initiative is likely to be resisted by those who 

view it as residing outside of the established boundaries of legitimate state 

policy activity. Support for this argument can be found in Rodwin's discussion of 

efforts to implement supply-side rationing in the states he surveyed. He argues 

that these initiatives met with limited success because government actors failed 

to link irnplementation with a carnpaign to inform the public of the empirical 

relationship between means, in the f o n  of growing public sector resource inputs 

for medical services, and ends in the f o n  of a plateau in population health 

improvement. In short, these govemments failed to challenge dominant 

perceptions in the political culture that expanding access to medical services is 

the moral and political equivalent of doing good.' As a result, the opponents of 

- -- - 

Marmor et al.. "The Detenninants of a Population's Health," 219. 

* Rodwin, The Heaith Planning Predcament, 221 -23. 
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these initiatives were able to cast them as an attempt to restrict the public's 

access to health care which, in tum, allowed them to construct barriers based on 

the argument that limiting access is the moral and politicai equivalent of doing 

harrn. 

Tuming to the second barrier, Marmor et al. suggest that the resistance to 

policy change displayed by provider pressure groups in Canada has been an 

important check on the formation and implementation of new policy initiatives. 

They argue that this resistance has its base in the organizational arrangements 

for services delivery established in the late 1950s which produced and continue 

to reinforce an organizational culture among health care providers that views 

any initiative that negatively affects a provider's ability to offer what the culture 

defines as "necessary medical servicesn as a threat to the public's interest in 

improved population health.70 

In Chapters 5 and 9 the response to this question will describe whether 

opposition party or provider pressure group resistance to the implementation of 

cost control initiatives during both eras were a barrier to policy implementation. 

It will also test arguments made by Rodwin, Siler-Wells, and Marmor et al. 

related to the ability of these actors to affect the implementation process. All 

three are critical of an assumption made by some health care policy researchers 

that opposition party andlor provider pressure group resistance to policy change 

is the single most significant barrier to the implementation of cost control 

'O Marmor et al., The  Deteminants of a Population's Heakh." 219. 
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initiatives." They argue that because these adors tend to be reactive to the 

initiatives of executive wuncil actors, their ability to successfully construd 

barriers is directly related to the ability of executive council actors to anticipate 

these barriers and develop strategies to overcome them. Hurley et al.'s survey 

of provincial health policy studies indicates that executive council actors are 

aware of this problem. However, they note that the six commissions they studied 

rewmmended two potentially conflicting strategies to facilitate the 

irnplementation of their recornrnendations: persuading the public that 

organizational rationalization is politically legitimate because its allows 

opportunities to make providers more accountable for resources utilization 

through the enhancement of citizen participation in the administration of services 

delivery; and persuading the public that it is scientifically legitimate because it 

allows opportunities for public resources to be redeployed to services that 

should have the most significant positive impacts on population health. They 

note that the potential for wnflicts between these strategies flows from the need 

to irnplement instruments based on the first strategy, which decentralize 

administrative authority, and the need to implement instruments based on the 

second strategy which dernand the œntralization of that authority." 

Given these arguments, this question will test them through the following 

" See Rodwin. me Health Planning Predcament, 225-26. Here he argues that this assurnption 
has its base in the normative assumptions made by classical pluralists which are not empirically 
valid. For a critique of these normative assurnptions see Held, Models of Democracy. 186-220. 

Huriey. et al.. 'When Tinkering is Not Enough: Provincial Refonn to Manage Heaith Care 
Resources," 509. 



hypothesis: 

Hypothesis 5: That during the time frame of this study executive council 
actors in Manitoba were unable to fully implernent their cost control 
initiatives when they failed to anticipate and develop strategies to 
overcome opposition party ancilor pressure group barriers. 

Question 6: Were bureaucratic bamen to the implementation of 
these initiatives encountered by executive council actors? 

This question extends the above discussion by focussing on the role that 

bureaucratic actors play in the implementation of executive council initiatives. 

While the health care literature in Canada does not give a great deal of attention 

to the interactions between executive council and bureaucratic actors in the 

implementation process, Hanwck and Siler-Wells both hint at the importance of 

this relationship. Hancock notes that the failure of govemments in Canada to 

implement initiatives suggested by the Laionde Report since the mid-1970s has 

been due to the inability of political and bureaucratic actors at both levels of 

govemment to develop an implementation strategy for the policy changes 

suggested by this report? Siler-Wells supports Hancock's findings by 

suggesting that an important barrier to the implementation of what she describes 

as "health improvementn initiatives in Canada has been the failure of executive 

council actors to provide bureaucratic implementors with an adequate level of 

political and budgetary support. 74 

Hancock. "Lalonde and Beyond: Looking Back At 'A New Perspective on the Health of 
Canadians' ", 95. 

74 Siler-Wells, "An lmplementation Mode1 For Heatth System Refom," 823. 



Given these hints, this question explores relations between executive 

council and bureaucratic actors in the implementation process based on 

Sabatier and Jenkins-Smith's discussion of the 'guidance instrumentsn used by 

govemment actors to influence bureaucrats dumg the implementation process. 

In this discussion they divide these instruments into two groups:" 

a) direct instruments which are used by executive council actors to affect 
the intemal dynarnics of an implementing agency such as changes in the 
organization of the agency, changes in the agencyJs senior management, 
and public comment on the performance of agency staff; 

b) indirect instruments which are used by executive council actors to 
affect the dynamics around the implementing agency such as changes in 
the agency's political appointees, changes in the legislative authority of 
the agency, changes in the agency's budget, an agency mandate review, 
and attempts to influence public opinion related to the implementation of 
the initiative. 

In Chapters 5 and 9 the response to this question will describe the 

observed interactions between executive council and bureaucratic actors in an 

effort to assess the role these interactions played in the implementation process 

and whether direct or indirect guidance instruments were employed by 

executive council actors to influence the course of policy implementation. This 

description will be based on the following hypothesis: 

Hypothesis 6: That during the time frame of this study executive council 
actors in Manitoba encountered bureaucratic barriers to their cost control 
initiatives when they failed to anticipate these barriers and employ 
guidance instruments to overcome them. 

75 Sabatier and Jenkins-Smith, Policy Change and Leaming, 226-27. 



POLICY IMPACTS 

While the health sciences literature offers a range of indicators that could 

be applied to the study of poiicy impacts, it does not specify how they should be 

operationalized in the context of organizational rationalization r e ~ e a r c h . ~ ~  The 

reason for the literature's limited guidance in this area can be found in a Task 

Force report sponsored by the Ontario Premier's Council on Health, Well-being 

and Social Justice. In a discussion of its literature review, the Task Force notes 

that, m i l e  the available literature was helpful in identifying potential evaluation 

questions and indicators related to cost control policy, "...there was no literature 

that reported specific examples of actual evaluation projects.. .". As a result, 

the impacts of interest in this study are based on the linkage of Carothers et 

a h  findings with those of the Task Force. While the impacts of potential 

research interest identified by the Task Force are specific to organizational 

rationalization within a region, they are more broadly ernployed here because 

the research model defined by the Task Force: 

- is consistent with this study's approach to cost control initiatives as 
intermediate policy goals intended to realign a health services delivery 
system to enhance its efficiency and effectiveness; " 

76 For a description of the range of indicaton and a discussion of their application in the literature 
see Avi Yacar Ellencweig , Analysing HeaM Systems A Modular Approach (Oxford: Oxford 
University Press, 1992). 

Ontario. A Framework for Evaluating Devolufion (Toronto: Task Force on Devolution, 
Premier's Council on Health, Well-king and Social Justice, October 1994) 3. A summary of the 
findings of the Task Force's literature review is offered on p.B-3-64 1. 

78 Ibid., 13. Here the Task Force indicates that the model is grounded on the assumption that 
"...a change in where power resides will have an impact on the accountability for and 
performance of the heafth and sociaI services system ...". 



- employs a causal chain to define evaluation modules that is consistent 
with this study's use of the stages model to conceptualite the process of 
policy formation, irnplementation and evaiuation of the direct impacts of 
intermediate policy goals." 

As a result, the following questions link three types of impacts defined in 

the third module of this model, related to the sape, authority and functions of 

key actors in Manitoba's cost control policy network, with Carrothers et a l 3  

definition of the three dimensions of regionalization. 

Table 2.3:Questions and lndieators Related to Policy Impacts 

11 Questions 1 Indicators 

7. How did implernented policy 
initiatives aiter the functional and 
geographic sape of Manitoba's 
health care delivery system? 

a) Observed changes in the 
functionai scope of provincial heaith 
care policy; 
b) Observed changes in the 
geographic distribution of services 
within the province. 

8. How did implemented policy 
initiatives alter administrative 
authority in Manitoba's health care 
delivery system? 

- - -  - - 

a) Observed changes in the planning 
and administrative roles of key 
actors; 
b) Obsenred changes in the 
distribution of budgetary resources to 
key adors. 

9. How did implemented policy 
initiatives alter fundional roles in 
Manitoba's health care delivery 

-- - --- - - 

Obsewed changes in the functional 
roles of key actors based on a nine 
category list of functional roles 

11 system? 1 defined by Mills et al. 

Question 7: How did implemented policy initiatives alter the 
functional and geographic scope of Manitoba's health care delivery 
system? 

Two groups of indicators are utilized in the response to this question. 

" Ibid.. the fint two modules are designecl to evaluate the formation and implernentation of 
policy goals m i l e  the third and fourth modules define indicators of immediate and ultimate 
impacts. The Task Force's use of the term imrnediate is consistent with Pal's use of the terni 
intemediate goals and its approach to impacts assessrnent is consistent with Pal's direct impacts 
f o m  of evaluation. 
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The first group focuses on the functional swpe of health care policy and is 

based on a continuum offered in the Ontario Task force which defines how 

policy change could expand the scope of a delivery system. One end of this 

continuum is occupied by traditional medical services, the middle areas are 

occupied by a broader range of wmmunity-based health and social sewices, 

and the other end of the continuum includes services such as public housing, 

ewnomic development programs and environmental protection.80 In Chapters 5 

and 9 the impact of policy changes implemented during each era will be 

assessed by comparing the swpe of the province's functional responsibilities at 

the beginning of the era with its scope at the end of the era. The second group 

of indicators focuses on the geographic distribution of public health. awte a r e ,  

and long-terni care services in Manitoba and is based on Carrothers et al.'s 

geographic dimension of regionalization. The response to this part of the 

question will utilize data contained in the appendixes of this study to describe 

observed changes in the geographic distribution of these services. The impact 

of policy change will be assessed by wmparing their distribution at the start of 

the era with their distribution at the end of the era. The following nuIl hypothesis 

guides the initial research assumptions related to this assessment. 

Hypothesis 7: That policy initiatives implemented to realign the functional 
and geographic scope of Manitoba's health care delivery system did not 
produce significant policy impacts. 

Ibid.. p.21-22. 



Question 8: How did implemented policy initiatives alter 
administrative authority in Manitoba's health care delivery system? 

The response to this question is also based on two groups of indicators. 

The first group is informed by Carrothers et al.'s findings related to the 

decentralization dimension of regionalization and involves an assessment of 

changes in the planning and administrative authority of key actors dunng each 

era. The importance of this type of assessment is supported by the Canadian 

Medical Association's Working Group Report on Regionalization and 

Decentralization. This report argues that realignrnents in authority roles can 

take two distinct foms; they can be centralized at the local, regional, or 

provincial level andlor they can be decentralized at the sub-provincial level in 

four possible ways:'' 

- the deconcentration of providers to a regional or local unit with the 
province retaining planning and administrative authority for their service 
delivery functions; 

- the delegation of provincial administrative authority for service delivery 
functions to a regional or local unit or some other sub-provincial agency; 

- the devolution of provincial planning and administrative authority for 
service delivery functions to a regional or local unit or some other sub- 
provincial agency; 

- the privatization of provincial planning and administrative authority for 
service delivery functions to a private person or agency. 

Carrothers et al. indicate that govemment administrations in Manitoba 

undertook the implementation of a variety of initiatives to alter the planning and 

Canadian Medical Association. me Language of Heam Sysiem Refom. 15-20. 



administrative authority of key actors in the delivery system through the 

centralization andor decentrakation of authority. They also suggest that while 

these initiatives expanded provincial authority, they did not have a significant 

impact on the authority roles of other actors in the delivery system. To test this 

suggestion this group of indicators will compare the authority of key actors at the 

beginning of an era with their authority at the end of the era. 

The second group of indicators have their base in the Ontario Task 

Force's argument that changes in the distribution of budgetary resources among 

key actors in a delivery system also provide an indication of changes in their 

authority roles. As a result, this group of indicators utilizes provincial budgetary 

data, detailed in Appendix D, to assess changes in the allocation of resources to 

key actors during each era. The measurement of changes in this area will be 

based on a wmparison of the percentage of the province's health care budget 

captured by various providers at the start and end of each era. The following nuIl 

hypothesis guides the initial research assumptions related to this assessment 

Hypothesis 8: That policy initiatives implernented to realign planning and 
administrative authority in Manitoba's health Gare delivery system did not 
produce significant policy impacts. 

Question 9: How did implemented policy initiatives alter functional 
roles in Manitoba's health care delivery system? 

The response to this question is inforrned by the linkage of Carrothers et 

al.% discussion of the rationalization dimension of regionalization with a 

discussion of fundional service delivery roles offered by the Ontario Task Force 



R e p ~ r t . ~  It will assess changes in these functional roles during the tenure of 

each administration. However, rather than using the seven category list of roles 

defined in the Ontario Task Force as indicators. this question will apply a 

broader nine category list defined by Mills et al. in their discussion of functions 

that are frequently the targets of health care policy ~ h a n g e . ~  This list includes: 

- legislative functions pertaining to the govemance of the delivery system; 

- inter-sectoral collaborative functions with other jurisdidions to facilitate 
the funding of services delivery; 

- revenue-raising functions related to the funding of services; 

- planning and resource allocation functions related to services delivery; 

- policy-rnaking fundions related to the licensing of and standards for 
service providers; 

- inter-agency coordinative functions related to services delivery; 

- regulatory functions related to the resource utilization practices of 
professional providers; 

- training functions related to the education and placement of professional 
providers; 

- management functions related to the day-to-day administration of 
services delivery . 

In the final chapter the response to this question will offer a comparative 

assessrnent of cumulative changes related to these indicators over the time 

" Ontario, A Framework for Evaluabig Devolution. 27-30. For related discussions of the 
realignment of functional rofes see Canadian Medical Association, The Language of HeaCfh 
System Refom, 1 19-1 25 and Jeremiah Huriey, Stephen Birch, John Eyles, Infmation, 
Eniciency And Deqntnlizafion WIfhin Health Care Systems (Hamilton: The Centre For Health 
Economic and Policy Analysis Working Paper Series No.92-21, 1992) 1 1-12. 

a Mills, et al., Heatth Sysfem Decenfralization Concepts, Issues and Country Experience, 25. 
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frame of the study. The following nuIl hypothesis guides initial assumptions 

related to this assessment. 

Hypothesis 9: That policy initiatives implemented to alter functional 
administrative roles in Manitoba's health Gare delivery system did not 
produce significant policy impacts. 

As the final section of Chapter 1 indicates, the questions and-indicators 

described here are utilized to systematically assess the evolution of health care 

policy in Manitoba between 1948 and 1988 contained in the next seven 

chapters. Chapten 3 and 4 describe The Era of Provincial Capacity Growth 

which is assessed in Chapter 5. The Era of Provincial Cost Control is described 

in Chapters 6, 7, and 8 and is assessed in Chapter 9 which also compares policy 

behaviour during both eras covered by this study. Chapter 9 concludes with an 

assessment of the role that factors related to the process of goal formation and 

implementation played in the observed policy impacts, and the implications of 

the study findings for future health care policy research at the provincial level of 

government in Canada. 



CHAPTER 3. 

IMPROVING ACCESS TO CARE: 1948 - 1958 

As the discussion in Chapter 1 indicates, the fows of health care policy in 

Canada following World War II was the expansion of provincial delivery systems 

to enhance citizen access to medical care. This chapter is the first of two that 

focuses on Manitoba's efforts to improve citizen access to Gare services. It 

begins with a discussion of three policy outputs produced between 1945 and 

1948 that established the foundation for delivery systern growth throughout 

much of the 1950s. The second section tums to a discussion of the policy 

initiatives of Premier Douglas Campbell's administration which govemed 

Manitoba between 1948 and 1958. This discussion indicates that the Campbell 

administration utilized revenues from a 1948 taxation agreement and the 

National Health Grants Program, which began the same year, to enlarge and 

modemize the delivery of cornmunity-based public health and institutional acute 

care services in the province. The concluding section of the chapter 

summarizes the makeup of Manitoba's health care delivery subsystem and the 

impacts that it had on the province's delivery system capacity and its health care 

budget. 



THE POST-WAR POLlCY ENVlRONMENT 

When World War II ended in 1945, Manitoba was govemed by a coalition 

of political parties dominated by the Liberal Progressive (LP) party led by Stuart 

Garson.' Morton describes this coalition's approach to governing as 'non- 

partisann and indicates that policy formation was the product of a "partnership" 

between the cabinet and senior civil servants. He also notes that "...the 

unintended result of this partnership of able civil servants and non-political 

ministen was, not a theory of govemment, but a habit of administration. .." * 

During the immediate post-war era this partnership produced a number of policy 

initiatives that had a significant impact on health care delivery in the province. 

The first was the April, 1945 passage of A n  Act to Provide for the lmprovement 

of the Healfh of the Citizens of the Province. This Act, the short title of which 

was The HeaEth Services Act, was the first major legislative redefinition of the 

province's health care delivery role in seventeen years and was given Royal 

Assent six months prior to the October 15 general e~ection.~ It contained four 

sections which defined provincial and local govemrnent roles related to the 

administration and delivery of the following services. 

' This coalition had govemed Manitoba under the leadership of John Bracken since 1922. In 
1943 Bracken left the Premiership to lead the federal Progressive Consewative Party. Garson 
replaced Bracken in 1943 as the leader of the coalition and won his first election as Premier in 
Odober of 1945. 

* W. L. Morton, Manitoba: A History 2d. ed. (Toronto: University of Toronto Press. 1 9W), 460. 

The last major redefinition was in 1928 when the Ministry of Healh and Public Welfare was 
established. Prior to 1928 provincial health care policy, which was largely defined by The Public 
Heattt, Act of 191 1, was the responsibility of The Provincial Board of Heaith. This Board was 
part of the Municipal Comrnissionets administrative mandate. 



- Preventive Medical Services which were to be delivered through Local 
Health Units (LHUs) responsible for services defined by The Public Health 
Act. These units were to be govemed by an advisory board made up of 
one or two appointees from each of the municipalities participating in the 
Unit, one or two provincial appointees, a physician practicing in the area, 
and the Unit's Mediml Director. Funding for these Units was shared with 
two-thirds of the wsts provided by the province and the other third 
provided by the participating municipalities. 

- Diagnostic Services which were to be delivered through Local 
Laboratory and X-Ray Units. To set up a Unit of this type a Local Health 
Unit had to be established as the LHU board was required to assume 
responsibility for its administration. The cost-shared funding 
arrangements for these Units were the same as those for LHUs. 

- Clinical Medical Care Services to indigents residing in municipalities that 
were not able or willing to participate in LHUs. These services were to 
be delivered by local physicians who would be paid by a Medical Care 
District Board made up of municipal appointees. These District Boards 
replaced those responsible for the Municipal Doctor program, established 
in 1916, and were to be funded on a 50-50 cost -shared basis by the 
participating municipality and the province. 

- Acute Care Hospital Services which were to be delivered by two types of 
institutions: District Hospitals and smaller Medical Nursing Units. The 
goveming boards of both types of institution were to be composed of 
appointees from the municipalities participating in the District or Unit. 
Funding for the construction andior renovation of these institutions was to 
be shared on a 75125% basis by the participating municipalities and the 
province. The participating municipalities were responsible for the wsts 
related to the services delivered by these institutions and could generate 
income by billing patients andlor their third party private insurers for the 
services they provided. 

Following the passage of The Health Senices Act, the Garson 

administration announced that its implernentation would be based on a plan 

developed in anticipation of the Act's passage. It was titled The Manitoba Health 

Plan and was distributed throughout the province in the summer and fall of 1945 



by Manitoba Pool Elevators Ltd. who paid its printing and di~tribution.~ In 

addition to explaining the intent of the four sections of the Act, this Plan divided 

the southem half of the province, which contained the majority of Manitoba's one 

hundred and eighty-five cities, towns, villages, and rural municipalities, into three 

large regions which, in tum, were subdivided into a total of thirty-three district 

units and seventyeight local units. The intent of this geographic division was to 

facilitate municipal proposals for the establishment of LHUs and three types of 

awte care facilities. 

- Regional Base Hospitals providing a full range of specialized medical 
services. Under the plan the Winnipeg and the St. Boniface General 
Hospitals were designated to serve the Eastern region of the province 
with the Brandon General Hospital sewing the Western region and the 
Dauphin General Hospital serving the Northem region? 

- District Hospitals based in larger rural communities providing surgical, 
medical nursing, and diagnostic services. Under the plan thirty-three 
such facilities were proposed based on the conversion of existing and 
construction of new facilities. 

- Medical Nursing Units (MNUs) which were to serve as satellite facilities 
for District Hospitals providing emergency care and out-patient services to 
persons in comrnunities that could support a physician. Under the plan 
the conversion or construction of seventyeight such facilities were 
proposed. 

For a discussion of the mle of this cwperative in supporting the govemment's plan see F.W. 
Hamilton, Service At Cost (Saskatoon: Modem Press, 1977), 205 -06. 

To facilitate the development of one of the Winnipeg base hospitals the Garson administration 
passed another legislative Act during the session in which The HeaM Services Act was 
proclaimeci. The Manitoba Medical Centre Act ordered the creation of a seven member Councii 
made up of the administrators of five facilities located in central Winnipeg between William and 
Notre Dame streets. These facitities induded; The University of Manitoba Medical School, The 
Winnipeg General Hospital, The Children's Hospital, The Sanatorium Board of Manitoba 
Hospital, and The Cancer Treatment and Research Foundation Centre. Under this Act the 
Centre's Council was mandated to CO-ordinate the planning and delivery of the specialized 
services and training offered by these facilities. 
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By early 1946 the Garson administration had received proposals from 

forty-one municipal govemments interested in participating in a LHU and thirty 

proposals for the development of District Hospitals and MNUs. However, many 

of these proposals indicated that their implementation could not be undertaken 

until the participating municipalities had lessened their debt load accumulated 

during the depression and war years. They also indicated that if the province 

wanted rapid improvements in the health care delivery system. it would have to 

relieve the municipal sector some of its cost-shared responsibilities and/or its 

accumulated debt load so that new revenues could be raised for local 

impro~ements.~ The Garson administration responded by indicating that it 

would study the situation during the summer and fall of 1946. It is apparent that 

this response was due to the completion of a five year taxation agreement 

between the province and the federal govemment on March 31, 1946. Under 

this agreement the province had allowed the federal govemment to wllect 

personal and wrporate income taxes from its citizens. as well as succession 

duties, in exchange for an annual twelve dollar per capita subsidy. Its 

cornpletion resulted in a series of federal-provincial meetings that produced a 

new five year agreement in November 1946 effective April 1, 1947. Under this 

agreement, the province undertook to continue to allow the federal govemment 

to collect personakorporate incorne taxes and succession duties in exchange 

for a minimum annual federal subsidy of $13.5 million. Morton notes that this 

Hamilton, Service At Cost, 206. 
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agreement increased provincial revenues by at least $5.5 million annually over 

the previous agreement, which had remained in effect during the 194647 fiscal 

year.' He also indicates that the Garson administration opted to distribute one- 

half of this new incorne to municipalities on an annual basis, beginning in the 

1947-48 fiscal year, provided they utilized these funds to improve local health 

and educational services. 

In anticipation of the impact that new revenues from the 1946 tax 

agreement would have on local health Gare initiatives, the Garson administration 

also established a Special Select Committee of the Manitoba Legislature in the 

fall of 1946 to rnake rewmmendations related to implementation of The 

Manitoba Health Plan. This Cornmittee was headed by the Minister of Health 

and Public Welfare, Ivan Schultz, and reported in April 1947. Its findings 

wncentrated on three features of the province's delivery system: the 

reorganization of public health services delivered by the Department of Public 

Health and Welfare; the expansion of public health services delivered by LHUs; 

and the distribution of hospital facilities and physicians in the province.' With 

regard to the first feature, the Cornmittee found that the reorganization of the 

Department of Health and Welfare, initiated in 1945, was largely completed and 

that the only outstanding problem areas related to staffing some of the more 

specialized positions in the Department's Division of Health Services. Tuming to 

' Morton. Manitoba: A History, 461. 

Manitoba (Schultz), Report of Specia! Select Committee of Manitoba Legislature on Health 
(VVmnipeg: King's Pnnter, April 1947). 
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the second feature, the Committee found that the pace of LHU development was 

increasing. Its report notes that four municipal health departments established 

in the 1930s had been converted to LHU status by 1946 and that nine new LHUs 

were in the process of being established. As a result, the Committee projected 

that, by the end of the 194748 fiscal year, the total population covered by LHUs 

would increase from seventy thousand to over two hundred and fifty five 

thousand pers on^.^ When combined with Winnipeg's population of two hundred 

and twenty nine thousand persons who were served by the City of Winnipeg 

Health Department, this would provide more than one-half of the province's 

citizens with access to public health services by April 1948. 

With regard to the third feature, the Cornmittee indicated that the situation 

was more problematical. Its report indicates that demand for the construction or 

expansion of local hospitals was evident throughout the province and cites a 

number of general and geographically specific reasons for this demand.l0 The 

general reasons were seen to pertain to: 

- advances in the medical sciences, in particular the development of 
antibiotics. which had produced new hospital-based treatments that 
enwuraged citizens to seek care in these facilities; 

- growing participation in voluntary and private pre-paid hospital ization 
plans, such as the Blue Cross Plan, which further increased the demand 
for access to the new treatments available in hospitals; 

lbid.. 5. 

'O Ibid.. 9-14. 



- a growing preference among physicians to treat patients in a hospital 
because they provided the necessary facilities ". . .for proper diagnosis and 
treatment.. ." and. therefore, provided a '...more satisfadory and less time 
consuming.. .." setting for patient care. 

The geographically specific reasons were seen to pertain to: 

- the "greatly overcrowded conditions in Winnipeg hospitds due to the 
need for '...the provision of beds for the a r e  of chronic disease and for 
convalescent patients."; 

- the 'very unevenly distributed" location of hospital beds in rural areas of 
the province;" 

- the inability of rural communities to attract or retain physicians due to the 
lack of a District Hospital or MNU. 

The Committee's recommendations assumed that provincial funding 

approval for the construction andior expansion of facilities should be based on a 

seven beds par one thousand population target. Given this target, the 

Cornmittee recommended that up to seven hundred new general hospital beds 

should be planned for Winnipeg to bring the total number of beds to 

approximately twenty- eight hundred. In rural Manitoba it recommended that 

nine hundred new beds were needed, with five hundred contained in MNUs, to 

bring the total number of beds to approximately twenty-three hundred. However, 

it also noted there was no legislative mechanisrn in place which allowed the 

province to forrnally control the type or bed capacity of a facility that a local 

govemment might opt to constnict. Based on a concem that local govemments 

'l Ibid., 9-10. The Committee found that wtiile citizens in the south central parts of the province 
were Yairly well supplied", citizens in the south western, interlake, and south eastem parts of the 
province were, in some cases, required to travel over sixty miles (one hundred kilometers) to a 
hospital. 
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would favor the construction of larger and more expensive District Hospitals over 

MNUs, the Committee further recommended that The Health Se~ices  Act be 

amended to give the province "... wider powers for making regulations in respect 

to the establishment, voting and operation of hospital districts."12 

The Ganon administration did not forrnally adopt the Committee's 

recommendations during the 194748 fiscal year because it anticipated that the 

federal govemment was going to implement a cost-shared prograrn to assist the 

provinces with the delivery of health care services. This anticipation ended in 

May 1948 when the federal govemment announced the National Health Grants 

Program. lt provided Manitoba with ten types of grants to facilitate 

improvements in general public health programs, tuberculosis control , venereal 

disease control, cancer control, research related to public health, mental health 

m e ,  the Gare of crippled children, the capacity of acute care hospitals, the 

training of professional providers. and province-wide health care planning. The 

hospital construction grant was the largest of the ten grants and allowed the 

province to implement a formal plan for the development of Manitoba's hospitals 

which had been finalized in early 1948. The key features of this plan are 

summarized in Table 3.1 below.l3 

l2 Ibid., 15. 

l3 The implementation of this plan is detailed in Manitoba Department of Health and Public 
Welfare, Annual Report For fhe Calendar Year 1948 (Winnipeg: King's Printer, 1949), 157-60. 



Table 3.1 : The 1948 Plan for Hospital Facilities 

II l Reg ion 1 II 
Planned Changes in 
Regional Capacity 

Winnipeg- St. 
Boniface Urban 

Beâ Capacity in 1948 

Beds Per 1,000 Pop in 1948 

Rural Regions 

- 

Planned Percentage lncrease 40% 82.4Oh 1 

2,044 

6 per 1,000 

1 
1 Planned Beds Per 1 ,000 Pop [ 8.5 per 1,000 I 4.6 per 1 ,000 

While this planned increase in hospital capacity was infonned by the 

944 

2.5 per 1,000 

2,062 Planned Bed Capacity 

1 

recornrnendations of the Select Cornmittee, the province opted for a larger 

increase in the Winnipeg region's capacity based on the assumption that six to 

1.722 

seven percent of the patients in Winnipeg hospitals would corne frorn rural 

'1 

regions of the province for specialized services. In addition, it did not act on the 

Cornmittee's recommendations related to increased provincial regulatory control 

over local government hospital construction based on the assumption that the 

province's enhanced funding role would allow the degree of control necessary to 

meet the planned targets. Following the June announcement of this plan, 

Premier Garson resigned his position having accomplished his goal of 

'establishing Manitoban revenues on a sound base.. ." . l4 He joined the federal 

Liberal cabinet as the Minister of Justice in the surnmer of 1948 and was 

replaced as party leader by a member of his provincial cabinet, Douglas 

Campbell. 

l4 Morton, Manitoba: A History, 462. 



THE CAMPBELL ADMINISTRATION'S FlRST TERM 

When Douglas Campbell assumed the post of Premier in 1948, 

Manitoba's health care delivery system was poised to begin a period of 

unprecedented growth. As noted above, during the 194849 fiscal year the 

number of Local Health Units (LHUs) increased from four to thirteen which more 

than tripled the number of citizens with access to a comprehensive range of 

public health services. In addition, the number of rural general hospital beds 

increased by sixty and the number of Medical Nursing Unit (MNU) beds by ten. 

However, this seventy-bed increase was small relative to the number of beds 

that would be opened or brought under construction in the following fiscal year. 

Table 3.2 below summarizes the Campbell administration's agenda for the 

development of hospitals during the 1949-1 950 fiscal year. 

Table 3.2: The 1949 Agenda for Hospital Facilities ûevelopmentfs 

Regional Area I Winnipeg-% Boniface Rural Regions of the 
Reg ion 1 Province 

Hospital Beds opened 208 at Princes I 72 in 2 communities 
in 1948-49 1 Elizabeth Hospital 

Hospital Beds under I 132 at the Winnipeg I 144 in 6 communities 
construction in 194û-49 General Hospital 

MNU Beds opened in 
1 948-49 1 I 52 in 6 communities 

MNU Beds under 
construction in 194û-49 I 53 in 7 communities 

'' Source Manitoba Department of Healh and Public Welfare. Annual Report For the Calender 
Year 1948, 1 57-60. 

Totals 340 1 321 
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Following the implernentation of this agenda, Premier Campbell opted to 

affirm his administration's mandate and, in early October 1949, announced that 

a general election would be held on November 10. Peterson notes that ihe 

Liberal-Progressive Party's traditional supporters, who he describes as an 

alliance of opinion leaders made up of "...southwestern British faners and south 

Winnipeg British businessmen ...",16 were favourable to the new Premier's policy 

agenda. This agenda, which was based on what Serfaty desuibes as a "...pay- 

as-you go philosophy ...", l7 featured plans for further improvements in local 

health and educational services, the upgrading of the province's roadways, and 

the continuation of a rural electrification program announced in 1946. The 

Manitoba electorate was also favourable to this agenda as Campbell's coalition 

govemment was returned with fifty of the legislature's fifty-seven seats. It is 

notable that LP candidates were successful in holding twenty-seven of the fi@ 

govemment seats with the remainder held by lndependent and Progressive 

Conservative Party (PC) candidates.'* A further indication of the popularity of 

Campbell's agenda is suggested by the fact that eight of the LP party's 

candidates fan unopposed and were elected by acclamation. 

l6 Thomas Peterson. "Manitoba Ethnic and Class Politics," in Canadian Provincial Po/itcs 26 ed., 
Martin Robin ed. (Scarborough: Prentice-Hall, 1978). 61-1 19. See 88-89. 

l7 Meir Serfaty, "Electoral Behaviour in Manitoba," in The Geognphy of Manitoba, John 
Welsted, John Everitt, Christoph Stadel eds. (Winnipeg: The University of Manitoba Press, 1996) 
177-194. See 182. 

l8 Manitoba, Statement of Votes (Winnipeg: Report of the Chief Eledoral Officer for the Thirty- 
Third Provincial General Election, March 18, 1986) 258-59. This information can be found in any 
Statement of Votes following the 1949 provincial eledion. 



The first major health care policy event following the 1949 election 

campaign came in January 1950 when Manitoba received a National Health 

Grants Program health survey grant for $38,797. The Campbell administration 

utilized this grant for two purposes. On the one hand, it hired Dr. Car! Buck to 

undertake a "restudy" of public health services delivery. '' On the other, it 

established the twenty-four person Manitoba Advisory Health Survey Cornmittee 

to make recommendations related to future health care delivery planning in the 

Provincem Dr. Buck presented his report in April 1950. It described The Health 

Services Act as ". . .perhaps the broadest and soundest public health legislation 

to be found anywhere on the North Arnerican ~ontinent."~' However, it also 

noted that the '... tremendous growth of the Department of Health and Public 

Welfare which has taken place in the past few years has brought about a 

complexity of administrative problems which have not been completely solved as 

far as delineating them in tems of clear cut policies and proceduresnp The 

administrative problerns noted by Dr Buck related to: 

" Dr. Buck was a public health consultant who had studied the province's delivery system in the 
early 1940s. His original study is containeci in Manitoba, Public Health in Manitoba 1941 
(Winnipeg: King's Printer, 1941). 

This Comrnittee was made up of representatives from the province, professional health care 
providers, unions representing non-professional providers, and Manitoba's urban and rural 
municipalities. For a list of the representatives see Manitoba, ManHoba HeaM? Survey Reporf 
(Winnipeg: Queen's Printer, 1953), i-ii. 

2' See Manitoba, Public Heaifh h Manitoba l95û Winnipeg: Depaitment of Public HealVi and 
Welfare, 1 M O ) ,  4. 

" Ibid. 



- the inconsistent implementation of the intent of The Health Services Act 
related to the establishment of LHUs due to disputes between the 
province and participating rnunicipalities over funding and administrative 
responsibility for the delivery of certain services; 

- the voluntary nature of municipal participation in the Act which had 
produced a situation where ragions with the greatest need for service 
improvements did not have the resources to realize those irnprovements. 

Dr. Buck elaborated the second point by suggesting that, white 

implementation of The HeaM SeMces the Act had improved the quantity and 

quality of services for residents in urban and southem rural areas, those in the 

less Muent eastem and northem regions of the province had not experienced 

similar improvements because they did not live within the boundaries of an 

incorporated municipality or, if they did, their municipality do not have the funds 

available to participate in a LHU? He also suggested that implementation of 

the National Health Grants Prograrn would likely do little to ease this problem 

due to growing demands on the province from rural communities to utilize funds 

for the construction of hospitals and MNUs rather than the expansion of access 

to public health services. 

The province's response to Dr. Buck's findings came in the fall of 1950 in 

the fonn of alterations to The Manitoba Health Plan, which had originally 

proposed the establishment of twenty-one LHUs. These alterations indicated 

that ffieen Units would ultimately be established to serve the whole of southem 

t3 Ibid. Here Dr. Buck notes that while the staff of the Department of Heaith and Social Welfare 
had increased by 157% and its budget had grown by 334% since 1941, the resultant increase in 
access to the services provided by Local Heaith Units had been concentrated in the urban and 
more affluent south central and western rural areas of the province. 



Manitoba by enlarging the boundaries of the thirteen existing units and adding 

two new units. The boundaries established by these of alterations c m  be seen 

in Figure 3.1 below. 

24 Manitoba. ManPoba Heami Survey Report, 33. 
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While the number of LHUs remained at thirteen at the end of 1950, the 

boundaries of three of the existing thirteen Units were enlarged raising the total 

rural population served from 255,000 to 267,617 penons, an increase of 

approximately five percent." However, this incremental growth in LHUs was 

concentrated in the south central and western regions of the province and did 

not improve citizen access in the eastem and northem regions. The 1950 

Annual Report of the Department of Health and Public Welfare notes the need 

for services improvements in these regions when it observes that eight northem 

and eastem communities containing over 30,000 residents had no regular 

access to public health services. It also indicates that an interirn response to 

this problem had been implemented by giving medical officers of health the 

authority to dispatch air transport to these wmmunities when services were 

urgently r e q ~ i r e d . ~ ~  

In contrast to the incremental growth in access to public health services, 

acute care capacity improved rapidly during the first two years of the Campbell 

administration's first full term in office. This improvement is evident in Table 3.3 

below which compares the capacity of Manitoba's acute care delivery system in 

December 1948 with its capacity at the end of December 1 950.27 

'' Department of Health and Public Welfare, Annual Report for Me Calender year 1950 
(Winnipeg: King's Printer, 1951), 106. 

27 Source Manlo bal Manitoba Heam Survey Report, 55-58. 



Table 3.3: Acute Care Capacity Growth Between 1948 and 1950 

Time Frame and Oh lncrease 

# Winnipeg Public Hospitals 

# Winnipeg Beds (Existing & Planned) 

# Rural Hospitals/MNUs 

Total Beds (Existing & Planned) 1 3059 1 4380 1 43.2 

Dec.1948 

9 

# Rural Beds (Existing & Planned) 

~stimated Population in thousands 1 757.0 1 795.0 1 5.0 

1967 

35 

Total Beds per thousand population 1 4.0 1 5.5 1 37.5 

Dec.1950 

1 O 

1,092 

The construction of new hospital beds continued throughout 1951 and the 

majority of the planned construction projects was completed by the end of the 

1951 -52 fiscal year. In May of 1952, the Advisory Health Survey Cornmittee 

made its report to the Minister of Health and Public Welfare, Ivan Schultz, and 

offered sixty-three re~rnrnendations.~~ The majority of these recommendations 

concentrated on the future development of hospitals and LHUs as well as on 

policies to improve citizen access to private practice physicians, enhance 

services for the aged and infirmed, and to expand the availability of prepaid 

health insurance. 

With regard to hospital services, the Cornmittee offered three 

observations. First, it suggested that with the pending completion of the current 

hospital construction program "...there may be very little need to extend the 

program any further in the immediate future."29 This suggestion was based on 

lncrease 

11.1 

2,796 

71 

'' Ibid., see 103-10 for a summary of the recommendations made by the Cornmittee. 

29 Ibid., 58. 

42.1 

102-9 

1,584 45. ? 
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the Comrnittee's finding that, with the completion of the current program, bed 

ratios would be 7.8 beds per thousand in Winnipeg and 3.7 in rural Manitoba 

which were close to the targets established in 1948. Second, the Committee 

expressed a concem that some of the recently constructed Medical Nursing 

Units (MNUs) were being utilized to perfom surgical and related diagnostic 

procedures of a nonemergent nature. As a result, it recommended that the 

province consider regulations to restrict patient admissions to MNU's for these 

procedures because they ' . . . should be confined to the larger, more adequately 

staffed and equipped general hospital, within the patients' hospital district, or 

elsewhere."" Finally, it observed that, even with restrictions on MNU 

admissions, the majority of rural general hospitals were not large enough to 

support the full-time services of surgical specialists, pathologists, radiologists, 

dietitians, or even a trained hospital administrator. As a result, it recommended 

that the province consider the development of regional "Hospital Divisionsn 

govemed by a board made up of representatives of the Hospital District boards 

included in the Division. This board would be responsible for employing 

specialized personnel "...who would allot an adequate proportion of their time 

and services to the various larger general hospitals within the subscribing 

distri~ts."~' 

Tuming to the issue of Local Health Unit (LHU) development, the 

Ibid. 

'' Ibid., 59. 
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Committee supported the province's intent to assist in the establishment of 

frfteen LHUs to cover the whole of southem Manitoba. It also recommended that 

the province wnsider three changes in its wrrent LHU policies." First, that 

minimum staffing levels and salary scales be increased to ensure that existing 

units would be able to cope with the demands of enlarged boundaries and the 

proposed units would be able to attract staff. Second, the Medical Diredor of a 

LHU should be provided with the authority to contract with private practice 

physicians to provide services to pesons in remote rural areas within the LHU. 

This rewmmendation was based on the Cornmittee's view that the Medical Care 

District (MCD) concept had not proven effective in meeting the needs of 

residents in municipalities that could not afford to participate in a LHU. As a 

result, the Committee felt that one component of the expansion in LHUs ta the 

Mo le  of southem Manitoba should be increased provincial funding to allow al1 

LHUs to provide citizens in remote rural areas with access to physician services. 

Finally, the Committee recommended that the province give the goveming 

boards of LHUs greater wntrol over the planning and administration of the 

services they provided. This rewmmendation was based on Dr. Buck's 1950 

finding that the province's administrative policies and practices limited the ability 

of LHUs to respond to unique local needs. As a result, the cornmittee called for 

administrative changes that would '... bring about local programs balanced to 

32 Ibid., see p. 34-36 for these recommendations. 



meet local needs."" 

In addition to suggesting that improved access to physicians for persons 

in remote rural areas could be realized through changes in LHU policies, the 

Cornmittee also studied the more general issue of citizen access to private 

practitioners. Its suwey of the distribution of physicians in Manitoba indicated 

that four hundred and seventy-five of the province's six hundred and sixty 

'activen private practice physicians resided in Winnipeg with the remainder in 

southem rural Manitoba? This survey also found that one hundred and eighty- 

six of the physicians in Winnipeg held specialists certificates while only eight 

rural physicians, al1 located in Brandon, held these certificates. While the 

findings related to the urban-rural distribution of physicians were expected by 

the Committee, those related to the distribution within rural Manitoba produced 

unexpeded results. The Committee notes that it "... theorized that the denser the 

population the more wncentrated the doctor population would be: in rural 

Manitoba at least, there was no evidence to substantiate t h i ~ . " ~ ~  Rather, the 

Committee found that the most important variable in the distribution of 

physicians was the economic status of the population wntained within the 

hospital district in which the physician resided. Hence, districts containing 

populations with higher levels of what Committee describes as "financial 

33 Ibid.. 36. 

" Ibid., 71. On 79 the Committee notes that the northem region wntaining the communities of 
The Pas and Flin Flon '...may be considered as almost without doctors." 

" Ibid., 73. 



securitv, displayed a significantly higher number of resident physicians 

regardless of their population density. As a result, the Cornmittee's main 

recommendation in this area was that the province consider the development of 

an income subsidy program for general practitioners to increase the number of 

resident physicians in twenty of the province's thirty-three rural hospital districts. 

Tuming to the issue of services for the aged and infimi, the Committee 

based its recommendations on survey research related to population trends in 

the province. The findings of this survey indicated that, between 1937 and 1950, 

the number of persons aged 65 years or older increased by 55.8 per cent, from 

5.2 per cent of the total provincial population to 8.1 per cent? It also indicated 

two related trends in the province's ability to care for this demographic ~ o h o r t . ~ ~  

First. approximately thirteen hundred beds were available in the province's 

homes for the aged and i n f i n  and that these voluntary and private sector homes 

were both overcrowded and had combined waiting lists containing over four 

hundred persons. Second, that during 1950 a further four hundred persons who 

could be accommodated in a home for the aged were occupying general hospital 

beds. As a result, the comrnittee recomrnended that the province develop new 

regulatory and funding policies for homes for the aged and infirm to control 

overcrowding and increase the number of available long-terrn care beds by at 

least seven hundred. As a result, the Committee urged the province to 

" Ibid.. 3. 

37 Ibid.. 67. 
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undertake a more extensive study of the future needs of what it described as 

"... a rapidly aging population ..." to ensure that the province was prepared to 

respond to the long-terni needs of this population effectively. 

The fifth issue that the Advisory Committee concentrated on was citizen 

access to prepaid services. With regard to the general concept of state 

involvement in the provision of prepaid services, the Comrnittee endorsed the 

principles cuntained in the federal health insurance plan, related to the need for 

state support of prepaid programs to facilitate improved access to medical care, 

presented at the DominionProvincial Conference on Reconstruction in 1945.= 

However, it viewed Saskatchewan's irnplementation of a state-managed hospital 

insurance program as potentially too costly for Manitoba. As a result, the 

Committee made four recommendations which suggested that Manitoba's 

policies should be Iimited to ensuring that:" 

- prepaid health care insurance was made available to citizens on a 
voluntary basis; 

- non-profit voluntary agencies were responsi ble for the collection of 
premiums and the administration of payments to providers; 

- provincial subsidization was avaiiable for the medically indigent to 
safeguard the program costs of voluntary insurers; 

- provincial subsidization concentrated on those services that promoted 
health and prevented disease within the population. 

These recomrnendations were the product of the combined interests of 

Ibid.. 99. 

" I bid., see 1 00 for these recommendations. 



three key adors on the Advisory Committee: the province, represented by its 

Medical Director, Dr. M. R. Elliott; the Associated Hospitals of Manitoba, 

represented by Dr. O.C. Trainor; and the Manitoba Medical Association (MMA) 

represented by one rural and two Winnipeg physicians. The province's support 

for these recommendations was based on its interest in limiting the govemment's 

direct funding role for services to patients to areas it was already statutorily 

responsible for under the provisions of The Health and Public Welfare Act of 

1940, The Hospital Aid Acf of 1944, and The Health Sewices Act of 1945. 

These Acts required the province and participating municipalities to jointly fund, 

on a two-third one third basis, prepaid public health services and grants to 

hospitals for the costs of up to three months of care for the medically indigent." 

An analysis by the Committee indicated that the total wst to the province and 

participating municipalities for the administration and delivery of these services 

was approximately $5 million in the 1950-51 fiscal year4' It also indicated that. 

if the public sector expanded its direct funding responsibility to al1 residents 

through a prepaid program covering hospital and medical care, provincial and 

municipal costs would double to approximately $10 million per year." 

Given the three month limit on public support for the rnedically indigent, 

" Ibid.. 77-78. Under the provisions of these Acts the province was fully responsible for 
indigents residing in unorganized teniton'es. Further, while the hospital grants covered basis 
care they did not cover the costs of therapeutic dnigs. As the Cornmittee notes, 'Thus. the 
general hospital which accepts the indigent receives no repayment for therapy." 

Ibid.. 85. This calculation does not indude contributions by the Federal Health Grants 
Program wtiich contributed another $1 million to the province's health budget. 

" Ibid., 99. 



the primary interest of the Associated Hospitals of Manitoba was the 

development of a prepaid program that provided its member facilities with the 

ability to wllect on the billings generated by "long-star indigents requiring 

therapeutic drugs andor care for more than three months. While the MMA was 

also concerned with the need to fund the care for long-stay patients. its primary 

interest was facilitating the future growth of the Manitoba Medical Service 

(MMS). The MMS was created in early 1942 when the MMA, the Manitoba 

College of Physicians and Surgeons, and the Winnipeg Medical Society agreed 

to jointly establish a prepaid physician-managed insurance program. It was 

formally incorporated through the passage of An Act to lncorporate Manitoba 

Medical Service the same year. Throughout the remainder of the 1940s. the 

services covered by the MMS were adrninistered by the largest non-profit 

voluntary health care insurer in the province; the Manitoba Blue Cross Plan." 

While enrollments in the MMS plan had grown to eleven percent of Manitoba's 

population by 1950, the Advisory Committee found that more extensive 

participation in the plan had been limited by two factors." On the one hand, the 

requirement that residents enrolled in the plan had to be enrolled in the hospital 

services plan offered by Blue Cross made the cos& of MMS average too great 

for lower incorne residents. On the other, the participation of physicians in the 

plan was limited because it paid an average of seventy-five percent of the 

Ibid.. on 77 the Committee notes that in 1952 more than 50 non and for-profit organizations 
offered some fom of hospital or medical care insurance in the province. 

Ibid, on 76 Table IX indicates that 87,733 perrons participated in the MMS plan in 1950. 



established MMA fee schedule. 

The Campbell administration tabled the findings of the Advisory 

Comrnittee in the legislature in May 1952 but did not act on them during the 

remainder of the year. The govemment's more limited public attention to health 

and related social policy matters was, in large part, the product of events in the 

early 1950s that had produced concems within Campbell's cabinet about his 

govemment's future eledoral success. The first of these events was a flood that 

devastated parts of Winnipeg in the spring of 1950, Dyck notes that this was 

'... a disaster for which the provincial govemment was totally unprepared."" In 

addition to forcing unexpected budgetary expenditures on the province, the 

Campbell administration's perceived la& of financial generosity and political 

leadership during and immediately following the flood created serious rifts in the 

goveming coalition which resulted in the withdrawal of seven of its nine 

Progressive Conservative Party (PC) members in the fall of 1950. With this 

withdrawal, the PC party displaced the CCF as the officia1 opposition and, under 

the leadership of Errick Willis, it embarked on a campaign to challenge the 

Campbell administration's legitimacy. 

Morton indicates that the PCs focussed on two broad issues related to the 

govemance of ~anitoba." The first involved the urban-rural distribution of seats 

in the legislature, a distribution that had not been substantively altered since 

" Rand Dyck. Provincal folitics in Canada (Scarborough: Prentice Hall. 1996). 404. 

' Morton, Manitoba: A History, 463. 



1907. Between 1907 and 1951 Manitoba's urban population had grown by 244 

per cent, from 138,090 to 337,331, m i l e  the rural population had risen from 

227,598 to 389,592 persons, an increase of 171 per cent. Morton notes that 

'...the consequence was a steadily increasing over-representation of the rural 

element and a corresponding under-representation of the urban."" The PCs 

emphasized this issue in their campaign to gain support among Winnipeg's 

business leaders. They also argued that the lack of representational balance 

was the cause of a second issue; the Campbell administration's lack of political 

leadership. Morton summarizes the nature of this argument when he notes: 

The constriction of the representative system was one indication that the 
pragmatic mind which had govemed Manitoba for a generation, and 
sewed it well in hard and trying times, was now revealing its inherent 
limitations. Parliamentary and responsible government had been 
seriously, if not fatally, impaired by the persistent confusion of 
govemment with administration. The task of democratic govemment, to 
lead, infon, and inspire, had been deli berately neglected by ministers 
who.. . largely trained in municipal affairs, reduced provincial govemment 
to municipal administration ... The long stifling of debate on political 
principle, the long insistence on administration rather than politicç, had 
ended in a groove of routine, an incapacity to wmprehend opposing 
points of view, or to envisage new opportunities and new lines of 
advance? 

Confronted with these issues, the Campbell administration began the 

legislative session in January 1953 with a Speech from the Throne promising to 

act on the findings of the Advisory Health Survey Committee, further expand 

rural electrification, and introduce new legislation to regulate the future 

" Ibid.. 463. 

" Ibid.. 464. 
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distribution of electoral seats. These promises proved to be the central planks 

in the govemment's platfom during an election campaign wtiich ended June 8. 

During the May and June election carnpaign Campbell's LP party once again 

drew on its traditional rural support to achieve a majority govemment with thirty- 

one seats. The PC party formed the officiai opposition with nine seats. Notably, 

only one LP candidate was elected by acclamation. 

THE SECOND TERM 

The first health care policy change undertaken by the Campbell 

administration during its second t e n  came in April 1954 with the passage of 

amendments tu The Public Health Act, The Municipal Act, and The Health 

Services Act. These amendrnents relieved municipalities of their one-third 

funding responsibility for some LHU services by making the province solely 

responsible for the funding and administration of matemal and child hygiene, 

comrnunity health education, communicable disease control, case management 

for the chronically and mentally ill, comrnunity sanitation programs, and food 

inspection. The provision of nursing care to patients discharged frorn District 

Hospitals and physicians services to indigents remained a shared responsibility. 

These amendments were followed, in early 1955, by amendments to The Health 

Senlices Act to allow Hospital Districts the option of enrolling residents within 

their boundaries as subscribers to the MMS without requiring thern to first be 

subscribers to Manitoba Blue Cross. They were an attempt by the Campbell 
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administration to improve access to medical care and provide a more stable 

income base for physicians in rural areas by increasing the number of persons 

with insurance average. They appear to have been effective because, by the 

end of 1956, subscriptions to the MMS had more than doubled, bringing over 

half of the province's population under the umbrella of this physician-sponsored 

insurance program. 

Two related policy events that occurred in 1955 had little immediate 

impact on health services delivery in Manitoba but would play a more significant 

role later in the 1950s. The first involved Premier Campbell's response to the 

PC opposition's criticisms of Manitoba's unequal system of electoral 

representation. It came in the form of passage of The Electoral Redisinbution 

Act which established an independent commission to oversee the future 

boundaries of provincial electoral divisions. The second was a federai-provincial 

conference held in Ottawa in October of 1955. Taylor offers a detailed account 

of the events leading up to the conference and indicates that the federal 

govemrnent was motivated to pursue an arrangement for a cost-shared health 

insurance program at this conference for two reasons." On the one hand, 

agreements it had with the provinces related to the collection of personal and 

wrporate income taxes were due to expire in 1957. Taylor notes the federai 

govemment rewgnized that the negotiations related to new agreements would 

produce provincial fiscal demands that, if unmet, would threaten the status quo 

" Taylor, Heakh bsurance and Canadian Pubb Policy, l i 3 -2 l l .  
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related to federal control of income tax collection. 50 On the other hand, the 

Dominion Bureau of Statistics had, since 1953, been releasing analyses of data 

wllected during a year-long sickness survey conducted in 1950-51. Taylor 

describes the findings related to the volume of long-terni illness as 'staggeringn 

and also notes that '... equally striking was the statistical confirmation of the 

inequity among citizens in the distribution of the burden of both physical and 

mental illness and the financial impact of their co~ts."~' These findings had 

been given extensive wverage by the media and by 1955 public opinion was 

supportive of a new national policy to further improve access to health care 

services. As a result, the October conference produced an agreement to 

establish a cornmittee made up of federal and provincial health and finance 

ministers to give further consideration to the development of a national 

insurance program. This committee met in January 1956 and produced a policy 

proposal in which federal govemment would pay onehalf of provincial costs 

related to the provision of diagnostic services and in-patient hospital tare? 

Taylor notes that, over the period between the January 1956 release of 

the policy proposal and the April 1957 passage of the federal Hospital Insurance 

and Diagnostic Services Act (HIDSA), "...the hospital insurance offer never 

Ibid.. 206. 

" Ibid.. 173. 

'* Ibid., see p. 21 7 for a review of the key features of this proposal. 
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ceased to arouse wntroversial comment."51 The Campbell administration, while 

supportive of the main features of the federal proposal, was critical of the 

proposal's lack of average for mental hospitals and tuberculosis sanatoria. The 

PC opposition supported the govemment's wncems in these areas. However, it 

was also critical of the proposal's failure to account for the potential impacts of 

the proposed program on the voluntary and private health insurance induçtry in 

Manitoba. The Campbell administration did not respond to this criticism. 

Rather, it began 1956 with the passage of The Elderly Persons' Housing Act. 

This Act represented a further response to the recommendations of the Advisory 

Health Survey Cornmittee by enabling the province to provide construction 

grants to municipalities and voluntary organizations for hostels to house the 

elderly and infirmed. In addition, it provided additional funding to the thirteen 

existing LHUs for a pol iomyelitis irnmunization program and crippled children's 

clinics. 

Following the passage of the HlDSA in April 1957, the federal govemment 

began negotiations with each province regarding their entry into the insurance 

program. These negotiations were intempted following a June 10 national 

election in which the goveming Liberal Party was defeated by a minority PC 

government lead by John Diefenbaker. On November 25,1957 Prime Minister 

Diefenbaker chaired his first federal-provincial conference. At this conference 

the provinces called for a variety of changes in the proposed arrangements with 

lbid.. 218. 
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Premier Campbell requesting the inclusion of mental health and tuberculosis 

care average in the program.% His request was successful and, in early April, 

arnendments to the HlDSA were introduœd to the federal parliament to allow 

participating provinces to include such services in their insurance prograrns. 

However, they also allowed the federal govemment to deduct its contribution for 

these services from any funding increases related to tax-sharing arrangements 

with the province." 

In Manitoba, the introduction of these amendments resulted in the 

passage of The Hospitas Act and The Hospital Services lnsurance Act in late 

April. These Acts established the legislative framework for Manitoba's entry into 

the national hospital insurance program. which was scheduled to take place on 

July 1. With the pending introduction of insured hospital services, Premier 

Campbell detenined that the time was right for a provincial election. In May he 

announced that a general election would take place on June 16 based on his 

govemment's need for a mandate to implement what he termed The Manitoba 

Hospital Services Plan. This plan was popular among an electorate that, as 

Morton notes, supported the assumption that health care should "xease to be a 

matter of private means and private action and bewme a public benefit 

universally available and maintained as a public necessity. like roads and 

Ibid.. 232. 

" Ibid.. 233. These amendments came into force on June 26. 1958. 
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water? However, he also notes that h i l e  this Plan was popular, the Campbell 

administration was no longer the dominant political force it once was. While the 

leader of the PC party, Duff Roblin, supported the introduction of the Manitoba 

Hospital Services Plan during the election campaign, he was critical of the 

Campbell administration's lack of leadership regarding other health care issues. 

Roblin fowssed on the Campbell administration's failure to cary out its plan to 

expand LHUs to wver al1 of Manitoba. He indicated that, if his party became the 

govemment. access to public health services would be provided to citizens in all 

regions regardless of the ability of their municipality to fund those se r~ i ces .~  

This fows was effective as citizens in the less afnuent eastem and northern 

regions of the province, in addition to those in Winnipeg. provided enough 

support to elect a minority PC govemment. Minority mle was sustained by 

elected members of the Co-operative Commonwealth Federation (CCF) who 

infomally agreed to support the PC minority govemment based on Roblin's 

cornmitment to implement The Manitoba Hospital Services Plan and expand 

public health services to poorer areas of the province." 

5s Morton. Manitoba: A History, 476. 

57 Petenon. "Manitoba: Ethnic and Class Pollia." On 92 he notes that this position was shaped 
by the PC party candidate from the interiake region of the province, Dr. George Johnson, wtio 
resided in Girnli. . 

" For a discussion of the CCF's position see Nelson Wiseman. Social Democracy in Manitoba 
Wnnipeg: The University of Manitoba Press, 1983), 70-73. 



CHANGES IN CAPACITY, COSTS AND CONTROL 

The following summary of the Campbell administration's tenure in office 

describes the changes in provincial health care delivery system capacity, custs, 

and control between 1984 and 1958. It indicates that, while this administration 

was successful in enhancing citizen access to health care. its policy initiatives 

were largely guided by the combined impacts of federal govemment policy 

changes, which enhanced provincial revenues, and the demands of citizens, 

municipal govemments. and professional health care providers interested in 

expanding provincial hospital capacity. 

CAPACITY CHANGES 

The discussion in Chapter 2 pertaining to Question 7 indicates that this 

study utilizes two types of indicaton to assess changes in delivery system 

capacity. The first focuses on changes in the functional sape of the province's 

health care delivery roles. As the discussion in the first section of this Chapter 

indicates, the passage of The Health Services Act in 1945 significantly expanded 

the province's functional scupe by shifting the policy focus of the Department of 

Public Health and Welfare from a regulatory role to that of a participant in the 

sharedcast delivery of public health and diagnostic services, the construction of 

hospitals, and the direct funding of services for the medically indigent. The 

responsibilities established by this Act, whidi serve as the stafting point for 

Table 3.4 below, were further altered in 1954 when legislative amendments to it 
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and The Public Health Act established the Department as wholly responsible for 

the funding and administration of a range of services delivered by LHUs. This 

was followed by the 1956 passage of The Elderly Persons' Housing Act which 

expanded the scope of provincial sharedcost responsi bility to the construction 

of facilities for the elderly and infirmed. The final major expansion occurred in 

1958 with the passage of legislation to allow implernentation of The Manitoba 

Hospital Services Plan. This legislation established the province's responsibility 

for funding insured hospital and diagnostic services prescribed by the HlDSA 

and further expanded its planning, funding, and regulatory roles in four 

functional areas noted below. 

Table 3.4: Changes in F unctional Scope frorn 1948 to 1958 

-- - - 

Fundional Area 1 Status in 1948 

Public Health Services The shared-cost funding 
of LHU services with 
local govemments and 
the direct detivery of 
public health nursing to 
municipalities and 
unorganized territories 
not included in a LHU. 

Acute Care Hospital 
Facilities 

Delivery system 
planning and the 
provision of 
construction grants as 
well as grants for up to 
three months for the 
Gare for indigents. 

Status in 1958 

The direct funding and 
delivery of preventive 
services to al1 citizens, 
the shared-cost funding 
of LHU services, and 
the direct delivery of 
public health nursing to 
areas not induded in a 
LHU. 

The administration of 
insured hospital 
sewices for al1 
citizensW combined with 
expanded planning and 
regulatory rotes related 
to the services provided 
by Hospital Districts. 

" It is noteworthy that under the Manitoba Hospital Services Program local govemrnents were 
responsible for the payment of prerniums for resident indigents h i l e  the province paid the 
premiums of indigents in Local Govemment Districts (LGDs) and unorganized territoies. 



Institutions for the Aged 
and Infimeci 

SenAces Provided by 
Ph ysicians 

The regulation of 
pnvate and voluntary 
facilities. 

The shared -cost 
funding, with local 
govemrnents, of the 
sewices provided by a 
MCD. 

The regulation of these 
facilities combined with 
enhanced planning 
roles based on the 
provision of 
constnidion grants to 
voluntary providers. 

The facilitation of 
medicak cam insufance 
through the MMS based 
on support for prepaid 
local government 
programs. 

The second set of indimtors in Question 7 focus on changes in the 

geographic scope of the delivery of services. The findings, summarized in 

Tables 3.5 to 3.8, also suggest a consistent pattern of expansion that was, in two 

of three areas, favourable to rural areas of the province. Tables 3.5 and 3.6 

identify LHU growth between1949 and 1958 in rural areas of the province and 

metropolitan Winnipeg. Table 3.5 lends support to opposition criticism in the 

1 950s' that the Campbell administration failed to expand LHU services to the 

whole of rural Manitoba. given that the number of rural LHUs remained at ten 

and the population they served only increased inaementally, from forty-two to 

fifty-four per cent of the rural population. The service boundaries of these LHUs 

are graphically presented in Figure D.1 in Appendix D which indicates that 

portions of southem and eastem Manitoba were not included in LHU boundaries 

at the end of the Campbell administration's second tem. On the other hand, 

Table 3.6 indicates that the rapidly growing population of metropolitan Winnipeg 

was able to access a full range of public health services through the three urban 

LHUs and the City of Winnipeg's Health Department. 



Table 3.5: LHU Growtti in Rural Manitoba from t 949 to 1958 

LHU 1 Pop Served 1949 1 Pop Served 1958 

Brandon 1 20500 1 32000 

Portage 1 18300 1 25000 . 

Dauphin 

Neepawa 

Northern 

Red River 1 1 7700 1 22500 

Selkirk 1 24000 1 32400 

15200 

19600 

14900 

Stonewall 1 12300 1 21 300 

17800 

24600 

19600 

Total 1 179600 1 233900 

Swan Valley 

Vifden 

Total Provincial Pop 1 757000 1 876000 

17600 

19500 

Oh of Rural Pop Served 1 42.06Oh 1 54.1 4Oh 

16800 

21 900 

Total Rural Pop 

Table 3.6: LHU Growth in Metropolitan Winnipeg from 1949 to 1958 

427000 

A review of changes in the geographic scope and capacity of public 

432000 

M U  

Kildonan 

St. Boniface 

St. James 

City of Winnipeg HD 

Total Pop. Served 

Source 1949 and 1958 Annual Reports of the Department of Public Health and Welfare. Data 
from the 1949 Annual Report is used here because LHU service populations were not reported in 
1948. All population totals have k e n  rounded to the nearest hundred. 

'' Ibid. All population totals have been rounded to the nearest hundred. 

1949 

24000 

25000 

40000 

236000 

325000 

1958 

47000 

44000 

76000 

277500 

444500 
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general hospitals indicates that the Campbell administration was carnrnitted to 

increasing the geographic scope of medical services, at least in rural areas. 

This is evident in Table 3.7 below which offers a sumrnary of Table 0 .1  

contained in Appendix D which details the geographic and capacity growth of 

hospitals and long-term care facilities at the end of the 1948149 and 1958159 

fiscal yearsg2 With regard to rural Manitoba, this table indicates that, while the 

total population increased by less than two percent. the total capacity and 

number of beds per one thousand persons increased by over eighty percent. In 

addition. it indicates that three regions experïenced capacity growth of over 

ninety percent; the Westman, Central, and Eastman regions. It is notable that 

the first two of these regions consistently elected LP candidates during the 

tenure of the Campbell administration. Turning to the Winnipeg region. this table 

indicates that capacity growth was incrementally consistent with the region's 

population growth. The linkage of this finding to those related to the rural 

regions lends support to an indication that the Campbell administration favoured 

rural Manitoba in its policy decisions. Further support can be found in a 

comparison of the findings in this table with those in Table 3.1 which indicates 

that, while the Campbell administration exceeded its planned target of 4.6 beds 

per thousand for rural Manitoba, it fell well short of realizing its target of 8.5 beds 

par thousand for the Winnipeg region. 

" To facilitate comparison thmughout this study, the regional headings used here are those 
established by the province in 1974. A graphic indication of these boundaries is offered in 
Figure D.3 contained in Appendix O. 



Table 3.7: Hospital Growth in Manitoba from 1949 to 1959 

Reg ion 1 1948149 1 1968159 1 % 
lncrease 

Central: # of Cornrnunities with Fadlities 1 7 ] 13 1 85.7 

: Rated Bed Capacity 1 182 1 349 1 91.8 
- - - 

Eastman: #o f  Communlies with Facilities 1 3 1 7 1 133.3 

: Rated Bed Capacity 1 118 1 162 1 37.3 

: Rated Bed Capacity 

Interlake: # of Cornmunities with Facilities 

Norman: #of  Cornmunities with Facilities 1 2 1 4 ! 100 

: Rated 8ed Capacity 1 131 1 238 1 81.7 

76 

4 

151 

7 

Paridand: # of Cornrnunities with Facilities 

: Rated Bed Capaciîy 1 407 1 851 ( 109 

98.7 

75 

: Rated 8ed Capacity 

Westman: # of Communities with 
Facilities 

Total Rural Capacity 1 1092 1 2034 1 86.3 

6 

178 

13 

Tuming to changes in the geographic swpe and capacity of long-term 

care facilities, a comparative analysis cannot be offered in this chapter because 

reporting related to these facilities did not take place until 1959. Based on the 

findings of the Advisory Health Survey Cornmittee, it is known that approximately 

thirteen hundred beds were available in the province in 1949. However, the only 

indication of their regional distribution was that approximately half of the beds 

9 

Total Rural Population (in thousands) 

Rural Beds Per 1000 population 

Winnipeg: # of Facilities 

:Rateci Bed Capacity 

Total Winnipeg Population (in thousands) 

Winnipeg Beds Per 1000 population 

50 

283 

27 

59 

107.7 

427 

2.6 

9 

1967 

325 

7.2 

432 

4.7 

10 

3303 

444.5 

7.4 

1 -2 

80.8 

11.1 

67.9 

36.8 

2.8 



were located in ~innipeg." The following table presents the known data 

related to the capacity of these facil ities. 

Table 3.8: Long-Tenn Care Facility Growth in Manitoba from 1949 to 1959 

Reg ion 

( 
I 

1948149 

: Rated 8ed Capacity 

II Interlake: # of Communlies with Facilities 1 1 2 1  

Central: # of Comrnunities with Facilities 

21 8 

Eastman: # of Communities with f acilities 

: Rated Bed Capacrty 

II Norman: # of Communitks with Facilfies 1 I d  

1958159 

5 

3 

94 

11 : Rated Bed Capacity 

% 
Increase 

ParkJand: # of Communities with f acilities 

: Rated Bed Capacity 

11 : Rated Bed Capacity 1 1 563 1 

2 

54 

Westman: # of Communities with 
Facilities 

9 

1 
II Rural Beds Per 1000 population 1 1.6 1 2.9 1 81.3 
1 

80.7 Total Rural Capacity (approximation 1949) 

Total Rural Population (in thousands) 

1 Winnipeg: # of Facilities I l l 
I 
11 Winnipeg Beds Per 1000 population 1 2.2 1 1.2 1 54 .5  

- - - 

700 

427 

1 

A later suwey of facilities in Manitoba conducted by the Roblin administration in the late 
1950s. which is cited in the next chapter, offered greater detail and its findings are contained in 
Table 0.1 

1265 

Rated Bed Capacity 

432 

Total Winnipeg Population (in thousands) 

1.2 

700 

325 

1883 169 

444.5 36.8 



113 

Given the available data. this table offen further support for an argument 

that the Campbell administration favoured rural Manitoba over Winnipeg in the 

allocation of provincial resources. While rural LTC capacity increased by over 

eighty per cent between 1949 and 1959. metropolitan Winnipeg's beds per 

thousand ratio dropped by almost ffiy-five per cent. 

COST CHANGES 

The changes in the province's functional scope noted above indicate that 

the Campbell administration altered the province's administrative authority in two 

important ways. First, expansion of the province's responsibilities for the 

provision of preventive public health services moved it from a shared-wst 

participant to sole responsibility for the delivery of community-based preventive 

public health programs. Second, the scope of its administrative role changed 

from that of a regulator and provider of grants to the institutional sector, to a full 

partner in the planning, construction, and delivery of institutional sen/ices. In 

short, these changes centralized some of the authority delegated to local 

govemments and voluntary providers prior to World War II at the provincial 

level. This increased centralization is reflected in changes in the budget of the 

Department of Health and Public Welfare during the tenure of the Campbell 

administration. The following table contains a summery of Table D.2 in 

Appendix O which compares Manitoba's audited financial statements for the 

1948-49 and 1 958-59 fiscal years. 



Table 3.9: Provincial Budgetary Changes from 1949 to 1959 

/ Budget Line 

1 Total Provincial Budgetary Expenditures 
-- 

1 Provincial Heaîth Care Expenditures 

Health Dept. Expenditures as O !  of the 
Province's Total Expenditures 

Heaith Dept. Divisional Expenditures as a % 
of the Total Health Care Expenditures 

Executive Division 

Psychiatric Services Division 
- -- 

Public Health Services Division 

Hospitals and Related Institutional Services 

As this table indicates, the allocation of provincial resources shifted from 

psychiatrie and public health services to acute care hospitals and long-term care 

facilities during the tenure of the Campbell administration. The detailed review 

of the Public Health and Hospitals Division expenditures offered in Table D.2 

indicates that. while hospital construction grants dropped from 33 percent to 14 

percent of the Hospitals Division budget, allocations for hospital services rose 

from 67 percent to 83 percent of this Division's budget. Further, allocations to 

LHUs declined from 21 percent to 12 percent of the Public Health Division's 

budget. While 3.5 percent of the decline in LHU allocations was due to 

increased allocations to provincial disease control programs, the remainder was 

largely due to the Campbell administration's increased emphasis on hospital 

services and the construction of long-term care facilities. 
L 



CONTROL CHANGES 

As the discussion in Chapter 2 pertaining to Question 9 indicates. the 

response to this question is based on a nine category list of fundional roles that 

Mills et al. suggest are the frequent targets of govemment intent on policy 

changes. Table 3.10 beiow summarizes the impact of the Campbell 

administration on each of these categories. 

Table 3.10: The Campbell Administration's Impact on Functional Roles 

11 Provincial Function 1 Type/Nature of Change 

Legislative fundions pertaining to 
govemance of the delivery system. 

No change. However legislative 
scope and authority did expand due 
to the changes related to public 
health, hospitals, and insured 
services. 

- - - -  - 

Inter-Sedoral Colla borative 
Functions with other jurisdictions to 
facilitate sewices funding and 
delivery. 

- . .. 

lncreased with the federal 
government and hospital districts, 
due to the introdudion of the National 
Grants Program and Manitoba's entry 
into the national hospital insurance 
program. 

Revenue-Rasing Functions related to 
the funding of services. 

lncreased due to the introdudion of 
the premium-based Manitoba 
Hospital Services Plan. 

Planning and Resource Allocation 
Fundions related to senrices 
delivery. 

lncreased due to expansion of the 
province's scope and authority. 

Policy-Making Functions related to 
the licencing of and standards for 
services providers. 

Inter-Agency coordinative Functions 
related to services delivery. 

lncreased for LTC facilities in 1956 
and for hospitals in 1958. 

lncreased due to the introduction of 
National Health Grants Program 
allocations for delivery system 
surveys and the delivery of 
specialized services related to TB 
and Polio. 

Regulatory Functions related to the 
resource utilization practices of 

lncreased with LTC providers in 1956 
and with hospitals in 1958. 



Training Fundions Related to the 
education and placement of 
Professional Providers. 

lncreased with the introduction of 
professional training grants through 
the National Heafth Grants Program. 

This table provides a further indication of the general policy trend noted 

above; an increasing provincial role in the planning, funding, and administration 

of health care services delivery. In total, the findings indicate that three sets of 

factors were major contributors to this trend. The most important was the 

changing nature of federal-provincial relations which both increased the 

province's ability to fund the delivery of health Gare services and influenced 

pubic perceptions related to the province's role in the provision of services. 

Taylor argues that this impact was felt in al1 provincial capitals during the 1950s 

and notes that an important "spin-off effect" of increased federal policy 

involvement in health care delivery was the reg ularization of information 

gathering and sharing at the federal-provincial leveL6" The second set of 

factors relates to the Campbell administration's "pay-as-you go" administrative 

philosophy. This philosophy supported increased provincial funding for services 

delivery in the late 1940s and placed implicit wst wntrols on growth for much of 

the 1950sl particularly in the area of public health services. The combination of 

slower provincial revenue growth in the 1950s with the application of this 

philosophy to shared-cost programs with local governments, appears to have 

Management Fundions related to the 
day-to-day administration of services 
delivery. 

Taylor, Heaith Insurance and Canadian Public Policy, 1 64. 

lncreased in the area of public heaith 
due to the province's takeover of 
preventive heaith programs from 
LHUs. 
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been a critical factor in the uneven distribution of services noted in this section 

which wntributed to the electoral defeat of the Campbell administration in the 

late 1950s. The third set of factors involves the types of demands that were 

placed on the cabinet by key actors in the province's health care policy 

community. These demands were led by health care providers who calfed for 

increased provincial contributions to expand the delivery system's functional and 

geographic scope. However, differences in the priorities of this expansion were 

evident. The findings indicate that the interests of supporters of enhanced 

access to medical care services were more fully realized in policy community 

outputs than were the interests of those supporting improved access to public 

health services. As the discussion in the following chapter indicates, the 

substantial improvernents in Manitoba's hospital capacity produced during this 

1940s and 1950s came with a price as the Roblin administration was forced to 

increasingly focus on the policy challenges generated by the budgetary 

dernands of the medical care corn ponent of Manitoba's delivery system. 



CHAPTER 4. 

IMPLEMENTING INSURED SERVICES: 1958 - 1969 

This chapter tums to the activities of the Progressive Conservative (PC) 

party administrations that held office in Manitoba between 1958 and 1969; the 

Roblin and Weir administrations. It is divided into three sections that describe 

how these administrations responded to demands within the province's health 

care policy cornmunity for capacity increases to further enhance citizen access 

to health care services. The first section describes the activities of the Roblin 

administration with particular attention to this government's expansion of its 

policy role in an effort to wntain the costs of insured hospital services. The 

second section tums to the Weir administration and concentrates on its role in 

debates related to the implementation of medical care insurance in the late 

1960s. The third section summarizes changes in capacity, costs, and control 

during the tenure of these PC administrations. The findings in this section 

indicate that these administrations were successful in improving access to health 

care through expansion of the province's planning and funding roles. However. 

the resistance to further expansion of the province's funding responsi bil ities role 

for medical care insurance by the PC party in the late 1960s. due to a 

combination of concems about the potential costs of this program and the 

resistance of provider pressure groups, contributed to its electoral defeat in the 

province's 1969 general election. 



The Roblin Administration's First Terrn 

On June 24, 1958 one of the first acts of the newly elected minority Roblin 

administration was to approve a regulation authorizing implementation of the 

Manitoba Hospital Services Plan. This was followed, on June 27, by the signing 

of a formal agreement with the Govemment of Canada to provide funding for 

insured hospital services. As the previous chapter indicates, the implementation 

of this Plan, on July 1, increased the scope of the province's responsibilities to 

the administration of payments for al1 medically necessary hospital services 

provided to persons registered with the Plan. Administrative authority for the 

plan followed the model established in Saskatchewan by placing day-today 

control in the hands of a provincially appointed Cornmissioner of 

Hospitalization.' Members of the province's health care policy community were 

given a vo ie  in the plan's administration through provisions in The Hospital 

SeMces lnsurance Act which required the establishment of an independent 

advisory council to assist the Commissioner in the formation of policies and 

practices pertaining to the Plan. This council was fonned in October 1958 as 

The Manitoba Hospitals Council and was cornposed of appointees representing 

municipal and professional provider interests. 

Further changes in Manitoba's health care pol icy framework antici pated 

by the Roblin administration's electoral agenda were intempted in April 1959 

' Taytor notes that this arrangement was established in Saskatchewan based on concerns by 
provider pressure groups that management of that province's plan should be "at am's length" 
from the cabinet. See Taylor, HeMh Insurance and Canadian Public Policy, 82-97. 



when the CCF withdrew its legislative support for the Roblin minority 

govemment. This resulted in the government's defeat during a vote in the 

legislature.* At the time of this vote the govemrnent held twenty-six seats, with 

Campbell's LP party holding nineteen and the CCF holding eleven seats. When 

Roblin retumed from the May 14 election to begin his second terni as Premier it 

was with a majority govemment of thirty-six seats. Morton notes that the 

foundation of Roblin's political success in the 1959 election campaign was his 

advocacy of 'social investmentn in areas such as education, health care, and 

economic development. He also notes that the balance of '. . . . idealism with 

hard-headed restraint.. ." that Rablin brought to the Manitoba legislature ". ..was 

to be the explanation of both the success and the failures of the Roblin regimeen3 

THE SECOND TERM 

The Roblin administration began its second terrn by introducing a nurnber 

of health care policy initiatives. The first followed the July 1959 release of a 

study of living conditions among Manitoba's northem population initiated by the 

Department of Public Health and Welfare in 1956. It found that living conditions 

and the ability to access provincial health and social services in the north were 

Nelson Wiseman, Social Democracy in Manitoba (Winnipeg: University of Manitoba Press, 
1983), 72. Wiseman argues that Roblin engineered his govemment's defeat in the legislature in 
order to force another election in the hope of obtaining a majority govemment. 

Morton, Manitoba: A Histoty, 485. 



below the standards enjoyed by citizens in southem Manitoba.' The 

govemment's response to this finding came in September with the establishment 

of a Northem Health Services Branch in the Department of Health and Public 

Welfare to provide an irnproved range of public health and social services to 

persons in unorganized territories north of the 53rd Parallel. At the same time, 

the govemment announced that it was also embarking on a program to fund the 

expansion of public health services in southem Manitoba beginning with the 

extension of the service boundaries of the Dauphin and Portage LHUs. The 

second initiative came in October with the establishment of the Manitoba 

Hospital Survey Board to assess the supply and distribution of services offered 

by hospitals in the province. This Board's mandate was to make 

recornmendations related to how the organization and growth of Manitoba's 

institutional care sector could be optimized to meet the needs of citizens during 

the next decade.' One month later a third initiative took the fom of a new Office 

of Alternative Care in the Department of Public Health and Welfare. This Office 

was given responsibility for the province's regulatory role related to long-terni 

Gare institutions and was charged with the promotion of improved treatment 

protocols and living conditions for the residents of these institutions. 

Manitoba, Annual Report of the Department of Public Health and Public Year for the Calender 
Year 1959 (WÏnnipeg: Queen's Printer, 1960). 2. 

The mandate of this Board is defined in the first chapter of its report. See Manitoba, Manitoba 
Hospital Suntey Board Report Vol. 1 (Winnipeg, Department of Health and Public Welfare, 
1961), 7. This three person board was chaired by a federal public sewant, Dr. J.W. Willard, who 
was Director of Research and Statistics in the Department of National Health and Welfare. 
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The 1960-61 fiscal year began with four additional initiatives. First, the 

Department of Health and Public Welfare established an Elderly Persons' 

Housing Branch based on the March repeal and re-enactment of The Elderly 

Persons' Housing Act. This Branch was responsible for the payment of billings 

generated by elderly indigents in the province's hospitals and long-term care 

institutions as well as the development of alternatives to hospital care for elderly 

persons who were not able to function independently. Second, the province 

attempted to further improve living conditions in northem regions by creating a 

Community Development Branch in the Department charged with enhancing the 

social and economic security of northem citizens. Third, the funding for LHUs 

was increased to allow the creation of the Birtle-Shoal Lake LHU and the 

expansion of the boundaries of the Selkirk and Virden LHUsS6 Fourth, the ability 

of indigents to access physician's services was improved through an agreement 

between the province, the MMS, and representatives of rural and urban 

municipalities to establish a medi-care program to replace the Medical Care 

District (MDC) program. Under this agreement the MMS agreed to administer 

provincially funded payments to physicians for services to citizens receiving 

assistance under the province's Social Allowances Act Peterson notes that 

these changes fulfilled many of the Roblin govemment's election promises in the 

area of health care and were particularly popular among low income residents in 

The Annual Reporf of the Department of Public Heaith and Welfare for the Calender Year 1960 
indicates that these changes increased the total population served by LHUs to 418,287 persons. 



Winnipeg and those residing in the eastem, interlake, and northem regions of 

the province.' 

A less popular policy initiative occurred two months later when the 

Premier announced that Manitoba Hospital Services Plan premiums would 

increase effective January 1, 1961. This announcement was the product of a 

study of hospital costs completed in May by the Commissioner of 

Hospitalization. The findings of this study, which were summarized in an 

Information Guide published by Commissioner of Hospitalization in September, 

indicated that premium increases to $3.00 a month for single persons and $6.00 

a month for a family were necessary for two reason~.~ On the one hand, 

hospital budgets had risen an average of 20percent since the Hospital Services 

Plan had begun operation on July 1, 1958. The Commissioner's study found that 

these increases were due to three factors: demands from wmmunities seeking 

the construction andlor expansion of a hospital; increased salary and dwg costs 

in hospitals; and a decrease in the work week of hospital staff from 44 to 40 

hours which had forced staffing increases in existing facilities. On the other 

hand, the province had detennined that it was unable to further subsidize 

premiums due to its decision to take full responsibility for the costs of hospital 

' Peterson, 'Manitoba Ethnic and Class Politics," 93-94. Here Peterson notes that in 1960 it was 
estimated that over 17,000 families in metropolitan Winnipeg still lived in 'extreme poverty" and 
that incomes in the eastem, interlake, and northem areas of the province were 'markedly lower, 
than those in south western and south central Manitoba. 

Commissioner of Hospitalizat ion, lnfmation Guide to Manitoba Hospital S e ~ ~ c e s  Plan 
Premiums (WÏnnipeg: Office of the Commissioner of Hospitalization Pamphlet. September 
1 960). 



and long-term Gare services to elderly indigents which had previously been a 

shared responsibility with local govemments. As a result, the Commissioner's 

findings argued that the only recourse was to increase the Plan's revenues and 

work with hospital boards to contain the growth of their budgets. 

There were no further major health care policy announcements in 1960 

and the Roblin administration entered 1961 under criticisrn from opposition 

parties and the media for the premium inueases announced the previous year. 

It deflected these criticisms by indicating that it was awaiting the findings of the 

Manitoba Hospital Survey Board report prior to initiating further policy changes. 

The Board released its report in March 1961 and, given the research focus of 

this study, the recomrnendations contained in its whcluding chapters are of 

particular interest. The focus of Chapter XII is organizational fragmentation in 

the province's delivery system. It gives particular attention to the administrative 

separation of public health services from institutional medical services delivered 

by Hospital Districts and opens by noting that "...tare of the sick and disabled is 

an integral problern; it cannot be fragmented into a series of unrelated 

compartments." It goes on to offer eight recommendations related to the need 

to establish an integrated continuum of ser~ices.'~ Chapter Xlll offen three 

Manitoba, Manitoba Hospital Survey Board Report Vol. 1, 493. 

'O Ibid.. All eight recommendations are detailed at 501-504. In summary these recommendations 
include: the developrnent of home care programs as an alternative to hospital Gare; 
enhancernent of community-bas4 health services along with improved co-ordination of these 
services with existing hospital and public welfare services at the local level; and, as the Report 
notes on 503, the establishment "...of more effective liaison between hospitals and provincial 
and community health and welfare agencies ..." on a province-wide basis. 



additional recommendations related to the need for organizational 

rationakation. The first supports the creation of a new provincial advisory 

agency responsible for the planning, financing, and construction of hospitals to 

enhance the co-ordination of policy formation and implementation." The second 

calls for the consolidation of all provincial legislation pertaining to hospitals to 

centralize the province's authority in this area within a single Act. l2 The third 

echoes the 1952 Advisory Health Survey Committee's support for regional 

Hospital Divisions based on the Board's assumption that: 

There are obvious advantages in enlarging the hospital districts to 
include pertiaps five or six hospitals within one area with a 
goveming board planning and cu-ordinating services available in 
the region as a whole. There would be further advantages if the 
local health unit, laboratory and x-ray unit areas and the hospital 
district could be altered to coincide. This should set in play a 
measure of planning regionally which, in tum. would facilitate 
planning for the Province as a wh01e.'~ 

The Roblin administration tabled the Board's report in the legislature and 

indicated that a response to it would be forthcoming later in the year. In the 

interim it continued its program of increasing access to LHU services by 

expanding the boundaries of the Neepawa and Selkirk LHUs in April. Based on 

these boundary changes, the government estimated that 440,344 persons or 72 

l1 Ibid.. 516-17. At the time two advisory agencies played what the Board describes as 
overiapping roles in this area; The Manitoba Hospitals Council established under the Hospital 
SeMces Insurance A d  and, and an Advisory Commission to the Minister established under the 
Heam SeMces Act. 

l2 Ibid., 514-1 5. 

l3 Ibid., 514. 



74 percent of the population residing outside of the City of Winnipeg were now 

within the boundaries of the fourteen established LHUs.14 More irnportantly, it 

responded to opposition criticisms related to the January premium increases in 

three steps during the fall of 1961. First, the govemment placed restrictions on 

hospital budgets for the 196243 fiscal year by having the Commissioner of 

Hospitalization write to al1 hospital boards in September requesting that they 

lirnit their budget increases to 3 percent over the 1961 ô 2  fiscal year. Second, it 

cornpleted an agreement with the federal govemment in October which altered 

the method used to detemine the amount of federal transfer payments to the 

provin~e.'~ Third, it combined the Odober 26 announcement of the signing of 

this agreement with an announcement that, effective January 1,1962, Hospital 

Services Plan premiums would be reduced to $2.00 a month for a single person 

and $4.00 for a family. This reduction was due to the province's enhanced 

ability to fund the Plan through increased revenues from the federal govemment. 

The announcement of premium reductions was followed, two days later, 

by a cabinet shuffîe which saw the Department of Health and Welfare broken 

into two separate Departments; the Department of Health and the Department of 

Welfare. The former Minister of Health and Public Welfare, Dr. Johnson, 

l4 Manitoba, Annual Repot of the Department of Public Health and Welfare for the Calender 
Year 1961 (Winnipeg: Queen's Printer, 1962). 132. 

l5 Prior to this agreement a portion of the federal transfen for health care had k e n  based on the 
number of registrants in the Manitoba Hospital Services Plan. Under this new agreement, 
calculation of the amount of the annual transfer was now based on a formula that included the 
annual average family size defined by the Dominion Bureau of Statistics. 
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retained the Health portfolio and began the formulation of his response to the 

findings of the Hospital Survey Board. This response began in January 1962 

with the Roblin administration's introduction of amendments to The Hospital 

Services lnsurance Act to allow the creation of the Manitoba Hospital 

Commission (MHC). These amendments were given Royal Assent in April and 

came into force on July 1 when the responsibilities of the Commissioner of 

Hospitals, the Manitoba Hospital Council, and the Advisory Commission were 

transferred to the newly established MHC. To ensure a stable funding base for 

the MHC, the Roblin administration also assigned a portion of provincial income 

tax revenues to the Commission's annual revenue budget. The introduction of 

these amendments was followed by Dr. Johnson's presentation of a submission 

to the federal Royal Commission on Health Services outlining the policy 

problems faced by the Roblin Administration and the goals it and the federal 

government should pursue to respond to these problems." The four key 

problem areas defined by this submission and the proposed responses to these 

problems are summarized in Table 4.1 below. 

During the spring and summer of 1962 the only major health care policy 

event was the announcement that a cabinet cornmittee had been established in 

May to review the need for changes in the MHC's mandate, legislative powers, 

and future policy roles. 

Manitoba, Submission by Hon. George Johnson, M. D., Minister of Health on behaif of 7he 
Govemment of Manitoba to the Royal Commission on Heatth Semices (un pu blished: 
January,l 962). 



Table 4.1: Key Provincial Policy Problems and Goals in 1962 

The Policy Problem 

LHU Development: the decline in 
federal heatth grants between 1955 
and 1960, from 31% to 27% of the 
costs of their operation, had limited 
the province's ability to fund 
immediate LHU expansion to the 
whole of Manitoba. 

Hospital Facilities: the need to further 
expand the capacity of and access to 
acute and chronic care hospitals in 
the province mile, at the same time, 
containing the costs of hospital 
services 

Long-Tenn Care Facilities: the need 
for new construction based on the 
findings of a suwey which indicated 
that approximately two-thirds of the 
three thousand available beds 
'...were not suitable for modem long 
terni accommodation." 

Physicians: the growing imbalance 
between Winnipeg and rural regions 
with 1.8 physicians per one thousand 
population available in Winnipeg 
(76% of the total nurnber of licensed 
medical practitioners in the province) 
and only -6 per one thousand in rural 
Manitoba (24% of the total). 

The Proposed Response 

lncreased federal heaith grants to 
allow the province to expand LWUs 
combinecf with a new grant to allow 
LHUs to offer home care medical 
prograrns for petsons discharged 
from a District Hospital or MW. 

Revision of the federal hospital grant 
to ensure that 80°h of hospital 
construction costs were equally 
shared coupled with an additional 
grant to facilitate the establishment of 
home care prograrns in Winnipeg 

The development of a low interest 
long-term loan program through the 
Central Mortgage and Housing 
Corporation for charitable groups 
interested in the construction of long- 
terrn care facilities in the province. 

The development of a shared-cost 
incentive program to attract 
physicians to rural Manitoba coupled 
with the establishment of regional 
treatment centres large enough to 
support the purchase of specialized 
equipment and support staff not 
currently available to rural 
physicians. 

The Pace of events in Manitoba increased in September 1962 with the 

announcement that hospital budget increases for the1 96344 fiscal year would 

be limited to 4 percent over 1962-63 levels. This was followed by the 

announcement that three new hospital, two new long-term Gare facility, and three 

existing hospital expansion projects had been approved by the Commission. 

This, in tum, was followed by the November announcement of a December 14 

provincial election which saw the reelection of a rnajority PC govemrnent. A 
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review of newspaper reports of the eledion campaign indicates that while health 

policy was not a major issue, Premier Roblin made a number of cornmitments 

regarding the further expansion of LHUs, the construction of long-terni care 

beds, and the initiation of a study of the relationship between the provincial and 

local govemments related to the need for changes in the funding and 

administration of services delivered by both levels of govemment. 

THE THIRD TERM 

When Roblin retumed to the legislature in January 1963 his new 

govemment's health care policy agenda paid particular attention to his 

December 1962 campaign promises. As a result, during 1963, four major policy 

changes were announced. The f int was the Febniary creation of a Royal 

Commission on Local Government Organization and Finance to study the 

funding and administrative arrangements for the delivery of al1 provincial and 

municipal public services including public health services. This was followed by 

the April announcement of budgetary increases to LHUs which allowed four of 

the fourteen Units to enlarge their service boundaries." One month later a Care 

Services Division was created in the Department of Health charged with 

responsibility for the developrnent of services for elderly and infirm persons not 

requiring hospital care, the co-ordination of early discharges from hospitals, and 

'' Manitoba, Annuai Reporf of the Department of Heaifh for the Calendar Year 1963 (Winnipeg: 
Queen's Pnnter, 1963), 65-66. 



130 

the regulation of personal care homes and hostels in the p r o v i n d 8  Finally, in 

September, Premier Roblin announced that MHC staff had been asked to assist 

the Royal Commission in its study of the feasibility of establishing larger hospital 

districts to increase the efficiency of hospital services and attract physicians to 

rural areas. 

The Royal Commission on Local Govemment and Finance reported to 

the cabinet in April 1964. With regard to health care policy, it recommended that 

authority for public health and related social services delegated by the province 

to municipal govemments should be retumed to the province. Given exclusive 

provincial responsibility for these areas, the Commission further recommended 

that the province establish eleven regional units for the integrated delivery of 

these ser~ices.'~ Whiie municipal governments were not adverse to having full 

responsibility for these services placed in the hands of the Department of Health, 

the Roblin administration did not immediately act on these recornmendations. 

Morton suggests that this was due to the realization that undertaking significant 

organizational changes related to the delivery of health and education services 

at the same time would place demands on the province's expenditure budget 

that would greatly exceed revenues.20 As a result, the cabinet detemined that it 

would first act on the Commission's recommendations related to the 

Ibid., 11 3-155. 

" Manitoba, Repofl of the Manitoba Royal Commission on Local Govemment Organkation and 
Finance, (Winnipeg: Queen's Printer. 1964) 28-35. 

Morton, Manitoba A History, 499-500. 
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consolidation of local school districts, which required considerable expansion of 

the province's funding and regulatory authority, prior to reorganizing the health 

care delivery system. The prirnary impact of this decision on health Gare policy 

was to slow the pace of policy change in 1964 to the passage of two pieces of 

legislation in April. The first involved amendments to The Elden'y and lnfirm 

Persons' Act which allowed the province to increase its support for elderly 

penons' housing through the implementation of a construction grant program. 

The second involved arnendments to The Public Health Act to provide the 

province with enhanced regulatory control pertaining to the construction and 

operation of these facilities. 

The pace of health policy change did not increase in 1965 as the Roblin 

administration focussed on the changes in its education policies. In April, the 

govemment imposed a provincial sales tax, along with fuel tax increases, to 

assist in the funding of provincial services. During the remainder of the fiscal 

year major health care announcements were limited to the creation of the South- 

West LHU, located in Killamey, and the expansion of the boundaries of three of 

the established LHUs. These changes increased the population served by 

32,889 penons and brought the total rural population served to 530,893 or 87 

percent of the population outside of the boundaries of the City of ~ i n n i p e g . ~ '  

The Roblin administration's focus on organizational realignments in the 

2' Manitoba, Annual Report of the Department of Heatth for the Calendar Year 7965 (Winnipeg: 
Queen's Printer, l966), 103. 



1 32 

province's education system wntinued in 1966 with the April announcernent that 

a series of referenda on the consolidation of local school districts, intended to 

take place in the fall of 1966, would give citizens an opportunity to determine 

whether they supported the regionalization of school districts. One month later, 

in May 1966, Premier Roblin detemined that his administration needed a new 

mandate to implement any changes that might be produced by these referenda 

and called a provincial election for the following month. Newspaper reports of 

the campaign indicate that the pending introduction of a federal Bill to implement 

a national medical insurance program. popularly described as medicare, was the 

only health services policy issue that received attention during the election 

campaign. However, it did not play a significant role in the results of the June 

election, which saw the re-election of a majority PC govemment, albeit with five 

fewer seats. The reason for this is that Premier Roblin and the leaders of the 

two major opposition parties took similar positions in their general support for a 

province-wide rnedical care insurance program funded, at least in part. by the 

state. In addition, because the province and the federal government were still 

r?egotiating the funding and administrative details of the proposed medicare 

program, there was little opportunity for debate among the three major parties on 

substantive issues related to the specific features of its implementation in 

Manitoba. 22 

" For a review of the federal-provincial negotiations leading to the introduction of this Act and 
the debates foltowing its passage related to implementation see Taylor, Heaffh Insurance and 
Canadian Public Policy , 331 -378. 



THE FOURTH TERM 

The July 1966 introduction of the Medicai Care Act to the federal 

parliament for first reading forced the Roblin administration to respond to two 

health services policy issues that it had managed to avoid debating during the 

June election campaign. The first was implementation of the recornmendations 

of the 1964 Royal Commission related to the realignment of funding and 

organizational arrangements for public health services. The government's 

response to this issue came in the fall of 1966 with the establishment of a 

govemment-wide planning exercise titled Operation Productivity. This exercise 

required al1 provincial departments to study how the services they administered 

could be administratively integrated and decentralized on a regional basis. The 

second issue involved the pending implementation of medicare which was 

fostering growing concem among physicians that their professional autonomy 

related to the delivery of services would be eroded through a provincial role in 

the negotiation of fee schedules. This wncern took the fom of resistance to 

any realignment in their established authority and accountability roles. Esuke 

indicates that, in September 1966, the MMA made an informa1 presentation to 

Premier Roblin indicating that plans related to the future implementation of a 

provincial medical insurance program should recognize two concems of the 

Association's rnember~hip.'~ The first involved the need to avoid provincial 

23 A. ARhur Esuke, 71ie Issues That Led to Oevelopment of Medicare in Manitoba, ( M.A. thesis, 
University of Manitoba, 1 978), 44-51. 



intrusion into traditional areas of professional autonomy related to clinical 

practices. The second involved the need to give the MMS a continuing role in 

the provision of medical insurance. The Premier's response to these concems 

came in a speech to the MMA's membership on October 13." In this speech he 

proposed that his alternative to the federal government's implementation 

proposals, in particular its position that ninety percent of a province's population 

be enrolled in a compulsory public insurance plan prior to release of the federal 

share of annual funding for medicare, involved: 

- the establishment of a voluntary public insurance plan in Manitoba to 
wver the thirty percent of the province's population not already covered 
by the MMS or other private insurance companies; 

- the inclusion of the sixty percent of Manitoba's population currently 
enrolled with the MMS in the federal enrollment calculation thereby 
bringing the province to the ninety percent threshold for federal funding. 

While the MMA was favourable to Roblinls position, the federal 

government was not. As a result, when the government introduced Bill 68 on 

March 16, 1967, to establish the legislative foundation for the implementation of 

The Medical Care Act in Manitoba, the provisions of this Bill allowed the 

province to implement a compulsory public plan consistent with the requirements 

of the federal govemment for shared-cost funding." The Medical Sewices Act 

received Royal Assent in May and, one month later, the province established the 

24 Manitoba. "Medicare by July 1 if Ottawa Agreeable," Department of Provincial Secretary Press 
Release, October 14, 1966. 

* The title of Bill 68 was An Act Respecting Insurance of Residents of  the Province in Respect f0 
the Cost of Medical Service. Its short title was The Medical Services Act. 
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Manitoba Medical Services lnsurance Corporation (MMSIC) to administer the 

provisions of new Act if the federal govemment brought The Medical Care Act 

into force. However, a June 12 press release announcing the directors of the 

MMSlC indicates that the Roblin administration was continuing its efforts to 

implement a policy compromise that would satisfy the MMA. This release 

indicates that one of the first goals of the MMSIC would be "...to undertake 

discussions with the Manitoba Medical Services with respect to utilizing the staff, 

experience and facilities of the doctor-run service to the greatest degree 

p~ss ib le . ' '~  This statement is of partiwlar interest given an announcement by 

the MMA two months earlier that premium increases of between 12.5 and 18 

percent for the more than six hundred and twenty thousand subscribers to the 

MMS would take effect on July 1. Esuke indicates that the MMA undertook 

these increases based on an informal understanding with the Premier that. if the 

federal government prevailed in its demands for a mmpulsory public system, the 

province would allow physicians to retain the fee schedule increases that were 

the rationale for these premium increases. Further, the province would purchase 

the MMS in retum for the MMA's agreement to participate in the provincial 

plan.27 

In August 1967 Roblin attended a provincial premiers' conference which 

saw renewed provincial criticism of the federal govemment's medicare 

Manitoba, "Medical lnsurance Directors Named," Department of Provincial Secretary Press 
Release June 12,1967. 

Esuke, The Issues That Led to Development of Medicare in Manitoba, 44. 
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implementation plans for a national medicare program. Criticisms of the federal 

plan were again voiced at a November federal-provincial finance ministers' 

meeting in Ottawa following a presentation by the federal Finance Minister which 

indicated that the total ws t  of the proposed medicare program would be 

significantly higher than previous es tir na te^.'^ Based on the growing national 

wntroversy over medicare, Premier Roblin suspended al1 preparations for 

rnedicare's implementation in Manitoba on November 17 based on what he 

temed "...the uncertainty as to whether Ottawa will go ahead with the 

compulsory medicare s~herne. "~~ On November 27 he resigned as Premier to 

pursue a career in federal politics and was replaced by a member of his cabinet, 

Walter Weir, at a Progressive Consewative Party convention in December. 

The Weir Administration: 1967-1969 

During the first two months of his tenure, Premier Weifs did not alter 

Roblin's decision to suspend preparations for medicare's introduct i~n.~ On 

February 1, 1968 he outlined his government's position on medicare by 

releasing a copy of a telegram he had sent to Prime Minister Pearson earlier that 

day. It stated that his administration would defer medicare's implementation for 

28 For a discussion of events at the federal level during 1967 see Taylor, Health Insurance and 
Canadian Public Policy, 368-74. 

29 The Wnnjpeg Tribune, November 17, 1967.6. 

3a In fhe Winnipeg Tribune, January 4, 1968, 1, Weir is quoted as stating that Manitoba's 
preparations for medical insurance were "...still in fimbo." 



at least one year during wtiich the federal govemment would have the 

opportunity to negotiate "more favourable" arrangements which would allow the 

province to implement a voluntary plan that included the participation of private 

insurers such as the MMS in the calculation of the number of penons 

participating in the plan.31 

The release of this telegram to the media generated considerable public 

and opposition party criticism of the Weir administration's resistance to entry into 

the federal medicare scheme. Faced with daily opposition party accusations in 

the legislature that the MMA was dictating the tens  of Manitoba's entry into 

medicare, the govemment argued that the provincial health care budget could 

not sustain the funding demands placed on it by the provisions of the federal 

Medical Care Act. It maintained this position throughout March and April and, on 

May 1. introduced amendments to the Manitoba Medical Services lnsurance Act 

to allow the province to set up a voluntary medicare program and to enter into 

agreements with third parties to manage the pr~grarn.~~ To support the 

legitimacy of these amendments, the Weir administration tabled a study on 

hospital insurance costs in the legislature when they were introduced for first 

reading. This study had been prepared by the MHC in April. It indicated that 

while per capita shareable in-patient wsts in Manitoba were the seventh lowest 

among the ten provinces and in-patient demand had stabilized since 1964 at 

" The Wnniipeg Tribune. Febniary 2, 1 968. 1-2. 

" Manitoba, "Medical lnsurance Measure Amended," Public Information Branch May 27, 1968. 
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slightly over 1,900 patient days per thousand population, the total cost to the 

province related to the operations of the Manitoba Hospital Services Plan had 

risen an average of 1 1.5 percent a year since 1960 .~  Due to this increase direct 

provincial contributions for the financing of the Plan had doubled frorn 10 

percent of the total cost in 1960 to 20 percent in 1967 and were expected to 

increase to almost 23 percent by 1971 ." Based on these findings, the Weir 

administration argued that the province could not finance a universal medicare 

program but might be able to finance a more limited program in which the 

province paid the premiums of indigents and 'near indigentsn estimated to make 

up approximately 30% of the province's total population. However, in order to 

finance a program of this nature, the govemment also indicated that Manitoba 

Hospital Services Plan premiums would have to be increased for the first time 

since 1961 and would rise to $3.60 per month for a single person and $7.20 Per 

month for a family effective January 1, 1969. 

The Weir administration was successful in passing the amendments to 

Manitoba Medical Services lnsurance Act on May 26. However, their passage 

took place amid a political controversy related to the Weir administration's health 

care policy agenda that had grown since the release of Premier Weir's Febniary 

telegram. On April 19 this controversy had been fuelled by the resignation of the 

33 Manitoba Hospital Commission, Forecasf of Cos& and Financial Requirements For the Years 
1968 through 1971 (Winnipeg, Queen's Pnnter, April 1968). 3. It is noteworthy that the 
calculation of cost increases does not appear to have been adjusted for inflation. 

Ibid., 2. 
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PC MLA for Churchill cunstituency, Gordon Beard, who had resigned his seat 

based on what he described as the Weir administration's indifference to the 

findings of a report prepared for the govemment by a public health consultant. 

This report indicated that living conditions in Northem Manitoba were "... among 

the most wretched in Canada ..." and suggested that the existing systern of public 

health services delivery system had wntributed to these conditions by excluding 

persons who did not live within the boundaries of the province's Northem Health 

Services unit? A second event, on May 6, added further fuel when the MMA 

announced that MMS premiums would increase by a further 23 per cent on July 

1, 1968 and that MMS coverage would only pay seventy-five percent of the 

physician's fee for persons with taxable inwrnes of over $1 O00 per year." The 

response to this announcement by opposition parties was to argue that these 

premium increases in combination with the premium increases of the previous 

year, Mr. Beard's resignation, and the Hospital Services Plan premium increases 

supported their position that the Weir administration was out of touch with the 

public and that the province's health care policy agenda was really being 

controlled by the MMA in the interests of its members. 

Weir countered these criticisms throughout this period by arguing that his 

35 Winnipeg Free Press, April20, 1968, 1. The report, by Murray V. Jones and Associates Ltd., 
attnbuted its findings to the lack of health and related social services in northern areas of the 
province. Mr. BeardOs adion focused attention on differences in the delivery of health and social 
services between northem and southem areas of the province. 

36 Winnipeg Free Press, May 7,1968,l. For persons with an income of over $1000 per year this 
resulted in a real increase of 48 percent in the cost of physician's services. 
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primary health care policy goal was to defend Manitoba's interests against what 

he viewed as an unwarranted incursion by the federal govemment in an 

exclusive area of provincial jurisdiction. However. this position appears to have 

been a stalling tactic based on the hope that events at the national level would 

alter the federal govemment's implernentation plans for medicare. The same 

month Weir became Premier, Prime Minister Pearson announced his resignation 

and the scheduling of a leadership convention for April 1968. This convention 

saw Piene Trudeau assume the leadership of the federal Liberal Party and 

mantle of Prime Minister on April22. Three days later Trudeau announced that 

a general election would take place on June 25. Premier Weir appears to have 

hoped that if the Liberal Party was unsuccessful in the June election, Manitoba 

would be able to negotiate more favourable terms for the implementation of a 

medicare program under a federal PC party government. However, as the date 

of the federal election drew closer and the controversy over his handling of 

health care policy continued to grow, Weir appears to have recognized that his 

own interests related to re-election would be served by accepting the existing 

terms for entry into the national medicare program. As a resuit, on June 19 

Premier Weir announced that Manitoba would re-open negotiations with the 

federal government. Six days later the Trudeau administration was elected with 

a majority govemment. 

The negotiations with the federal govemment related to Manitoba's entry 

into the national medicare program were completed in September 1968 and. on 



141 

the 27th of that month, Premier Weir announced that his govemment would 

implement a compulsory medicare program beginning April 1, 1969." He also 

announœd a cabinet shuffie and reorganization of the government's 

departmental structure the same day? While the Premier argued that the 

changes in his cabinet were based on the findings of Operation Productivity. the 

retum of Dr. Johnson to the new Health and Social Services portfolio appears to 

have been an attempt to enhance the legitimacy to the govemment's health care 

policy agenda as Dr. Johnson was an experienced and respected M U .  Dr. 

Johnson reentered the health portfolio with four policy problems at the top of his 

agenda. The first was the implernentation of a provincial medicare program 

which he began through the initiation of negotiations with the MMA over the 

future role of the MMS. The second related to opposition criticism of the 

government's failure to expand LHU setvices to the whole of Manitoba, in 

particular to residents in northem regions. To respond to this problem Johnson 

comrnissioned a Departmental study related to the feasibility of implementing the 

1964 Royal Commission recommendation that the province develop a regional 

health and social services delivery. The third related to growing criticism of the 

MHC's approach to administration of the Manitoba Hospital Services Plan by the 

Manitoba Hospital Association (MHA). These criticisms were contained in an 

37 Manitoba, "Manitoba To Enter Medicare April 1 ," Public Information Branch, September 27. 
1968. 

3~ Manitoba, "Major Shifts In Department Duties," Public Information Branch, September 25, 
1968. 



earlier brief presented to Health Minister Witney which indicated that since the 

introduction of the Plan there as been "...a disturbing trend ..." in the province's 

health Gare the delivery system in the fom of "...the gradua1 erosion of the 

responsibility and authority of governing boards and their ~ssociat ion."~~ The 

brief called on the Minister to shift the province's administrative authority for 

hospitals to an independent health services planning board that would be 

responsible for policy and planning related to the province's institutional care 

sector. The fourth problem faced by Dr. Johnson related to the funding of the 

province's health Gare delivery system. Prior to leaving for a November Federal- 

Provincial Health Ministers conference, he issued a staternent indicating that:* 

- the province was experiencing difficulties having "...meaningful 
negotiations ..." with the MMA related to the implementation of medicare 
due to the Association's assumption that the federal govemment's 
implementation planning for medicare could be altered; 

- the federal govemment had announced that it was phasing out a 
number of the National Health Grants due to the introduction of its 
medicare prograrn and would not extend its wmmitment to fund 
preventive and local health services programs after the 1973 fiscal year; 

- the provinces were being unfairly blamed by Ottawa for recent increases 
in the costs of insured hospital services programs which had averaged 
seven percent above the rate of inflation in the previous three years. 

Upon his return frorn this meeting Dr. Johnson expressed his 

disappointment that these matters had not been discussed and noted that he 

a Manitoba Hospital Association, "Brief to the Honorable C.H. Witney, Minister of Health," 
(unpublished, September, 1 968), 1. 

Manitoba, "Manitoba To Press For Clear Medicare Statement," Public Information Branch, 
November 1,1968. 
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was "extremely uneasy" with Ottawa's announcement that it would withdraw al1 

of its wst-sharing guarantees with the provinces after 1973 and replace them 

with a ''fiscal eq~ivalent".~' On a more positive note. he indicated that his 

provincial and federal counterparts had agreed to fund a one year study related 

to the costs of health care services and that his department would participate in 

this study. 

In early 1969 Dr. Johnson completed negotiations with the MMA 

regarding the implementation of medical care insurance and, on January 27. 

announced the results of these negotiations." Beginning on April 1 the MMS 

would serve as the province's agent for the processing of claims made by 

physicians and would be absorbed by the MMSlC on April 1. 1970 based on the 

tems of a tentative purchase agreement with the MMA. In an effort to counter 

opposition claims that the govemment had let the MMA dictate the tems of 

Manitoba's implementation plan, Dr. Johnson also indicated that the schedule of 

payments to physicians would be fifteen percent less than the MMA's 1967 fee 

schedule and that no extra-billing would be allowed under the new program. 

The government's efforts to counter the opposition party critics can also be seen 

in its February 27 Speech from the Throne in which the government committed 

to begin medicare coverage on April 1, expand public health services to al1 

41 Manitoba, "Federal Heaith Intentions Disappointing Says Johnson." Public Information Branch, 
Novernber 8, 1 968. 

42 Manitoba. "Medicare April 1 With $9.80 Family Premium." Public Information Branch, January 
29, 1969. 



regions of the province, improve home care services for the elderly; and ernbark 

on a public housing program for low income families." These commitments 

served to define the Weir administration's health policy platforni in a provincial 

election campaign that began in late May. Peterson notes that the central theme 

of the govemment's campaign was Weif s wntinuing determination to restrain 

public spending which was ". . .was substantially conveyed by broadcast 

testimonials from average citizens who endoned his fimness in resisting claims 

on the public treasury."' The most prominent critic of the Weir administration's 

policy agenda during the election was the NDP under the leadership of Edward 

Schreyer. Carrothers et al. indicate that the NDP's 1969 election platform 

contained three planks related to health services: an immediate cut in the 

medicare premiums with their elimination by 1973; the centralization of funding 

and administrative responsibility for public health and social services at the 

provincial level; and increases in provincial funding ta voluntary groups for the 

construction of long-term care facilities and low-rental housing for the elderly 

and di~abled.~' 

The NDP's first plank differed from the Weir administration's position that 

" Manitoba, "Throne Speech Unveils Wide-Ranging Programs," Public Information Branch, 
Febmary 28, 1969. Note that when medicare was introduced on Apnl 1 the name of the MMSlC 
was changed to the Manitoba Health Services Insurance Corporation (MHSIC). 

" Peterson, "Manitoba Ethnic and CIass Politicsu, 98. 

* Canot hers et al., ' ~e~ionalization and Heaffh Care Policy in Canada. 55-56. Also see T. 
Peterson and P. Barber, 'Some Factors in the 1969 NDP Mctory in Manitoba," Lakehead 
University Review V01.3 (1 97O):l2û-l33. 



health insurance premiums were necessary because they acted as a deterrent to 

the over-utilization of services. Esuke argues that the PC position was 

motivated by political concerns as premiums allowed the govemment to finance 

approximately half of the province's wst of providing insured services outside of 

its general revenue base thereby minimizing the need to increase taxes." 

During the election campaign Schreyer challenged this position by arguing that 

the existing system of premium collection and bill payment was administratively 

inefficient and that premiums could ultimately be eliminated by establishing a 

single payer for al1 insured services funded by the province's general 

revenues?' Further. he argued that a premium-based system was politically 

inconsistent with the principles of medicare related to equity of access. To 

support this argument he pointed out that the MMS premium increases in 1968 

and 1969 had been driven by physician's fee schedules, not increased patient 

utilization, and had impacted negatively on the ability of low and average income 

citizens to access health sewices? 

a Esuke, The Issues That Led to the Development of Medicare in Manitoba, 95-96. Support for 
this point is offered in the 1969 MHC Annual Report. On p. 8 this report indicates that the 
federal govemment contributeci approximately 46 percent of the costs of the Commission's 
operations, premiums accounted for another 28 percent, and grants from the province accounted 
for 24 percent of the costs. 

47 In 1969 three separate organizations were responsible for the payment of insured services. 
They included: The MHC which was responsible for hospital services; the MMS which paid for 
insured physician's services; and the MHSlC which paid for physician's services not covered by 
the MMS as well as certain optometric and chiropractie services. 

a The NOP used the findings of a study conduded by the Manitoba Association of Social 
Workers in 1968 to argue that the increases in premiums had placed over 200,000 citizens at 
risk of losing their medical insurance benefits. See Winnipeg Tribune, February 13, 1968 for a 
review of the results of this study. 
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With regard to the second plank, Weir argued that provincial funding for 

rural LHUs had been consistently expanded in the1960s and that the 

establishment of the Southem LHU in April was proof that LHUs would continue 

to expand if his government was reelected. Schreyer cuuntered that LHU 

expansion under the Roblin and Weir administrations had concentrated on 

southem Manitoba where the municipal tax bas2 allowed more opportünities for 

LHUs to increase their service boundaries. Citing the recommendations of the 

1964 Royal Commission, Schreyer argued that a shift to full provincial 

responsibility for public health and social services was necessary to ensure that 

al1 regions of the province were provided with an equivalent range of services. 

Peterson notes that this position was of particular importance to the NDP's 

electoral success because the rnajority of its rural seats came from eastern, 

interlake, and northem constituencies." It is also noteworthy that Schreyer's 

concems related to the unequal distribution of public health services was similar 

to the position taken by Roblin in the 1958 general election when the PC party 

defeated the Campbell administration. 

The NDP's third plank, which related to the needs of the elderly and 

disabled, also differed somewhat from the Weir administration's position. Based 

on the findings of the Manitoba Hospital Survey ~oa rd ,~ '  the Roblin and Weir 

* Peterson, 'Manitoba Ethnic and Class Pofitics," 99-100. 

50 See Manitoba, Manitoba Hospital Survey Board Report Vol. 1, Chapters XI and XII which 
contain recommendations related to the expansion of extended care beds and the development 
of alternatives to hospital care induding home care. 



administrations had implemented four related initiatives in this area: the 

development of home nursing programs delivered through rural LHUs and public 

general hospitals in Winnipeg; the construction of low-rental housing units for 

elderly persons funded by the Manitoba Housing and Renewal Corporation; the 

expansion of provincial regulatory controls on private personal care facilities 

coupied with increased grants to non-profit organizations for the construction of 

new facilities; and the expansion of extended Gare beds in General Public 

Hospital~.~' Schreyer acknowledged the positive features of these initiatives but 

argued that an NDP govemment would improve on them by increasing the level 

of provincial funding for elderly penons' housing and establishing a provincial 

home care program to serve citizens throughout the province. 

The election took place on June 25th and resulted in the election of 

twentyeight NDP candidates. The PC party fell to twenty-two seats while the 

Liberal Party declined to five seats. The Social Credit party and an independent 

candidate each retained one seat. Peterson notes that the NDP's election 

victory was the result of the voter polarization along geographic and ewnomic 

lines with the more affluent southem rural constituencies, along with those in 

south Winnipeg, supporting Weir and the less affluent constituencies in north 

Winnipeg and rural Manitoba supporting the NDP.=* 

'' See Manitoba, 7969 Annual Report (Winnipeg: Department of Health and Social Services, 
1970) for a review of the range of public health and social services funded by the province. 

52 Peterson, "Manitoba Ethnic and Class Politics," 99401. He notes that following the election 
Weir attempted to stay in office by proposing a coalition govemment with the Liberal Party. 
However, the Liberal M L .  for St. Boniface, Lany Desjardins, chose to sit with the NDP caucus. 



CHANGES IN CAPACINy COSTSy AND CONTROL 

This assessment of the Roblin and Weir administrations indicates that the 

policy changes displayed by Manitoba's health care delivery system between 

1958 and 1969 were. like those produced during the tenure of the Campbell 

administration. influenced by three broad sets of factors: federal policies related 

to the implementation of medical Gare insurance and pending changes in cost- 

shared funding; the Roblîn administration's idealistic support of 'social 

investmentn in the province which continued to foster capacity growth; and 

demands from hospitals and physician's for continued expansion of medical care 

albeit with no additional expansion of the province's administrative authority. 

CAPACIT'Y CHANGES 

As Table 4.2 below indicates, a number of changes in the functional 

scope of the province's health care delivery role occurred during the tenure of 

the Roblin and Weir administrations. The most significant was Manitoba's entry 

into the national medicare program on April 1, 1969. This expanded the 

province's delivery system role to the payment of billings for insured physicians 

services. However. as this table indicates, its increased role in the funding and 

administration of public health services, its increased regulatory role in the 

provision of institutional services for the elderly and infinned, and the 

establishment of the MHC were also important in incrementally expanding the 

province's role in the delivery of services. 



Table 4.2: Changes in Functional Scope from 1958 to 1969 

Status in 1958 

The direct funding and 
delivery of preventive 
services to al1 citizens, 
the shared-cost funding 
of LHU services, and 
the direct delivery of 
public health nursing to 
areas not included in a 
LHU. 

The administration of 
insured hospital 
services for al1 citizens 
combined with an 
expanded regulatory 
role related to the 
services provided by 
Hospital Districts. 

The regulation of these 
facilities combined with 
enhanced planning 
roles based on the 
provision of 
construction grants to 
voluntary providers. 

The facilitation of 
medical care insurance 
through the MMS based 
on support for prepaid 
local govemment 
programs. 

- - 

Status in 1969 

The addition of care 
services for the elderly 
and infimed coupled 
with expansion of 
responsibility for 
servicesdelivered in 
the northem region. 

The centralization of 
provincial planning, 
regulatory, and funding 
authority related to 
hospitals within the 
MHC 

The expansion of 
regulatory control over 
institutional care 
coupled with the 
expansion construction 
grants to indude elderly 
persons housing. 

The funding and 
administration of the 
province's medical care 
insurance program. 

In addition to the incremental expansion of the province's functional role, 

the geographic scope and capacity of the services delivery system also 

expanded between 1958 and 1969. With regard to public health services, 

Tables 4.3 and 4.4 detail LHU growth during this period. 



Table 4.3: LHU Growth in Rural Manitoba from 1958 to 1969 SJ 

LHU 

Brandon 

Birtle-Shoal Lake 

Dauphin 

Neepawa 

Northem 

This table indicates that, under the Roblin and Weir administrations, LHU 

coverage increased by 31.6 percent, from 54.1 to 85.7 percent of the total rural 

population. When the population totalling 25,200 in 1969 covered by the 

province's Northem Health Services Branch is included, the total population 

covered increases to 91 -3 percent. In short, this Table indicates that signifiant 

gains in access to public health sewices were achieved under the Roblin and 

Pop Served 1958 

32,000 

established 1960 

17,800 

24,600 
I 

19,600 1 30,900 

Portage 

Red River 

Selkirk 

Southem 

South-West 

Stonewall 

Swan Valley 

Virden 

Total 

1 otal Provincial Pop 

Total Rural Pop 

% of Rural Pop Sewed 

Source: 1958 Annual Report of the Department of Public Health and Welfare and the 1969 
Annual Report of the Department of Health and Social Services. All population totals are 
rounded to the nearest hundred. 

Pop Sewed t 969 

38,000 

21,500 

28,600 

27,8[JII 

-- 

25,000 

22,500 

32,400 

established 1969 

established 1965 

21,300 

16,800 

21,900 

233,900 

876,000 

432,000 

54.1 4Oh 

38,000 

25,400 

43,800 

43,600 

20,l O0 

28.900 

16,000 

25,200 

387,800 

979,000 

452,300 

85.7Oh 
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Weir administrations despite NDP daims to the contrary. Tuming to Table 4.4 

below, the most interesting feature is the large gain in suburban Winnipeg's 

population relative to the population in the city's core area. 

Table 4.4: LHU Growth in Metropolitan Winnipeg from 1949 to 1958 " 

I I St. Boniface 44,000 63.000 

LHU 

Kildonan 

City of Winnipeg 1 277,500 1 274.900 

Pop Served 1958 

47,000 

St. James 

Total Pop. Served 1 444,500 1 526,700 

Pop Served 1969 

69,000 

Table 4.5 below indicates changes in the geographic scope and capacity 

of public general hospitals in Manitoba. Based on the data contained in Table 

D.3 in Appendix Dl this table suggests that the Roblin administration continued 

to increase access to medical services in the rural regions. However. while the 

total rural population increased by less than five per cent, the total capacity, 

based on the number of beds per thousand perrons, increased by over twenty- 

eight percent with the eastern, northem, and parkland regions experiencing the 

largest increases in bed capacity. On the other hand, while Winnipeg's 

population grew by over eighteen per cent, the number of beds per thousand 

population declined by slightly over eight percent. 

76,000 

Y Ibid. All population totals are munded to the nearest hundred. 

1 19,800 



Table 4.5: Hospital Growîh in Manitoba from 1959 to 1969 

Reg ion 

Central: # Communities with Facilities 

: Rated Bed Capacity 

7 

1958/59 

Eastman: # Communities with Facilities 

: Rated Bed Capacity 

Interlake: # Communities with Facilities 

13 

349 

l 

1968J69 

7 

151 

7 

1 

% 
lncrease 

13 

474 

: Rated Bed Capacity 

: Rated Bed Capacity 

O 

35.8 

7 

226 

7 

Norman: # Communities with Facilities 

1 

- 

O 

49.6 

O 

162 

238 

: Rated Bed Capacity 

Westman: # Comrnunities with Facilities 

4 

Parkland: # Communlies with Facilities 

: Rated Bed Capacity 

199 

344 

283 

27 

Total Rural Capacity 

Total Rural Population (in thousands) 

1 Winnipeg Beds Per 1000 population 1 7.4 1 6.8 1 4.1 

22.8 

7 

38.7 

9 

857 

Rural Beds Fer 1000 popuiation 

Winnipeg: # of Facilities 

Rated Bed Capacity 

Total Winnipeg Population (in thousands) 

Table 4.6 below, which is also based on data contained in Table D.3, 

indicates that changes in the geographic s a p e  and capacity of long-term care 

facilities in rural Manitoba mirrored those related to hospitals with the eastern, 

northern, and parkland regions experiencing the largest capacity increases. 

Total rural capacity in the form of beds per thousand grew by almost 65 percent 

compared to a 14.2 percent increase in Winnipeg's bed capacity. 

75 

423 

27 

9 

49.4 

O 

941 

28.2 

4.6 

2034 1 2607 

4.7 

10 

3303 

444.5 

O 

9.4 

432 452 

5.8 

11 

3584 

526.7 

25.5 

10 

7.8 

18.4 
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Table 4.6: Long-Tenn Care Faciiity Growth in Manitoba from 1959 to 1969 

11 Central: # of Cornrnunities with Facilities 1 5 1 7 1 40 

II : Rated Bed Capacity 1 218 1 400 1 83.4 

II Eastman: # of Comrnunities with Facilities 1 3 1 3 1 O 

II : Rated Bed Capacity 1 94 1 196 1 108.5 

II Interiake: # of Comrnunities with Facilities 1 2 1 3 1 50 

II : Rated Bed Capacity 1 240 1 338 1 40.8 

II Norman: # of Communitieswith Facilities 1 1 1 1 1 O 

II : Rateâ Bed Capacity ( 96 1 203 1 111.4 

II Parkland: # of Communlies with Facilities 1 2 1 3 1 50 

: Rated Bed Capacity 54 1 37 153.7 

II Westman: # of Communities with 
Facilities 

II : Rated Bed Capacity 1 563 1 893 1 58.6 

II Total Rural Capacty 1 1265 1 2167 1 71.3 

11 Total Rural Population (in thousands) 432 452 4.6 

11 Rural Beds Per 1000 population 1 2.9 1 4.8 1 65.5 

Winnipeg: # of Facilities 1 1 35 1 
Rateû Bed Capacity 1 1883 1 2520 1 33.8 

Total Winnipeg Population (in thousands) 1 444.5 1 526.7 1 18.4 

COST CHANGES 

Winnipeg Beds Per 1000 popuiation 

The changes in the province's functional scope indicated above suggest 

that, despite NDP criticism in the late 1960s, the Roblin and Weir 

administrations had a significant positive impact on increased access to pubic 

4.2 4.7 1 14.3 
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health and institutional services in al1 regions of the province. This impact was 

facilitated by three changes in provincial authority: increased provincial funding 

authority and service delivery roles in the area of public health services; 

increased provincial budgetary relief for municipalities through the transfer of 

responsibilities for the wsts related to medical indigents to the province; and the 

centralization of planning and funding authority for hospitals within the 

province's hospital commissions. Table 4.7 below, which is based on Table D.4 

in Appendix D, indicates how this expansion impacted provincial budgets during 

the 1960s. 

Table 4.7: Provincial Budgetary Changes from 1959 to 1969 

Budget Line 

1 Total Provincial Budgetary Expenditures 

Heaîth Dept. Divisional Expenditures as a 
% of the Total Health Care Expenditures 1 

I 
! Provincial Heakh Care Expenditures 

Heaîth Dept. Expenditures as Oh of the 
Province's Total Expenditures 

Executive Division 1 4.02% 1 2.08% 

195849 

85,356,800 

1968-69 

357,331,901 

1 O ,839,427 

12.7% 

This Table, which does not include provincial expenditures on social 

services, indicates that, without factoring for inflation, total provincial 

expenditures increased by 41 8.6 percent and total health care expenditures 

increased by 405.4 percent between April 1 1959 and March 31,1969. It also 

43,943,443 

12.3% 

- 

Psychiatnc Services Division 

Public Health Sewices Division 

MHC/ Other Institutional Services 

Totals 

- - - - 

36.67Oh 

23.61 O h  

35.69Oh 

- - - 

29.46% 

19.57% 

48.89% 

100% 100% 
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indicates that the relative share of budgetary resources captured by the major 

divisions in the Department of Health declined with the exception of the 

Institutional Services division which increased its relative share of the 

Department's budget by 13.2 percent. 

CONTROL CHANGES 

Table 4.8 below summarizes this chapter's observed changes in the 

province's functional roles based on the nine category list of administrative roles 

that Mills et al. suggest are frequently targeted by health care policy changes. 

Table 4.8: The Roblin and Weir Administration's Impact on Functional 
Roles 

II Provincial Function 

Legislative functions pertaining to 
govemance of the delivery system. 

Inter-Sectoral Collaborative 
Functions with other jurisdictions to 
facilitate services funding and 
delivery. 

Revenue-Raising Functions related 
to the funding of services. 

-- --  

Typemature of Change 

No change. However legislative 
scope and authority did expand from 
eighteen Acts in 1958 to a total of 
thirty-one by 1 9 6 9 1 ~ ~  

lncreased due to the need to 
maintain national standards imposed 
by the funding provisions of HlDSA 
and the Medical Care Act and 
develop agreements with other 
provinces related to the portability of 
hospital insurance 

lncreased due to the need to re- 
assign incorne-tax revenues to the 
Manitoba Health Services Plan and 
increases in provincial funding for 
public health services. 

55 For a listing of these Acts see Manitoba. Annual Report for the Calender Year 1958. ii and 
Manitoba. 1969 Annual Report (Department of Health and Social Services, Queen's Printer, 
1970), ii-iv. 



Planning and Resource Allocation 
Fundions related to services 
delivery. 

lncreased with the creation of the 
MHC in 1962 and the passage of 
legisfation related to insured medical 
care in 1968? 

Policy-Making Functions related to 
the licencing of and standards for 
services providers. 

lncreased through expanded 
regulatory and licencing authority 
related to providers funded by the 
MHC and the Housing and Agency 
Division of the Department of Health. 

Inter-Agency coordinative Functions 
related to services delivery. 

lncreased through centrakation of 
the the Department of Health's 
responsibility for a range of voluntary 
Boards and Comrnis~ions.~ 

Regulatory Functions related to the 
resource utilization pradices of 
professional providers. 

lncreased regarding hospitals through 
the MHC's implementation of limits 
on budgetary increases. 

Training f undions Related to the 
education and placement of 
Professional Providers. 

lncreased through the creation of a 
Heaith Sciences Co-ordinating 
Council repoiting to the MHC and the 
Department of Education's 
Universities Grants Commission 

Management Functions related to the 
day-to-day administration of services 
delivery. 

lncreased in the area of public health 
sewices due to the creation of the 
NoRhem Heatth Sewices, the Care 
Services Branch and the Office of 
Alternative Care in the Department of 
Health. 

In summary, this table supports the finding in the previous chapter that 

the era of provincial capacity growth saw a marked increase in the provincial 

govemment's planning, funding, and administrative roles related to health care 

delivery. At the beginning of 1959 the primary responsibilities of the province 

were: the payment of billings for insured hospital services; the administration of 

56 On January 1. 1969 the Chair of the MHC also became the Chair of the MHSIC which 
signalled the first step in the administrative integration of these agencies. 

'' At 1969 the Department was responsible for twenty-one Boards and Commissions including 
the MHC, The Manitoba Cancer Treatment and Research Foundation, The Sanatorium Board of 
Manitoba, and The Alcoholism Foundation of Manitoba. 



National Health Grants for hospital construction and related care services;" the 

delivery of institutional mental health care; the sharedcast funding of local 

nursing, diagnostic, and physicians services offered through LHUs; and the 

provision of public health services to persons residing outside of the boundaries 

of an LHU. " At the time of the 1969 election the province was responsible for: 

the financing of the province's medical care insurance program; the regulation of 

al1 long-ten Gare institutions and the funding of capital grants for the 

construction of non-proprietary personal care homes; a range of new public 

health services delivered by province ancilor LHUs such as home nursing and 

dentallnutritional programs for school age children; and an environmental health 

program administered by the Clean Environment Commission." 

While Manitoba's functional roles continued to expand under the Roblin 

and Weir administrations, administrative responsibility for the delivery of 

services remained divided between the Department of Health, the various 

Commissions and Corporations established by the province in the 1 960s to fund 

insured services programs, and health care providers. The maintenance of this 

Of the nine types of grantsin-aid three were used to fund provincial public health prograrns; 
the Mental Health Grant, the General Public Heatth Grant, and the Child and Matemal Health 
Grant. The remaining six were paid to other service providers and included: the Professional 
Training Grant, the Hospital Construction Grant. the Tuberculosis Control Grant, the Public 
Health Research Grant, the Cancer Control Grant, and the Medical Rehabilitation and Crippled 
Children Grant. 

" This list is based on a review of Manitoba. Annual Report for the Calender Year 1958. 
(Department of Health and Public Welfare, Queen's Printer, 1959). 

60 These responsibilities are detailed in Manitoba, 1969 Annual Report. (Department of H e m  
and Social Services, Queen's Printer, 1970) . 



158 

division appears to have been the product of two related sets of concems among 

key actors in the province's health wre  policy community. On the one hand, the 

ongoing wncerns expressed by exewtive wuncjl actors that the province 

should minimize its direct responsibility for services delivery to limit the 

legitimacy of public and provider demands for further increases in the capacity of 

and attendant costs related to services delivery. These actors displayed their 

wncems through their support for a premium-based health insurance system 

and their efforts to keep responsibility for provider funding at a n ' s  length from 

the cabinet through the MHC. On the other hand, provider pressure groups 

displayed increasing concem about the province's growing administrative 

authority which was viewed by these groups as a potential threat to their 

established professional autonomy. They displayed this concern by resisting 

attempts by the MHC to initiate voluntary regional administrative arrangements 

despite the recommendations of the Hospital Survey Board and the Royal 

Commission and general cabinet support for regional administrative 

arrangements. Executive council support for regional administrative 

arrangements is evident in government outputs related to other policy sectors 

notably the creation of metropolitan Winnipeg and the consolidation of school 

districts during the 1 9 6 0 ~ . ~ '  

In short, each of the ahove sets of concems worked in tandem to produce 

little change in the organizational arrangements for services delivery that 

" For a discussion of these events see Morton. Manitoba A History, 486-488. 



evolved during the 1950s. As a result, organizational responsibility for health 

care services deiivery in Manitoba rernained fragmented between three groups 

of policy actors when the Schreyer administration assumed office on July 15, 

- the provincial govemment which was responsible for the regulation and 
administration of programs offered through the Department of Health and 
Social Services and the Commissions and Corporations established 
during the period to adrninister health insurance prograrns; 

- public sector and voluntary actors responsible for the delivery of health 
care services at the local level including the boards of municipal, lay, and 
religious public general hospitals, the members of LHU boards, the 
members of voluntary boards responsible for institutional care of the 
elderly, and voluntary boards and agencies responsible for the provision 
of specialized institutional services for TB and polio patients; 

- private sector actors who were responsible for clinical medical care, 
some personal care institutions, and third party medical insurance 
prograrns. 



CHAPTER 5 

THE ERA OF PROVINCIAL CAPACITY GROWTH 

This assessrnent of the evolution of provincial health Gare policy in 

Manitoba between 1948 and 1969 is divided into three sections based on the 

division of the research questions, defined in Chapter 2, into three groups. Each 

section offers a response to the questions in each goup in the context of the 

hypothesis pertaining to each question. By way of introduction, the findings in 

this chapter suggest that the observed policy and capacity changes in 

Manitoba's health care delivery system between 1948 and 1969 were broadly 

motivated by three sets of factors. First, federal policy changes that increased 

the province's ability to fund increases in the capacity of its health care delivery 

systern. Second, the administrative philosophies of the administrations that 

govemed during this time frame which supported delivery system growth through 

consensus-based rational planning. Third, the demands of health care providers 

and the public for increased delivery system capacity at the local level. The 

findings also suggest that a subsystem of actors were prominent in policy 

debates and that intermediation between these actors played a role in the 

formation and implementation of policy outputs. In short, while the province's 

delivery systern capacity was enhanced during this period, the rapid growth in 

delivery system costs, coupled with provider resistance to changes in the 

organizational arrangements for services delivery, saw this era end with an 

increased level of wnflict among actors in the health care delivery subsystem. 



GOAL FORMATION 

Question 1 : What fonns of policy initiatives did executive council 
actors in each administration attempt to pursue in their interactions 
with other actors in the province's health care policy cornmunity, in 
particular, the subsystem actors responsible for senrices delivery 3 

While the Campbell administration did not initiate an explicit program of 

delivery system cost wntrols, its general approach to public administration 

resulted in the utilkation of ail three of the approaches to cost wntrol defined by 

Tuohy. As Morton notes, the Liberal-Progressive govemments of the 1940s and 

1950s viewed partnerships with other policy actors as necessary for the 

achievernent of their policy goals.' Given that consensus-based planning 

played a central role in facilitating these policy partnerships, it is not surprising 

that a feature of the Campbell administration's first terrn was implementation of 

the Manitoba Health Plan developed by the Garson administration in partnership 

with health care providen to rationalize capacity growth in the province's 

delivery system. As the observations in the last section of Chapter 3 indicate, 

the implementation of this Plan resulted in significant capacity growth during the 

iate 1940s and early 1950s as new revenues were made available through the 

1947 tax agreement and the introduction of the National Health Grants Program 

in 1948. However, when the Campbell administration was confronted with 

unexpected budgetary demands following the flood of 1950 and the beginning of 

an economic recession a few years later, it moved to reduce the pace of delivery 

' Morton. Manitoba: A History, 460. 
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system expansion after the 1953 general e~ection.~ To legitimize this reduction 

the Campbell administration tumed to implicit price and supply constraints by 

emphasizing what Serfaty describes as its 'pay-as-you-go" approach to public 

administration during its second t e n  in office3 

Cost-shifting was also part of the Campbell administration's approach to 

health care policy. While the province expanded its shared-mst funding role 

during the immediate post-war era. it also maintained that responsibility for the 

delivery of public health services within municipal boundaries was local and not 

provincial in nature. While this position ailowed municipal ratepayers equal 

opportunity of access to these services. it did not provide equitable access as it 

excluded citizens residing in municipalities lacking the revenue base to 

participate in a LHU. Also, those located in "unorganized territories" were 

dependent on the more lirnited range of services offered by the province. 

Tuming to acute and long-terni institutional care, the Campbell administration 

expanded provincial responsibility by providing grants for the construction of 

facilities. subsidizing the costs generated within these facilities by the medically 

indigent, and facilitating access to third-party prepaid health insurance. 

However, with the exception of mental health care, it viewed the day-to-day 

funding and administration of institutional services as a local andlor voluntary 

responsibility and the payment of billings for medical Gare as an individual 

Ibid.. see 475 for a discussion of the impacts of this econornic recession. 

Serfaty. 'Electoral Behaviour in Manitoba,' 182. 
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andlor municipal responsibility. While It did finally accept the need for a broader 

provincial role in the area of funding for the medically indigent, when it initiated 

the Manitoba Hospital Services Plan, in 1958, this Plan maintained the 

assumption that the costs of insured services delivery should remain an 

individual responsibility through the payment of premiurns. 

The discussion in Chapter 4 indicates that the Roblin administration's 

electoral successes in 1958 and 1959 were facilitated by PC party criticism of 

Campbell administration's failure to extend LHU boundaries to citizens in less 

affluent regions of the province, despite promises to do so throughout the 1950s. 

However, the policy goals and implementation strategies of this administration 

did not difFer significantly frorn those of the post-war LP administrations. As a 

result, PC governments in the 1960s also utilized al1 three of the approaches to 

cost control defined by Tuohy. Organizational rationalization is evident in the 

commissioning of the Hospital Survey Board at the beginning of Roblin's tenure. 

The recommendations of this Board supported a broad range of realignments in 

the organization of the province's delivery system premised on the need for 

centralized planning to reduce delivery system fragmentation. The rationales for 

this premise were based on the Board's finding that implernentation of the 

Manitoba Hospital Services Plan had increased demands from District Hospital 

and MNU Boards for capital grants to expand their bed capacity and range of 

services. The Board found that these demands were, for the most part, being 

generated by smalier hospitals interested in retaining and/or increasing their 



physician cornplement. As a result, it argued that centratized planning and 

administrative control was necessary to contain future delivery system wsts and 

minimize the risks to patients who might be subjected to specialized procedures 

in facil ities il l-equ ipped to perform these procedures. This argument was 

supported by a 1959 study of rural hospital utilization conducted for the Survey 

Board by Dr. Carl Buck. It found that Manitoba's rural hospital sector displayed 

three related  trend^:^ 

- the 'dangerous misuse" of smaller facilities to perfom procedures that 
should be perfomed in larger, better equipped hospitals employing more 
experienced professionai providers; 

- a decline in rural populations which did not support the demands of 
many rural hospitals for expansion of their rated bed and service capacity; 

- growing problems related to physician retention in rural communities 
which Dr. Buck viewed as the prirnary reason for the demands by rural 
hospitals boards for capital grants to facilitate expansion. 

Turning to the other types of cost control, price and supply constraints are 

evident in Roblin's approach to insured hospital services funding. When the 

legislation enabling the Manitoba Hospital Services Plan was brought into force 

in 1958, the intent was to limit the province's direct funding responsibility for the 

Plan to approximately ten percent of its total annual cost? However, hospital 

budget increases of over twelve percent in 1960 and 1961 forced the Roblin 

4 Manitoba, Manitoba Hospital Survey Board Report Vol. 1. Dr. Buck's presentation to the 
Survey Board is detailed on p. 505-508. 

See Manloba. Forecast of Casts and Financial Requimnents, p. 2 which indicates that in 1959 
federal contributions made up 50 percent of the total costs of the program. premium income 
provided 40 percent of the costs, and the province contributed the remaining 10 percent which 
amounted to $3 million in 1959. 



administration to impose pnce and supply constraints on the allocation of 

reso~rces.~ The implementation of these constraints was the responsibility of 

the MHC and took the form of three to four percent limits on annual increases to 

hospital budgets beginning in 1962. Cost-shifting is evident in Roblin's position 

on health insurance premiums and public health services funding. While the 

introduction of a medi-care program in 1960 relieved local governments of 

responsibility for the payment of premiums for the medically indigent. the explicit 

assumption that individuals were ultimately responsible for funding most of the 

province's share of the hospital services plan is evident in the decision to 

increase premiums in 1961. When this decision proved to be politically 

unpopular, the govemment was forced to return premiurns to their 1960 levels 

and pursue other initiatives such as the rationalization of organizational 

arrangements in the province, evidenced in the mandate of the 1964 Royal 

Commission on Local Government Organization and Finance. While this 

Commission supported realignrnents of the existing organizational arrangements 

for health care services delivery, the Roblin administration's decision to first 

pursue the education reforms recommended by this Commission resulted in the 

continuation of cost-shifting for local services delivery to the municipal level. 

In short, the above findings indicate that the hypothesis related to this 

question was not supported during The Era of Provincial Capacity Growth. 

While executive council actors in Manitoba utilized price and supply wnstraints 

Ibid.. see Table 1 p. 3. 



and cost-shifting during this era, their preference appears to have been the 

utilization of organizational rationalization grounded on consensus-based 

planning among key adors in the health care delivery subsystem. Further, the 

discussion in Chapters 3 and 4 indicates that p r i e  and supply constraints were 

generally employed by provincial govemments as a readive rneasure when the 

behaviour of the delivery system deviated from the behaviour anticipated by the 

planning exercises undertaken dufing this era 

Question 2: How did actors in the policy subsystem respond to the 
agenda of executive council actors in each administration and were 
advocacy coalitions evident in these responses? 

The discussion in Chapters 3 and 4 indicate that two coalitions of actors 

dominated the policy health care delivery subsystem during the 1950s and 

1960s. The first was led by the members of the official opposition parties in the 

province's legislature. As the discussion in Chapter 3 indicates, the Campbell 

administration did not encounter significant political opposition to its health care 

policy agenda until after the 1953 election. During the election campaign of that 

year. PC party candidates accused the govemment of failing to facilitate the 

expansion of LHUs to the less affluent eastem and northern regions of the 

province. While the Campbell administration did implement policy changes 

following the 1953 election that relieved municipalities of some of their shared- 

cost responsibilities for public health services. these changes did not produce 

significant alterations in the geographic scope of the province's health care 
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delivery system. This was supported by a W55 "restudy" of health services 

delivery in Manitoba by Dr. Buck that continued to emphasize the need for limits 

on the growth of institutional facilities in favour of the further expansion of public 

health services to the less affluent regions of the provin~e.~ The release of this 

study fuelled PC party criticism of the govemment during the late 1950s. The 

validity of its attack, combined with Roblin's promise to extend LHU services to 

the whole of Manitoba during the 1958 general election, appears to have 

contributed to the defeat of rural LP candidates in 1958, in particular, those in 

the eastem, interlake, and northem regions. 

The Roblin administration's tenure was similar to that of the Campbell 

administration in that it did not experience serious opposition party criticism until 

the mid point of its tenure. Following the passage of The Medical Care Act, 

Roblin began to face growing opposition from NDP members of the legislature. 

Like the PC party of the 1950s, the NDP gave attention to the geographic 

dimension of health care policy by criticising the govemment for M i n g  to 

enhance citizen access to public health services throughout the province. Its 

critique in this area was given considerable support in 1968 when the 

govemment's study of living conditions in the north, which resulted in the 

resignation of a govemment MW, found that the health status of this population 

Manitoba. Public Heam in Manitoba: 1955 (Winnipeg: Department of Public Health and 
Welfare, 1955). See p.2-3 for Dr. Buck's conclusions related to the continued expansion of 
public heaith services. 
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had not improved during the 1960s.~ Unlike the PC opposition parties of the 

1950s, the NDP also critiqued the govemment's policy agenda based on the 

other two dimensions of health care policy. With regard to the decentralization 

dimension, it utilized the findings of the 1964 Royal Commission on Local 

Govemment Organization and Finance to cal1 for the development of regional 

units responsible for the delivery of provincially funded health and social 

services. With regard to the rationalization dimension it was critical of the 

Roblin and Weir administration's support of a premium-based system to fund 

most of the province's share of its hospital insurance program. However, its 

most vocal criticism in this area related to the effort by Roblin and Weir to 

accommodate the interests of the MMA pertaining to a continuing role for the 

MMS in the irnplementation of the province's medical care insurance program. 

While the relative impact of the NDP's critique related to each of the three 

dimensions is diffÏwlt to assess, it is evident that the wmbined impact of this 

critique facilitated the party's electoral success in 1969. It is also notable that 

the NDP's electoral gains came from the same eastern, interlake, and northem 

regions that facilitated the Roblin administration's electoral success in 1958. 

The second coalition of subsystem actors in Manitoba's health care policy 

comrnunity was ied by provider pressure groups representing hospitals and 

The need to improve healh care services delivery in the north was estabfished in an 
unpublished study of living conditions in Northem Manitoba presented to the cabinet following 
the 1959 election. The 1959 Annual Report of the Department of Health and Public Welfare 
indicates on p. 4 that this study found the health of northern residents, in particular those of 
aboriginal persons, was "below acceptable standardsn and recornmended that the province 
expand public health services to al1 persons residing in "unorganized regions" of the province. 
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physicians. The participation of this coalition in policy formation during the 1950s 

can be seen in the recommendations of the 1952 Manitoba Advisory Health 

Suwey Cornmittee report reviewed in Chapter 3. On the one hand, this report 

supported delivery system rationalization in the fom of expanded provincial 

funding for: the construction of acute and long-ten care facilities; the costs 

generated by care of the rnedically indigent; expansion of the range of services 

provided by Hospital Districts, and subsidization of the incomes of rural general 

practitioners. On the other hand, it was not supportive of changes in the 

established organizational arrangements for sewices delivery which supported 

the "joint venturen partnership between District Hospitals and MNUs, voluntary 

institutional providers, and private pradice physicians. The most notable feature 

of this coalition's response to govemment policy during the 1960s was its 

increasingly public defence of the authority for services delivery. formally and 

informally delegated to its members during the 1950s. This is evident in the 

Manitoba Hospital Association's (MHA's) brief to the Hospital Survey Board 

which argued that: 

... the optimum level of patient care in and about hospitals can be 
attained and maintained by preserving and strengthening the 
present voluntary and local character of ownership and operation 
of the hospitals of Manitoba. No action of Govemrnent, or other 
agency, or indeed the Association itself which will weaken the 
concept of local authority and responsibility should be tolerated nor 
be permitted to grow.' 

The MHA's defence of its autonomy throughout the decade is also evident 

Manitoba. Manitoba Hospital Survey Boarâ Repod Vol. 1.51 7. 



in the brief it presented to the Health Minister in September 1968. As the 

discussion in Chapter 4 indicates, this brief expressed the Association's concem 

that the Manitoba Hospital Commission (MHC) was eroding the autonomy of 

hospital boards and called on the Minister to establish an independent planning 

board cornposed of representatives for the various health care provider pressure 

groups. The MMA supported this position and also played a more public role in 

health care policy debates following the 1966 federal announcement of a bill to 

establish The Medical Care Act would be introduced to the House of Commons. 

The Association campaigned for the inclusion of MMS subscribers in the federal 

requirement that ninety percent of a province's population be enrolled prior to 

the initiation of federal sharedcost funding.1° Because the Roblin and Weir 

administrations supported inclusion of the MMS in the federal calculation, the 

Association did not publically attack the provincial govemment until June 1968 

when Premier Weir agreed to enter the national program under the federal 

government's compulsory enrollment requirements. However, given wide- 

spread public support for the program in the late 1960s, this attack was 

unsuccessful and the MMAs only option was to negotiate favourable conditions 

for its membership related to the sale of the MMS to the province and the 

implementation of its current fee schedule. 

In conclusion, this discussion indicates that the study findings support the 

l0 Examples of the MMA's position can be found in newspaper articles published during March 
and April of 1967. For example, see the Winnipeg Free Press, March 15, 1967,4 and The 
Wnnipeg Tribune, April26,1967,33. 
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hypothesis related to this question. They show that during The Era of Provincial 

Capacity Growth two advocacy coalitions in Manitoba's services delivery 

subsystem. an opposition party coalition and a provider pressure group coalition, 

affected the scope and content of executive council initiatives. 

Question 3: What type of communications network did Manitoba's 
health care services delivery subsystem display and what kinds of 
nonnative assumptions were expressed by subsystem actors? 

Based on arguments by Boase noted in Chapter 2, related to the three 

different types of intenediation that can be displayed in a health care policy 

subsystem. it appears that the network of policy actors in Manitoba largely 

operated on pressure pluralist assumptions. Support for this position can be 

seen in three related features of the policy subsystem's behaviour. Fint. policy 

planning was largely based on provincial govemment efforts to develop a 

consensus among key actors by including their representatives on the various 

planning and advisory boards and commissions noted in Chapters 3 and 4. With 

regard to this point it is notable that these actors were not represented on the 

1964 Royal Commission on Local Government Organization which failed to see 

its recommendations related to realignments in the health care delivery system 

enter subsystem policy debates. Second, it is evident that goal formation and 

irnplementation in Manitoba attempted to accommodate two types of demands 

for enhanced service delivery capacity: the general public's dernands for 

improved access to local services; and provider demands for facilities that would 
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allow them to offer an ever expanding range of medical technologies. As the 

response to the final group of questions in this section suggests, the demands 

of providers were, in many respects, better represented than those of the 

general public in provincial policy outputs. 

The third feature relates to the normative assumptions that were 

displayed by key actors in Manitoba's health care delivery subsystem. During 

much of the era of provincial capacity growth no fundamental differences ir! 

policy core beliefs and the translation of those beliefs into the secondary aspects 

of health care policy was evident among these acton. In short, they generally 

supported incrernental growth in the capacity of the health care delivery systern 

within an organizational arrangement containing shared funding and 

administrative roles among key actors in the delivery system. However, it is 

notable that during the 1960s differences began to emerge between pressure 

group and govemment actors and between these actors and the opposition 

coalition. While executive council and provider pressure groups continued their 

general support of incremental capacity growth, the province's efforts to deal 

with rising costs forced subsystem actors to confront the issue of organizational 

authority in their policy debates. The response of provider pressure groups was 

to argue that their authority should be increased through the establishment of an 

independent planning agency representing the interests of providers and the 

general public. On the other hand, the province used the findings of the 1961 

Hospital Survey Board and the 1964 Royal Commission to support its position 
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that that the authority of the MHC should be enlarged to improve the province's 

ability to centrally plan the allocation of public resources. 

The opposition coalition represented by the NDP brought a new set of 

issues to this debate. This coalition's belief system was based on the 

assumption that provincial policy goals should be designed to promote citizen 

equality and equity of access to al1 services funded by the province." The 

translation of this assurnption into its position on health care policy suggested 

that because the province provided most of the funds for the delivery of services, 

it should retain ultimate authority to allocate those resources to the areas of 

greatest need. As the following chapter indicates, this assumption produced 

new initiatives for the realignment of Manitoba's delivery system during the 

tenure of the Schreyer administration which, in turn, generated heightened levels 

of conflict in the province's health care delivery subsystem. 

In conclusion, the findings pertaining to this question also support the 

hypothesis related to it. As a result, it can be suggested that, during the era of 

provincial capacity growth, the structure and content of interactions between key 

actors in Manitoba's health care delivery subsystem affected the swpe and 

content of provincial policy initiatives. 

" For a discussion of the NDP's core beliefs see James McAllister. The Govemment of Edward 
Schreyer (Kingston and Montreal: McGill-Queen's University Press, 1984) 4-6. 



Question 4: What types of initiatives were actively pursued by 
executive council actors in Manitoba's health care delivery 
subsystem into the implementation stage? 

The discussion pertaining to Question 1 above indicates that the LP and 

PC administrations reviewed in Chapters 3 and 4 punued al1 three of the 

approaches defined to Tuohy into the implementation stage. However, due to 

the more explicit nature of the RoblinMleir administration's implementation 

pradices, this govemmentJs policy behaviour is the prirnary fows of the 

response to this and the next two questions. With regard to price and supply 

constraints, Chapter 4 indicates that the Roblin administration's failure to 

implement premium increases in 1961 forced it to respond to delivery system 

cost control problems in two ways. On the one hand, it increased the province's 

annual contribution to the Manitoba Hospital Plan in 1962 from $3 to $1 0 million 

by re-assigning a portion of the province's income tax revenues to the Plan's 

annual budget. On the other, it placed a three percent limit on increases in 

hospital budgets which was increased to four percent in 1963 and remained at 

that level throughout the remainder of the RoblinMleir administration's tenure. 

Turning to cost-shifting, the Roblin administration persisted in its support 

of health insurance premiums to finance a portion of the province's funding 

responsibility for the Hospital Services Plan based on the view that premiums 

acted as a deterrent to over-utilization. Further, while it acknowledged the need 

for increased public health services funding, it maintained the shared cost 
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approach to LHU development that had limited their growth in the 1950s. As a 

result, the response to Questions 7 and 8 below indicate that while policy 

changes related to public health services irnplemented in the 1950s and 1960s 

enhanced the ability of municipalities to fund the creation of LHUs andlor expand 

the capacity of existing units by relieving them of some funding respon~ibilities.'~ 

the overall allocation of budgetary resources to public health services fell during 

this period relative to institutional services. 

With regard to organizational rationalization, it is notable that the 1959 

Survey Board recommendations called for limits on the growth of small hospitals 

in favour of better equipped regional facilities and organizational realignments 

that allowed the development of an integrated continuum of community-based 

and institutional services. These recornmendations were reiterated in the 1964 

Royal Commission on Local Govemment Organization which called for 

enhanced provincial control over the delivery of al1 provincially funded services. 

However, Roblin determined that challenging the professional provider 

coalition's position on the independence of hospital boards by expanding the 

province's planning and administrative authority would negatively affect his 

political support in rural areas of the province. As a result, he employed two 

related strategies to contain costs while, at the same time, rnaintaining his 

'' The most significant changes took place in the late 1950s and eady 1960s and included: the 
1958 funding increases to LHU budgets;: the establishment of a provincial "medi-me" program 
delivered by the MMS in 1960 which relieved municipalities of the payment of insurance 
premiums for indigents: and the creation of the Office of Alternative Care to assist in the funding 
of senrices to the elderly and infirmecl. 
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electoral support base. On the one hand, he created the MHC in 1962 which 

œntralized planning and funding authority for hospitals within a Commission that 

was "at anns lengthn from the Cabinet and the Department of Health. This 

enhanced the province's ability to coordinate policy planning and implementation 

while, at the same time, offering provider pressure groups inputs to the policy 

process through cornmittees established by the Commission's board. On the 

other hand, it opted to preernpt the unplanned growth of institutions for the 

elderly by expanding the province's regulatory authority through the passage of 

The Elderiy and lnfirm Persons' Act in 1 960. 

These findings suggest that the study hypothesis related to this question 

was not supported given that executive council actors did not prefer price and 

supply constraints relative to the other available cost control policy options. 

Rather, they attempted to utilize al1 three types of cost control and showed a 

marked interest in organizational rationalization as their preferred approach to 

the management of the province's health care delivery subsystem. 

Question 5: Were pressure group andlor opposition party bamers to 
the implementation of these initiatives encountered by executive 
council actors? 

In general, no evidence of the erection of specific barriers to the 

implementation of govemment cost control initiatives by opposition parties wuld 

be found beyond their ongoing legislative efforts to diminish the legitimacy of 

govemment health care policy initiatives. The same cari be said of pressure 



group actors. With regard to the tenure of the Campbell administration. the 

findings indicate that. during the 1940s and 1950s, provider pressure groups 

publically accepted this govemment's 'pay-as-you go" philosophy. While they 

were dissatisfied with the pace of capacity growth by the late 1 950s1 they did not 

ered observable barriers to the implementation of this administration's policy 

agenda. This does not suggest that implementation of the province's hospital 

insurance program was unopposed by provider pressure groups. Rather. that 

their opposition to this program fowssed on attempts to stop the federal 

government's passage of the HlDSA rather than the implementation of the 

provisions of this Act in Manitoba." 

With regard to the Roblin and Weir administrations, the findings indicate 

that the MHA was the pressure group most directly affected by the province's 

wst  control initiatives during the 1960s. However, this Association did not 

publically resist the province's efforts to control hospital budgets until 1968 when 

the MHC's study of hospital costs. released in April of that year. indicated that 

wmpliance to provincial policy was problematic. This study found that the 

immediate impact of implemented budget limits was an average drop in hospital 

budget increases to ten percent in 1963 and just under five percent in 1964. 

However. the average began to increase in 1965 and, by 1967. had reached a 

new high of fourteen percent over the previous year.14 As a result. in 1967 the 

l3 For a detailed review of national pressure group opposition to this pmgram see Taylor, Heami 
insurance and Canadian Public Policy, 188-98. 

14 Manitoba Hospital Commission, Forecasf of Costs and Financial Requirements. 3. 
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province was once again forced to increase its direct contribution to the MHC, 

from $10 million to $21 million annually. Further evidence of cornpliance 

problems among the MHA's membership can be seen in the context of the 

MHC's voluntary shared services program initiated in 1963. The response to this 

program, which was designed to encourage hospitals to enter into agreements to 

share specialized services, focussed almost exclusively on the development of 

regional laundry services throughout the 1960s. 

In conclusion, the hypothesis related to this question is supported by the 

study findings. However, it is notable that the inability of executive council 

actors to fully implement explicit cost control initiatives was due to a particular 

type of failure: the failure to anticipate the nonampliance of key provider 

pressure groups to provincial policy outputs. 

Question 6: Were bureaucratic barriers to the implementation of 
these initiatives encountered by executive council actors? 

With regard to this question, no evidence of explicit bureaucratic barriers 

to the implernentation of govemment cost control initiatives could be found in the 

data surveyed for this study. As a result, the hypothesis pertaining to this 

question does not appear to be supported. 



POLlCY IMPACTS 

Question 7: How did implemented policy initiatives alter the 
functional and geographic scope of Manitoba's health care delivery 
system? 

The discussion in Chapter 2 related to this Question indicates that two 

types of indicators are utilized here to assess changes in Manitoba's delivery 

system. The first fowses on changes in the functional scope of the province's 

health care delivery role. As the discussion in Chapter 3 indicates, the passage 

of The Health Services Act in 1945 significantly expanded the province's 

functional scope by shifting the policy fows of the Department of Public Health 

and Welfare from a regulatory role to that of a participant in the sharedcost 

delivery of public health and diagnostic services, the construction of hospitals, 

and the funding of services for the medically indigent. The responsibilities 

established by this Act, serve as the starting point for Table 5.1 below. 

The second set of indicators related to Question 9 focus on cumulative 

changes in the geographic swpe of services delivery. Here the findings, which 

are eontained in Tables 5.2 to 5.5 below, summarize the scope of capacity 

growth between 1948 and 1969. With regard to public health services, Tables 

5.2 and 5.3 identify LHU growth betweenl949 and 1969. In addition, Tables 5.4 

and 5.5 summarize the findings pertaining to the geographic scope and capacity 

of public general hospitals and long-terni care facilities. 



Table 5.1: Changes in Functional Scope from 1948 to 1968 

Status in 1948 

The shared-cost funding 
of LHU services with 
local govemments and 
the direct delivery of 
public health nursing to 
municipalities and 
unorganized territories 
not inciuded in a LHU. 

Delivery system 
planning in consuitation 
with provider pressure 
groups, the provision of 
hospital construction 
grants, the provision of 
grants for up to three 
months for the care for 
indigents. 

The regulation of 
private and voluntary 
facilities. 

The shared -cost 
funding, with local 
govemments, of the 
services provided by a 
MCD. 

Status in 1969 

The funding and 
delivery of preventive 
and northern services, 
the shared-cost funding 
of CHU services, the 
delivery of public heaith 
nursing to areas not 
included in a LHU, and 
the delivery of care 
services to the elderfy 
and infirrrted. 

The centralized 
regulation, and funding 
of hospital services 
through the province's 
hospital insurance 
prograrn. 

The regulation of 
ptivate and voluntary 
facilities coupled with 
increased planning 
control through the 
provision of 
construction grants to 
voluntary elderiy 
persons housing 
projects. 

The centralized funding 
of physician's services 
through the province's 
medical care insurance 
program. 



Table 5.2: LHU Growth in Rural Manitoba from 1949 to 1969 l5 

1) Birtle-Shaal Lake 1 established 1960 1 21,500 

Pop Served 1949 

20500 

(1 Dauphin 

Pop Served 1969 

38,000 

II Neepawa 1 19600 1 27,800 

Il Southem 1 estabJished 1969 ( 43,600 

Northern 

Portage 

Red River 

Sel kirù 

II South-West 20,1 O0 

I I 
- - 

11 ~ w a n  ~al ley  17600 16,000 

14900 

18300 

1 7700 

24000 

II Total 1 179600 1 387,800 

30,900 

38,000 

25,400 

43,800 

II Total Provincial Pop 1 757000 1 979,000 

11 Total Rural Pop 1 427000 1 452,300 

1% of Rural Pop Sewed 1 42.1 % 1 85.7 % 

Table 5.3: LHU Growth in Metropolitan Winnipeg ffom 1949 to 1969 

1 Kildonan 1 24000 1 69,000 

II St. Boniface 1 25000 1 63,000 

II St. James 1 40000 1 1 19.800 

'' Ail population totafs have k e n  rounded to the nearest hundred. 

City of Winnipeg HD 

Total Pop. Served 

236000 

325000 

274,900 

526,700 



Table 5.4: Hospital Growth in Manitoba from 1949 to 1969 

Reg ion 1 1948/49 1 19611169 1 % 
lncrease 
- - -  

Central: Y of Communities with Facilities 1 7 1 13 1 85.7 

: Rated Bed Capacity 

Eastman: # of Communities with Facilities 

Interlaice: # of Communities with Facilities ( 4 l 7 l 75 

: Rated Bed Capacity 

1 82 

3 

76 

: Rated Bed Capacity 

Norman: # of Communities with Facilities 

474 

7 

: Rated Bed Capacity 

Parkland: # of Cornrnunities with Facilities 

: Rated Bed Capacity 1 4 0 7  1 9 4 1  ( 131.2 

160.4 

133.3 

226 

118 

2 

: Rated Bed Capacity 

Westman: # of Communities with 
Facilities 

197.3 

131 

6 

199 

7 

178 

13 

Total Rural Capacity 

68.6 

250 

344 

9 

Total Rural Population (in thousands) 

Rural Beds Per 1000 population 

Winnipeg: # of Facilities 

:Rated Bed Capacity 

11 Winnipeg Beds Par 1000 population 1 7.2 1 6.8 1 -5.5 

f 62.5 

50 

423 

27 

1092 1 2607 
E 

Total Winnipeg Population (in thousands) 

Table 5.5: Long-Tem Care Facility Growth in Manitoba from 1949 to 1959 

137.6 

107.6 

138.7 

427 

2.6 

9 

1967 

325 

452 

5.8 

11 

3584 

5.9 

123.1 

22.2 

82.2 

526 -7 

Reg ion 

Central: # of Communities with Facilities 

: Rated Bed Capacity 

Eastman: # of Communities with Facilities 

: Rated Bed Capacity 

62.1 

1948149 1968/69 

7 

400 

3 

1 96 

% 
lncrease 



' Interlake: # of Comrnunities with Facilities 1 1 3 1  

: R a t 4  Bed Capacity 1 1 338 1 

: Rated Bed Capacity 1 1 1 3 7  1 

Norman: # of Communities with Facilities 

: Rated Bed Capacity 

Paricland: # of Communities with Facilities 

Westman: # of Comrnunities with 1 1 12 1 

1 

203 

3 

Total Rural Population (in thousands) 1 427 1 452 1 5.9 

Facilities 

: Rated Bed Capacity 

Total Rural CapacityY6 700 

Rural Beds Per 1000 population 1.6 4.8 200 

1 
II Total Winnipeg Population (in thousands) 1 325 1 526.7 ( 62.1 

893 

21 67 

I 
Winnipeg Beds Per 1000 population 2.2 4.7 1 113.6 

209.5 

Winnipeg: # of Facilities 

The hypothesis related to this question, that policy initiatives implemented 

to realign the functional and geographic swpe of Manitoba's health care delivery 

system did not produce significant policy impacts, is not supported by the 

findings in these tables. They indicate that the population served by LHUs in 

rural regions increased by 103.6 percent, from 41 -2 to 85.7 percent of the rural 

population, while the LHUs in metropolitan Winnipeg, along with the Winnipeg 

Health Department, expanded to meet the City's population increase of 62.1 

percent. Tuming to changes in the capacity of hospitals, rural regions of the 

province experienced a 123.1 per cent increase in beds per thousand population 

35 

Rated Bed Capacity 

l6 While provincial reports indicated the total number of rural beds available in 1949. no 
indication of their regional distribution coufd be found in the data surveyed. 

700 2520 260 
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due, in part, to an average increase in the number of wmmunities with facilities 

in each region of 1 16.9 percent. On the other hand, capacity growth in 

metropolitan Winnipeg failed to keep pace with the City's increasing population 

and the beds per thousand ratio fell by 5.5 percent. Winnipeg did experience a 

1 13.6 percent increase in the nurnber of long-terrn care beds per thousand 

population, but this increase was not as great as the 200 percent increase in the 

nurnber of long-terni care beds per thousand experienced in rural Manitoba. 

Question 8: How did implemented policy initiatives alter 

administrative authority in Manitoba's health care delivery system? 

The following table compares Manitoba's audited financial statements for 

the 1948-49 fiscal year with those for the 1968-69 fiscal year. 

Table 5.6: Provincial Budgetary Changes from 1949 to 1969 

11 Budget Line 1 190849 1 1968-69 

H Total Provincial Budgetary Expenditures (in 1 37.52.2214 ( 357.331.901 
al1 areas) 

Provincial Health Care Expenditures 

Health Dept. Expenditures as a % of the 
Province's Total Expenditures 

11 Totals 1 1 0O0h 1 1 OO0h 

Health Dept. Divisional Expenditures as a % 
of the Total Health Care Expenditures 

Executive Division 

Psychiatric Services Division 

Public Health Services Division 

Hospitals and Related 1 nstitutional Services 

3,749,949 

1 OOh 

43,943,443 

12.3% 

4.72Oh 

48.03Oh 

32.44Oh 

14.81 O h  

2.08°? 

29.46% 

19.57% 

48.89% 



This table shows that the allocation of provincial resources shifted 

between 1949 and 1969 with the relative share of the province's expenditure 

budget for psychiatric and public health services dropping by an average of 39.2 

percent. On the other hand, the allocation for awte care hospitals and long- 

terni care facilities increased by 230.1 percent across this two decade period. 

Given these findings. the hypothesis pertaining to this question was not 

supported as provincial initiatives did produce changes in the health care 

delivery systemJs capacity. These findings also suggest that marked differences 

existed in the province's planning and administrative authority for services 

delivery. In short, the relative share of resources allocated to the service 

delivery functions under direct provincial control. psychiatric care and public 

health sewices (where municipalities contributed one-third of the wsts), 

dropped an average of 2 percent per year. Altematively. the relative share of 

resources allocated to medical care providers increased an average of 11.5 

percent per year. This supports the point made in the discussion pertaining to 

Question 1 above that provincial efforts to increase delivery systern capacity to 

enhance access were influenced and perhaps led by the special interests of 

health care providers relative to the broader interests of the general public. This 

also assumes that the interests of the general public differed from those of 

health care providers. The election results of the 1958 and 1969 general 

eledions suggest that there were differences in that promises to enhance 

access to public health services, as opposed to institutional medical Gare, 
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contributed to the electoral success of the Roblin and Schreyer administrations. 

This is also evident in the la& of public support for the Weir administration's 

protection of the MMA's interests related to a continued role for the MMS in 

Manitoba's health insurance programs. 

Question 9: How did implemented policy initiatives alter functional 

roles in Manitoba's health care delivery system? 

As the discussion in Chapter 2 indicates, the response to this question is 

based on a nine category list of functional roles. Table 5.7 below summarizes 

the impact of the Campbell, Roblin, and Weir administrations on each of these 

categories. It provides a further indication of the province's increased role in the 

planning, funding, and administration of health care services delivery between 

1948 and 1969. However, with regard to the hypothesis for this question, that 

policy initiatives implemented to alter functional administrative roles in 

Manitoba's health care delivery system did not produce significant policy 

impacts, the findings mirror those related to the previous question. In short, 

while functional administrative changes had a positive impact on the delivery 

system's capacity, they concentrated on improving institutional medical care at 

the expense of community-based public health and mental health services. 



Table 5.7: Changes in the Province's Functional Roles 

1 Provincial Function 

Legislative fundions pertaining to 
govemance of the delivery system. 

Inter-Sedoral Collaborative 
Fundions with other juflsdictions to 
facilitate services funding and 
delivery. 

Revenue-Raising Functions related 
to the funding of services. 

Planning and Resource Allocation 
Functions related to services 
delivery. 

-- - - 

Policy-Making Functions related to 
the licencing of and standards for 
services providers. 

Inter-Agency coordinative Functions 
related to services deliveiy. 

Regulatory Functions related to the 
resource utilization practices of 
professional providers. 

Training Functions Related to the 
education and placement of 
Professional Providers. 

Il Management Functions related to the 
day-to-day administration of sewices 
delivery. 

- - 

TypeAUature of Change 

lncreased as legislative scope and 
authority expanded from seven major 
Acts in 1948 to a total of thirty-one by 
1969. 

lncreased with the federal 
govemment due to the introduction 01 
insured services programs and with 
the other provinces due to federal 
demands for portability between the 
provinces related to heaffh insurance. 

lncreased with the introduction of the 
premium-based Manitoba Hospital 
Services Plan and with new foms 
of taxation that were irnplemented 
by the province to augment its 
general revenues. 

lncreased due to expansion of the 
province's scope and authority 
related to delivery systern funding. 
- - 

lncreased with regard to providers in 
hospitals and long-term care 
facilities. 

lncreased in the 1940s due to the 
introduction of the National Health 
Grants Program and in the 1950s and 
1960s due to the implementation of 
insured services programs. 

lncreased in the areas of mental 
health and public health care as the 
province attempted to contain growth 
in its health care expenditures. 

lncreased with the introduction of 
professional training grants through 
the National Heatth Grants Program. 

lncreased in the area of public health 
with the province's ta keover of 
preventive health programs offered 
by LHUs. lncreased in the area of 
insured health care senAces with the 
establishment of the MHC. 



CHAPTER 6. 

RATlONALlZlNG THE DELIVERY SYSTEM: 1969 -1977 

This chapter reviews the tenure of the Schreyer administration which 

govemed Manitoba from July 15, 1969 to October 11, 1977. As the previous 

chapter suggests, this administration brought a new perspective to debates in 

the province's health care policy wmmunity based on the NDP's philosophy of 

'social democracy." The first section of this chapter reviews how the Schreyer 

administration translated this philosophy into policy planning during its first term. 

The second section turns to the implementation and budgetary challenges that it 

encountered during its second t e m  in office. In addition, this section notes a 

shift in the NDP's heaith care planning priorities from a rural to a Winnipeg 

focus. The final section suinmarizes changes in capacity, costs, and provincial 

control during the tenure of this administration. It indicates that the NDP had a 

positive impact on citizen access health care services through the removal of 

health insurance premiums, the province's takeover of full administrative 

responsibility for public health services delivery, and the expansion of long-terni 

care capacity. However, these policy initiatives produced increased demands 

on the province's budget and brought the Schreyer administration into open 

wnflict with provider pressure groups in the province's health care policy 

wmmunity. 



THE SCHREYER ADMINISTRATION'S 

FlRST TERM 

When the NDP assumed office, Premier Schreyer appointed Sidney 

Green as the Minister of Health and Social Services. While Green's tenure as 

the health minister lasted only through the Fall session of the legislature, he was 

responsible for impiementhg what the govemment's August 14 Speech From 

The Throne described as a "substantial reduction" in health insurance 

premiums.' This reduction was facilitated by the Novernber 1969 passage of an 

amendment to The Medical SeMces lnsurance Act which allowed hospital and 

medical insurance premiums to be combined in a single payment. Following the 

passage of these amendments, Premier Schreyer announced that as of January 

1, 1970 the total monthly cost of health insurance premiums would drop from 

$8.50 for a single person and $1 7.00 for a family to $4.1 5 for a single person 

and $8.30 for a family.* At the same time he indicated that his govemment was 

initiating the administrative integration of al1 health insurance programs within a 

single agency to enhance the efficient and effective management of these 

programs. 

The Fall session was followed by a cabinet shuffle that saw Rene Toupin 

Manitoba, "Throne Speech Forecasts Wide Govemment Agenda," Information Services 
Branch, August 1 5, .lQ69, 1 . 

Manitoba, "New Heaith lnsurance Premiurns Effective January 1 ," Information Services 
Branch, November 26,1969,l. 
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replace Sidney Green as the Minister of Health and Social Services? Toupin's 

tenure as the health minister, which continued into the administration's second 

terni, saw provincial health planners focus on three major policy initiatives: the 

administrative integration of insured health services programs; expansion of the 

province's funding and delivery roles in the area of public health services; and 

the development of a new mode1 for the delivery of an integrated continuum of 

health services at the local level based on the Community Health Centre (CHC) 

and Single-Unit Delivery System (SUDS) concepts. The following sub-sections 

review the government's efforts to implement these initiatives during the 

Schreyer administration's first ten .  

The Administrative lntegration of lnsured Programs 

As the previous chapter notes, the administrative integration of insured 

hospital and medical care programs was initiated by the Weir administration in 

early 1 969. This initiative began with the January 1 0 announcement that the 

Manitoba Hosptial Commission (MHC) Chair would assume the Chair of the 

Manitoba Medical Services Insurance Corporation (MMSIC) board. This was 

followed, on January 27, with an announcement that the Manitoba Medical 

Service (MMS) would administer the medical insurance program under contract 

during the program's first year of operation and would then be absorbed by the 

MMSIC on April 1, 1970. On April 1, 1969 a third announcement indicated that 

Manitoba, The Manitoba Cabinet," Information Services Branch December 19, 1969, 1. 
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the narne of the MMSlC would be changed to the Manitoba Health Services 

lnsuranœ Corporation (MHSIC). Three events, which were noted in the 

previous chapter, contributed to these announcements. The first was the 

September 1968 completion of Operation Productivity which found that the 

administrative integration of similar service delivery activities would, in general, 

enhance their efficiency and effectiveness. The second was the MHA's 

Septernber presentation of its brief to Minister Witney expressing the 

Association's concems related to the erosion of the authority of hospital boards. 

The third was the federal government's November announcement that it was 

considering replacing sharedast funding for insured hospital and medical Gare 

services in 1973 with a single transfer that it described as a 'Yiscal equivalent" to 

the existing arrangements. While this announcement did not indicate what fom 

a new funding mechanism would take, the Weir administration assumed that a 

single block grant for al1 health services was the likely instrument and that a 

single agency would be the most efficient way to administer this grant. 

While no further progress related to the creation of a single agency 

occurred during the remainder of the Weir administration's tenure, the election of 

the Schreyer administration brought new political momentum to this policy 

change. This was given further momentum through the November release of the 

Conference of Health Ministers Task Force report on the costs of health 
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s e ~ i c e s . ~  As noted in Chapter 1. the Task Force argued that the realignment of 

what it described as the fragmented organization of provincial health care 

delivery systems was necessary to improve the costeffective utilization of public 

resources. In addition. it offered recommendations which suggested that the 

provinces should expand their regulatory authority over professional providers to 

enforce consistent planning, administrative. and service delivery practices. 

The Schreyer administration employed these arguments to legitimize the 

February 1970 introduction of a bill to establish a single health services 

commission. On July 21 this bill received Royal Assent as The Health Sewices 

lnsurance Act. On October 21 the act came into force with the establishment of 

the Manitoba Health Services Commission (MHSC) which was responsible for 

the programs previously administered by the MHC and the MHSIC.' 

While the Task Force report played a role in the timely establishment of 

the MHSC, a series of events between 1970 and 1973 resulted in significant 

growth in the Commission's planning and administrative authority. When The 

Health Semices lnsurance Act was presented to the legislature, a Winnipeg 

surgeon, Dr. David McQueen, responded publically to its introduction by 

suggesting that the teaching hospitals in Winnipeg were restricting admissions 

Canada, Task Force Reports on the Cost of Health Services in Canada, Volumes I to III 
(Ottawa: Queen's Printer, 1969). See Volume II which offers a range of recommendations 
related to the need for consistent practices related to the way sewices were delivered by 
hospitals as well as their construction, management, and hurnan resources policies. 

On April 1,1970 the MMS ceased to be the agent for processing medical insurance daims in 
Manitoba and was absorbed by the MHSIC. 
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to the patients of physicians who held active staff privileges within these facilities 

and that their admissions and staffhg policies should be investigated by the 

government. Further, he suggested that the proposed MHSC should be 

mandated to ensure that equitable access to the specialized services these 

hospitals provided would become available to ail residents of the province. The 

Schreyer administration responded to Dr. McQueen's arguments by establishing 

The Commission of lnquiry lnto Hospital Admissions on March 26, 1970. It waç 

chaired by Mr. Justice J. M. Hunt who was empowered to investigate the staffing 

and admissions practices of al1 of the province's hospitals with particular 

attention to the teaching hospitals in Winnipeg.' The Hunt Commission reported 

one year later with a report containing forty-two re~mmendations.~ While it 

supported the continued administrative autonomy of hospital boards, it 

rewmmended that the granting of staff privileges and the admissionsldischarge 

practices in hospitals be standardized and centrally regulated. It also 

recommended that facility planning be centrally managed by the MHSC to 

ensure that alternatives to acute care accommodation, in the forrn of extended 

and persona1 care beds, would become more readily available in the province. 

The Schreyer administration's response to these recommendations came 

Manitoba, Report Of The Commission of lnquiry lnto Hospital Admissions, March 26,1971. 
See p. 7 for the Commission's Terms of Reference. 

' Ibid., 66-70. These recommendations relate to the structure of hospital boards, medical staff 
pnvileges in the teaching hospitals, admissions and discharge practices in the province's 
hospitals, the future development of health care facilities in Winnipeg, the role of general 
practitioners, and the foie of the College of Physicians and Surgeons. 



in four steps which progressively expanded the administrative authority of the 

MHSC. The first step occurred in March 1971 with the introduction of 

amendments to The Health Services Insurance Act. They came into force in 

August and expanded the Commission's mandate from the administration of 

health insurance prograrns to "...in-depth examinations of proposais relating to 

long-range health care planning.'@ The second step occurred in April 1972 when 

the govemment transferred two responsibilities held by the Department of 

Health and Social Development to the MHSC: planning responsibility for the 

construction of personal care homes; and responsibility for the administration of 

Diagnostic Services Units (DSUs) in rural Manitoba. The third step, which 

occurred one year later, is discussed below in relation to the establishment of 

CHCs and provided the MHSC with primary responsibility for the implementation 

of provincial delivery system reforms. The final step took place on July 1, 1973 

when the Commission was given responsibility for the govemment's new insured 

services program for personal Gare homes along with regulatory responsibility 

for ail long-term care facilities in the provin~e.~ 

a Manitoba Health Sewices Commission, 1971 Annual R e m  (Winnipeg, MHSC, 1 Q?2), 13. 
These amendments had three specific impacts on the structure and role of the Commission's 
board. First, they allowed the Commission's Chair to become a part-time, rather than a full-time 
administrative position, through the establishment of an Executive Directots position to serve as 
the Commission's CEO. Second, they expanded the size of the Commission's board from seven 
to nine appointed members. Third, they expanded the board's mandate from the management 
of heaith insurance prograrns to the planning and regulation of the province's health care 
services delivery system. 

Note that in response to the creation of an insured services program for personal care homes 
the MHA changed its name to Manitoba Health Organizations, Inc (MHO) at its annual meeting 
in November 1973. 



The Regionalization of Public Health Services 

Policy changes in this area were also initiated by the RoblinMleir 

administrations. They began two months after the September 1968 release of 

Operation Productivity's findings when the Department of Health and Social 

Services announced a new organizational structure that included a Social 

Services Division mandated to deliver services through eleven regional offices 

based on the SUDS concept.10 Throughout 1969 and 1970 the Department was 

occupied with the establishment of this Division and the only major 

announcement pertaining to public health services came in May 1970 when the 

Department's name was changed to the Departrnent of Health and Social 

Development. However, six events during 1970 indicated that more significant 

changes were being planned: 

- the March 22 announcement by the lndustry and Commerce Minister 
that the province was initiating a study to detenine how provincial and 
municipal services could be administered on a regional basis;" 

- an August 26 submission to cabinet by Mr. Toupin which proposed the 
transfer of al1 administrative responsibility for public health and sociai 
services to his department, the development of coterminous regional 
boundaries for the integrated administration of public health and social 
services by the province, and the introduction of the SUDS concept to al1 
of the public health services that would delivered by the ~epartment;'~ 

'O Department of Health and Social Services, 1968 Annual Report (Winnipeg: Queen's Printer. 
1969). A discussion of the Department's mandate and new organizational structure is offered on 
p. 1-5. 

" Manitoba, "Planning Emphasis For Regional Bodies", Information Services Branch, March 26, 
1970. 

l2 Manitoba, "Submission To Cabinet by The Minister of Health and Social Development," 
August 26, 1970. Following cabinet a working group was established in September to explore 
the feasibility of a regional SUDS- based system for sewices delivery. 



- a September speech by the Municipal Affairs Minister to a meeting of the 
Manitoba Urban Municipal ities Association which advocated the 
establishment of regional govemment units to administer policy areas that 
extended beyond the jurisdictional boundaries of m~nicipalities;'~ 

- the November passage of amendments to The Municipal Act which 
enabled the province to release local govemments from their 
administrative obligations related to provincial-municipal shared-cost 
programs; 

- the December departure of Mr. Toupin and senior members of his 
Department on a fact-finding visit to the Scandinavian states to determine 
whether new models for wmmunity-based health Gare delivery developed 
by them could be applied to Manitoba's delivery system; 

The final event was the release of a Discussion Paper by Mr. Toupin 

following his return from the Scandinavian states. It defined the need for 

Departmental reorganization based on the view that implementation of the SUDS 

concept in al1 service areas was necessary for two reasons. First. it was 

assumed that the concept's implementation would increase delivery system 

efficiency and effectiveness due to its focus on providing services through 

integrated teams of professional providen and its emphasis on the needs of the 

clienttpatient. rather than those of service providers. Second, it was assumed 

that implementation of the concept would alter the Department's relationship with 

citizens by enhancing citizen support of, and participation in, health care policy 

issues. This is emphasized in the opening pages of the paper which note that: 

" Manitoba. "Pawley Advocates Regional Appmach." Information Services Branch. September 
25, 1970. The provision of hospital care, public heafth and social services, and seniors housing 
were among the issues cited by the Minister in his speech. 



Through the Single Unit Delivery System we hope to create that 
sense of wncem which will show the individual that this is a 
Department and a Govemment that is totally committed to meeting 
his or her total needs ... We feel that this development of a one to 
one relationship with the citizen will encourage greater citizen 
participation in the affairs of the provincial government. By doing 
this. we are attempting to restore belief in the government process 
and show to the average individual that he or she is the centre, the 
focus and the ultimate reason for our existence as a Department 
and Govemment. l4 

The combined impact of these events on the govemment's policy agenda 

became evident in the Schreyer administration's April 1971 Speech From the 

Throne which stated that the govemment would ". . .adopt new concepts and take 

new directions in the delivery of health and social development services ..." 

including: the regional integration of services delivery; the developrnent of 

alternatives to hospital care in the fom of CHCs and personal care homes; and 

the introduction of a new program to reduce prescription drug costs for the 

elderly and infirm. l5 This speech was followed by five events in 1971 related the 

regionalization of services delivery: 

- the April 30 announcement by the Minister of lndustry and Commerce 
that his department was initiating study of regional models for the 
administration of ail provincial ser~ices;'~ 

l4 Manitoba, A ReOrganization Concept for the Department of Health & Social Development 
(unpu blished discussion paper, Decem ber 1 WO) ,  3. 

l5 Manitoba, "Health, Welfare Changes Outlined," Information Services Branch April8. 1971 p.1. 

'' Manitoba, "Regional Analysis Program Announced," Information Sewices Branch, April 30, 
1971. 



- the July 2 announcernent by Mr. Toupin of a Departmental 
reorganization to facilitate the administrative integration of public health 
and social services;17 

- the August initiation of a pilot project in two rural social service regions 
to assist implementation planning related to the SUDS concept;'' 

- the October 22 announcement by Premier Schreyer that a second phase 
in the study of regional govemance models would begin in January 
1 972;19 

- the December 29 formation of a Task Force responsible for defining new 
regional boundaries to facilitate the irnplementation of a SUDS- based 
health and social services delivery system across the province. 

The following year saw two additional changes related to public health 

services. In March, the Minister of lndustry and Commerce announced the 

completion of his study of regional govemment models and the beginning of the 

next phase of implementation based on a series of planned meetings with the 

representatives of municipal govemments in the province.20 Two months later 

the Task Force appointed the previous December to study public health and 

social services delivery reported to cabinets2' It recommended the 

establishment of seven regionai units in rural Manitoba based on what it defined 

l7 Manitoba, "Service lntegration Outlined by Toupin,' Information Services Branch, July 2, 1971. 

Donald E. Vernon, "Integrated Social Services in Manitoba." Public Welfare, Surnmer 1973, 3. 

'' Manitoba. Regional Analysis Caravan Announced, Information Services Branch. October 22, 
1971. 

Manitoba, "Regional Analysis BrÏefings Cornpleted," Information Services Branch, March 17, 
1972. 

Manitoba, Final Report Of The Task Force On Regional Boundaries, (WÏnnipeg: Department of 
Health and Social Development, May 1972). See 2-3 for the discussion on boundaries and the 
need for new legislation to facilitate "more perfedn boundaries. 



as "interim boundaries" created through an amalgamation of the province's 

sixteen established LHUs and eleven social services regions. F urther, it 

indicated that "more perfect boundaries" could be defined following the 

completion of provincial- municipal meetings related to a regional govemment 

system and the subsequent passage of new legislation to enable the formation 

of regional govemment units. 

The provincial-municipal meetings announced in March continued 

throughout the remainder of 1972. While the municipalities were resistant to the 

establishment of regional govemment units with wide-ranging administrative 

authority, they supported a transfer of their responsibility for LHUs to the 

province if the province was willing to offer thern the same relief from funding 

responsibility that it had when their responsibility for DSUs was transferred to 

the MHSC in 1971. As a result, the Department of Health and Social 

Development began forrnal negotiations with LHU boards in the fall of 1972 

related to the transfer of their authority to the province. As negotiations with the 

boards in each region were finalized, the Department appointed a regional 

director to administer services delivery. While al1 regional directors were 

appointed by April 1, 1973. it is notable that the Schreyer administration viewed 

this regional delivery systern as a temporary organizational arrangement. This is 

emphasized in the 1972 Annual Report of the Department of Health and Social 

Development which indicates that the creation of these regions was the first of 

two stages in the planned reorganization of public health care delivery. It goes 
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on to note that "...A second stage of developrnent foresees the establishment of 

District Health and Social Services boards with jurisdidion over an integrated 

system of services. "* 

As noted above, provincial-municipal meetings held during the first half of 

1972 did not produce support for the province's regional government model. As 

a result, during the four month period leading up to the June 1973 provincial 

election, the Schreyer administration made two additional announcements 

related to health care delivery. First, it used the February 22 Speech From the 

Throne to announce that it govemment would expand its responsibility for health 

care through extension of the province's insured services program to al1 types of 

long-terni institutional care, expansion of the insured home care services 

program to al1 regions of the province, and the introduction of a program to pay 

eighty percent of the drug costs incurred by elderly and cbronically-ill personsn 

The intent to irnplement these commitments on July 1 was announced by the 

Premier during the March 30 presentation of the budget speech. This speech 

also indicated that the Province would eliminate the collection of al1 premiums for 

insured health services on June 1 .24 Second, it abandoned its plan for the 

development of large regional govemment units in favour of a model based on 

Manitoba, Annual Report 1972, (Winnipeg: Department of Heaith and Social Development, 
1972) 15. 

Manitoba, "Major Health, Social Aid Program Unveiled," Information Services Branch, 
February 23, 1973.. 

24 Manitoba, "No Health Premiurns After June First," Information Services Branch, March 30, 
1973. 



district units that more closely approximated established administrative 

relationships between incorporated toms or villages and their adjacent rural 

municipalities. This new approach to regionalization was detailed in the Mardi 

1973 release of Guidelines For the Seventjes, a two volume statement of the 

govemment's future plans for policy change in rural Manitoba based on the "stay 

option" concept.25 

The Introduction of CHCs 

The introduction of the Comrnunity Health Centre concept to Manitoba's 

health care policy community represents the beginning of what the 1972 Annual 

Report of the Department of Health and Social Development describes as the 

"second stage" in the Schreyer administration's effort to rationalize the 

organization of health care delivery in Manitoba. The introduction of this 

concept began in 1970 with Mr. Toupin's December visit to the Scandinavian 

states to study their CHC model. This trip was followed by the following events 

in 1971: 

-an indication in the April8 Speech From The Throne that the govemment 
was "exploring" the CHC concept;26 

Manitoba. Guidelines For the Seventies. Volumes 1 8 11, (Winnipeg: March t973). On p.9 of 
Volume Il the 'stay option" is defined as the administrative integration of all public sedor 
senrices at the community level to "...provide those econornic opportunities and social arnenities 
in ouf rural areas which will permit the choice to move into the city to be one of preference, and 
not a decision determined only by economic necessity." 

26 Manitoba, "Heaith, Welfare Changes Outlined," Information Services Branch Apnl8, 1971. 



- an April 12 announcernent that the govemrnent had appointed a study 
group based on the Hunt Commission's recornmendation for "...a full 
study of community health care needs with emphasis on alternative care 
facilities that could release the pressure on hospital beds and  service^";^' 

- the May establishment of the Hastings Task Force by the Conference of 
Health Ministers which included Dr. Ted Tulchinsky as one of Manitoba's 
two representatives. 

- the June hiring of Dr. Cecil Sheps as a consultant to the government on 
the development of CHCS;*~ 

- the August 3 approval of a submission to cabinet by Dr. Tulchinsky 
requesting funding for study of the role of CHCs in the reorganization of 
the province's health and social services delivery sy~ te rn ;~~  

- the September 24 announcement that the govemment planned to create 
CHCs in the northern communities of Churchill and Leaf Rapids 
responsible for "...social development, public health, and allied medical 

11 30 services.. . . 

The MMA responded to the last of these announcements with a demand 

that Mr. Toupin meet with its executive to discuss the govemment's future plans 

" Manitoba. "Govt. Studying Hospital Report," Information Services Branch, April 12. 1971 p.2. 
The members of this study group inciuded the Chair of the M.H.S.C., the Deputy Minister of 
Health and Social Development, and Dr. Ted Tulchinsky who had k e n  hired as a special 
consuttant to Mr. Toupin in March. Dr. Tulchinsky had begun his career as a physician in The 
Saskatchewan Community Clinic and had come to Manitoba after sewing as the medical director 
of the St. Catherine's Cornmunity Group Health Centre and the executive director of the Ottawa 
and District Community Health Foundation. 

Dr. Sheps was the husband of Dr. Mindel Sheps who was the first secretary of the 
Saskatchewan Health Commission. He was active in the supporting the Dougal administration's 
establishment of hospital insurance in that province and in 1946 served as the Commission's 
chair. 

This submission is discussed in an Odober 7, 1971 letter to Dr. Tulchinsky frorn Dr. Sheps 
discusses its contents. In this letter Dr. Sheps agrees with Dr. Tulchinsky's assumption that 
changing the roles of existing facilities would act "...as a lever to help change the system 
around." However, Dr. Sheps goes on to express reservations related to Dr. Tulchinsky's 
expectation that the goveming boards of District Hospitals will to co-operate with his plan to 
convert them to CHCs. 

" Manitoba, Heaith, Social Dev. Centre For Churchill," Information Services Branch, September 
24, 1971. 
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for delivery system reorganization. This meeting, which took place less than a 

week later. included the presentation of a MMA Discussion Paper critical of the 

government's initiative to implement the CHC concept in Manitoba. Mr. Toupin 

responded to its content in an October 12 letter which defined the reasons why 

the govemment would continue to pursue the development of CHCs including 

the need to: contain increases in provincial health services costs; reduce 

organizational fragmentation. over-specialization. and the discontinuity in the 

delivery system; and reduce the 'overdependence on acute care hospitalsn so 

that resources could be re-allocated to other programs designed to improve 

population healthe3' The Schreyer administration's intent to pursue 

implementation of the CHC concept despite MMA opposition was further 

confimed in January 1972 when Dr. Tulchinsky assumed the post of secretary 

to the Health, Education, and Social Policy (HESP) subcommittee of the new 

cabinet Planning Secretariat chaired by a senior cabinet minister, Mr. Saul 

Miller. On January 31 Premier Schreyer, Mr. Miller, and the HESP subcommittee 

met with Dr. Sheps to discuss planning goals for the upcoming year. The 

minutes of this meeting indicate that the following agreements were rea~hed;~* 

- that the province undertake the development of "...a major public 
presentation on health policy in the context of the evolving health scene 
in North America ..." based on the integration of public and institutional 
health services at the cornmunity rather than at the regional level; 

'' Manitoba, Letter from the Honourable Rene Toupin, Minister of Health and Social 
Development to the MMA Board, October 12, 1971, p.8-9. 

Manitoba, Minutes of the HESP Subcommittee Planning Meeting, January 31, 1972. 



- that this presentation avoid discussion of the role of private health care 
providers due to the current lack of support for the CHC concept among 
the membership of the MMA; 

- that "decisive action" be taken by taken by the govemment to limit the 
flow of capital for the construction of acute hospital beds until long-range 
policy goals had been fully defined. 

The development of the public presentation agreed to at this meeting was 

the focus of the HESP subcomrnittee's activities over the next five months. On 

July 12, Mr. Miller tabled the product of this activity in the f o n  of The Manitoba 

White Paper on Health in the legi~ lature.~ The govemment's announcement of 

the release of the White Paper describes it as "a prelude to reform" " and 

summarizes three central problems in the province's delivery system that it 

hopes citizens will consider in their review of the Paper's recommendations: 

- the "alarming" increase in hospital and medical costs and the even more 
alaning cost projections for the future which were viewed by the White 
Paper as a threat to the long tenn quality and quantity of services; 

- the unequal distribution of hospital and medical services within the 
various regions of the province evidenced by the fact that regional 
populations with the highest health service needs had the fewest services 
available to thern within their region; 

- the fragmented organization of the delivery system, in particular, the 
lack of administrative integration between acute, long-ten , and 
community-based health services. 

33 Manitoba, White Paper on Health Policy, (WÏnnipeg: Cabinet Cornmittee on Health, Education, 
and Social Policy, July 1972. See Chapter 11 p.7-36 for a discussion of the Paper's definition of 
the primary problems in Manitoba's delivery system. 

" Manitoba, "Govt White Paper on Health Policy Tabled," Information Services Branch, July 14, 
1972. In this Release Mr, Miller describes the White Paper as "...a prelude to reform, but also an 
open invitation to Manitobans in discussing how reform is to proceed." 
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The Paper's solution to these problems focussed on the establishment of 

District Health and Social Development Centres (DHSDCs) which were based on 

the CHC model developed in the Hastings Commission report released a week 

prior to the release of the White Paper. These Centres were intended to 

integrate administrative authority for services delivery under an elected board 

wmprised of residents in the Centre's service area. The services that a 

Centre's board members would be responsible for are defined in Table 6.1 

below. 

Table 6.1: Proposed DHSDC Service Delivery Responsibilities ' 

Area of Service Delivery 

Public Health Semices 

The release of the White Paper was followed by the September formation 

of the Health White Paper Working Group which was responsible for planning 

the implementation of the White Paper's recommendations. It began this 

process by assuming responsibility for: the development of the Churchill and 

Leaf Rapid DHSDCs initiated in 1971; the establishment of DHSDCs in the rural 

Actor(s) Currently Responsible 

Shared between the Province and LHU 
boards. 

- - -- 

Acute Care Hospital 
Services 

Long-tenn Care Facilities 

Clinical Physician's 
Services 

Allied Services 

35 Ibid., See Chapter 111 p.37-46 for this discussion. 

District Hospital Boards. 

Not-For Proffi voluntary organizations and 
private for-proftt organizations. 

Private praditioners and physicians employed 
by LHUs andior the province to serve persons 
in remote areas. 

Private pradiiioners offering dental, 
optometric and chiropradic services. 



wmmunities of Gladstone, Hamiota, and Lac du Bonnet; and the redevelopment 

of the Mount Carmel Clinic in Winnipeg initiated earlier in the year. On 

Deœmber 2 Dr. Tulchinsky and the members of the Working Group met with Dr. 

Bill Bicknell, the Health Commissioner for the State of Massachusetts, to discuss 

his experience related to the establishment of CHCs in that state. The minutes of 

this meeting include a summary by Dr. Tulchinsky which notes that the Working 

Group's implementation plans should pursue the fol~owing:~ 

- a fows on "small unit" services regionalization because "...it is at the 
local level that fragmentation is most pronounced"; 

- the administrative consolidation of al1 health and social services in these 
small units through the transfer of municipal and provincial responsibility 
for these services to the elected Centre boards; 

- the development of a capitation-based global funding system for these 
centres, rather than maintaining or blending the existing funding 
mechanisms, to ensure that professional providers would work together to 
serve the needs of patients served by the unit. 

The Schreyer administration entered 1973 with two responses to the 

White Paper from members of the province's health care policy wmmunity. On 

January 20 the MMA released a position paper containing nineteen 

recommendations which indicated that the ~ssociation:" 

Department of Health and Social Development, Minutes of Meeting Held with Dr. Bill Bicknell, 
Health Comrnissioner, State of Massachusetts, Winnipeg (unpublished, December 2, 1972. This 
summary is offered on p.13. 

'' Manitoba Medical Association, Heaffh Cam In Manitoba As of Today and Tomomw, 
Wnnipeg: February, 1973). While this position paper was approved in January, copies were not 
made available until Febmary. The principle recommendations are contained on p. 8-10. 



- supported the administrative regionalkation of hospital and community- 
based services through an implementation plan that was "...sensitive to 
existing patterns of medical practice and patient utilization of services"; 

- supported the development of hospital-based home care programs to 
relieve the demand on awte care beds as well as the development of 
home care programs based in physician's offices; 

- did not support the administrative integration of health and social 
services within the DHSDC concept. in particular, the integration of 
physician's services with those of other professional providers; 

- did not support changes in the fee-for-service method of remunerating 
physicians suggested by the DHSDC concept. 

This was followed by the January 25 release of a position paper by the 

MHA which indicated that the ~ssociat ion:~~ 

- supported the government's assurnption that the demand on hospital 
beds could be decreased through the addition of personal Gare services 
to the list of insured services if new persona1 care facilities were located 
adjacent to hospitals and managed by them; 

- supported the creation of a province-wide home care program as long as 
it was managed by local hospital boards; 

- supported the developrnent of DHSDCs as long as the Association's 
membership was involved in the planning and management of these 
centres; 

- did not support the elimination of fee-for-service payments to physicians 
but did agree that fee schedules should be reviewed to provide more 
incentives for preventive activit les. 

With a number of pilot DHSDC projects already in various stages of 

development, the mixed reaction of these provider pressure groups, combined 

with the conclusions reached at the Decernber meeting with Dr. Bicknell, 

38 Manitoba Hospital Association Inc., Position Statement on the White Paper on Health folicy 
and the Hasting Report, (Winnipeg, January, 1 973). 



suggested the need for clarification of the Working Group's mandate. This was 

initiated in Febniary through a series of discussions between Dr. Tulchinsky and 

another health policy consultant retained by the province, Dr. E. Vayda. They 

first dealt with the need for a forma1 process for the formation of a DHSDC. This 

process was outlined in a Febniary letter from Dr. Tulchinsky to Dr. Vayda and 

contained five steps? 

- First, initial consultations between Health White Paper Working Group 
staff and interested District Hospital and community clinic boards to 
facilitate the development of a proposal to establish a DHSDC. 

- Second, the forrnal submission of a proposa1 to the Health White Paper 
Working Group for review and approval. 

- Third, approval of the proposal by the HESP subcommittee. 

- Fourth. approval of the proposal by cabinet through an Order-ln-Council 
defining regulations pertaining to the roles of the DHSDC board. 

- Fifth, the fonvarding of these regulations to the Community Operations 
Division of the Department of Health and Social Development as well as 
the MHSC who were jointly responsible for w-ordinating the 
establishment of the Centre and the definition of its funding. 

The senior staff in the Department of Health and Social Development did 

not fully support this proposed process. The minutes of a Febniary 21 meeting 

between Dr. Tulchinsky and the Department's Deputy Minister, Mr. H. Schneider, 

indicate that the Department's position was that its lack of involvement in the 

initial steps of the formation proœss left it unable to anticipate staffing and 

funding demands that might arise during the budget year. As a result, Mr 

39 Manitoba, Letter to Dr. E. Vayda from Dr. Ted Tulchinsky, Febniary 2, 1973. 



Schneider made two requests. First, that Dr. Tulchinsky ". . . draw some specific 

parameters around what he expects to undertake in the next year or at the very 

least the next six months ...". Second, that the Department be given the right to 

authorïze the assignment of staff to projects initiated by the White Paper 

Working Group." Dr. Tulchinsky responded to these requests in an &fil 5 

submission to cabinet which contained the following rec~mmendations.~' 

- First, that the province integraie al1 health care and social senkes in 
Districts governed by DHSDC boards responsible for the delivery of 'a 
progressive care system" within their District. 

- Second, that a target of 12.0 beds per thousand population be 
established in a District consisting of 4.0 acute care beds, 4.0 extended 
care beds, and 4.0 penonal care beds per thousand population. 

- Third, that a province-wide freeze on the construction of proprietary 
personal care beds be instituted and that attempts be made to purchase 
existing proprietary facilities when a DHSDC was established in a District. 

- Fourth, that the MHSC be given full responsibility for the implementation 
of al1 health care delivery system reforms in the province including the 
establishment of DHSDCs. 

The last of these recommendations indicates that Dr. Tulchinsky favoured 

the centrakation of implementation responsibility in-one agency. While this 

was being considered by the cabinet, the Health White Paper Working Group 

completed a Discussion Paper titled Framework- Disttict Health Sy~ te rn .~~  

'O The issues discussed in this meeting are summarized in a Febniary 22, 1973 Memorandum 
from Mr. Schneider to Donald Vernon the Assistant Deputy Minister in charge of the 
Department's, Community Operations Division. 

" Manitoba, "Subrnission To Cabinet by The Health, Education, and Social Policy Cornmittee of 
Cabinet," April5, 1973. 

42 Manitoba, Framework-Dim& Heam System (Winnipeg: White Paper Working Group. HESP 
Subcomrnittee of Cabinet, May 8, 1973), 1-2. 
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This Paper outlined the Working Groupas position on the most pressing health 

care delivery problems, the goals that should be pursued to respond to these 

problems, and the "major mechanisrns" that should be utilized to facilitate goal 

implementation. The problems and goals defined by this Paper are summarized 

in Table 6.2 below. 

Table 6.2: Policy Problems and Goals in May 1973 

II P o k y  Problem 1 Policy Goal 

The "rapid escalation of costs" 
related to insured hospital and 
medical services. 

The development of incentives for 
heafth care providers to "use scarce 
resources effedively." 

The "waste in funds and resources 
through fragmentation and 
inadequate organization of sewices". 

II I -- The "gaps in insurance coverage and The development of "requisite 
in-semice programs" for heakh and mechanisms for rationalization of 

Redudions in "inequality and 
fragmentation" through the 
establishment of DHSDCs. 

The "inequitable distribution of 
services" coupled with "inequality of 
access and use of services". 

Il social development programs. 1 programs" at the provincial level. 

The evolutionary establishment 
DHSDCs with delegated authority for 
"a cornprehensive range of health 
and social services". 

With regard to the implernentation of these goals, the Paper defined the 

six "major mechanisms" ta facilitate this process: 

- reduction of the "over-usage of institutional services" to make funds 
available for "less costly and more effective services"; 

- public promotion of the benefits of an integrated progressive care 
system with an ernphasis on "promoting the individual's ability to retain 
the maximum degree of independent functioning possible in the situation"; 

- the evolutionary development of District Health Boards based on a 
Stage I to Stage IV approach; 

- the consideration of proposals for the "construction, expansion or 
renovation of al1 health facilities on the basis of satisfactory functional 
programming"; 



- enforcement of the maximum noms for institutional beds per thousand 
population at the regional and district level appmved by the cabinet; 

- the establishment of a new system for the liœnsing of health care 
facilities and professional providers. 

In summary, this description of events indicates that the enhancement of 

citizen access to health care services was an important goal during the Schreyer 

administration's first tem. This discussion indicates that this goal was based on 

the implementation of the DHSDC and SUDS concepts. However, when 

Schreyer called a provincial election in May 1973, the realignment of the health 

care delivery system based on these concepts, as well as the broader 

organizational real ignments suggested in Guidelines for the Seventies. were not 

prominent in the govemment's election platform. Newspaper reports of the 

election campaign indicate that Schreyer opted for a more cautious approach 

which focussed on the popular policy changes his govemment had implemented 

during the latter part of its first term including the June 1 elimination of health 

insurance premiums and the promised July 1 implementation of insured personal 

care, home care, and phamacare programs. While this platfom contributed to 

in an increase in the NDP's majority, from 28 to 31 seats, Peterson notes that the 

regional distribution of votes in 1973 ".. .closely followed the pattern set in 

1969. .."." As a result, the NDP did not realize any increase in its seats from 

rural southem Manitoba with ail of its gains coming from north Winnipeg and 

constituencies to the north and east of the city. 

Peterson, "Manitoba: Ethnic and Class Politics," 104. 



THE SECOND TERM 

The postelection Schreyer cabinet saw Rene Toupin retain the Health 

and Social Development portfolio. His first major announcement of the second 

terni followed a September 1973 provincial health ministers meeting in 

Charlottetown. It indicated that the provincial health ministers had endorsed 

Manitoba's proposal for a review of health care costs that included study of the 

"over-supply of physicians in major centres in Canada ..." and the development of 

new payment mechanisms for physicians." While Manitoba's proposal was 

supported by the other provinces, it was not well received by the MMA. Esuke 

notes that during the Schreyer administration's first term the MMA had 

increasingly perceived the NDP as "...a radical party which offered proposals 

that appeared to aim at the destruction of professional autonomy." " The 
acceptance of Mr. Toupin's Charlottetown proposal furthered this perception and 

spurred the MMA to a new level of opposition to the govemment's efforts to 

rationalize the province's health care delivery system. This is evident in the 

events surrounding fee schedule negotiations in the fall of 1973. They began on 

September 7 and broke down on Deœmber 5 when the MMA released a letter to 

the media addressed to Mr. Toupin. It indicated that the Association viewed Mr. 

Toupin's September 28 announcement as an attempt by the govemment to 

Manitoba, "Toupin Temis Health Meet "Most Productive"," Information Sewices Branch, 
September 28, 1973. 

45 Esu ke, Tiie Issues mat Led To Development of Medicare in Manitoba, 75. 



eliminate fee-for-service as the principal method of physician payment. Further, 

it demanded that the province appoint a cabinet committee to negotiate an 

agreement with the Association by January 15,1974 or the Association's 

membership would be forced to consider withdrawing their services. The major 

areas of dispute in the negotiations included: 

- the release of statistical information by the MHSC that the Association 
viewed as important in the process of fee schedule negotiations; 

- the need for agreement that the MHSC's Medical Appointments Review 
Committee, which had held its first meeting on November 8, would not 
attempt to limit the right of physicians to detenine where they could 
practice through its control of the medical staff appointments process; 

- the need to provide the Association with what it viewed as "reasonable 
opportunities" to make representations to the cabinet prior to the 
introduction of health care policy changes. 

On December 14, Mr. Toupin responded to this letter through a press 

release that included a declaration of the govemment's position on health policy 

along with a copy of a December 12 policy statement he had fonnrarded to the 

MMA's executive." The press release stated that the govemrnent had already 

agreed to the MMA's demand for the creation of a cabinet committee and that 

this committee was prepared to meet with the Association any time to discuss 

the concems detailed by the Association in its December 5 letter. The 

declaration attached to the press release questioned the MMA's motives in 

making its dispute with the govemment public. In the closing paragraphs it notes 

48 Manitoba, "Declaration of Govemment Health Policy is Issued," Information Services Branch, 
December 14,1973. 
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that the govemment has "...sole jurisdiction in declaring and administering.. ." 

health services policy and that "...if a breakdown in discussion occurs, it will be 

because the Association wishes to adopt a role in policy matters which is not 

available to any other group of citizens in society.'" 

As the Schreyer administration's dispute with the MMA entered 1974 with 

no resolution, other provider pressure groups in the province's health care policy 

comrnunity began to voice their concerns about the govemment's management 

of health policy. An example is contained in a January 7, 1974 letter to Premier 

Schreyer from the MHO Board of Directors critical of the way initiatives flowing 

from the White Paper on health policy were being implemented. This letter 

focussed on what the MHO viewed as a the lack of co-ordination among the 

agencies responsible for implementation; the White Paper Working Group. the 

Community Operations Division of the Department of Health and Social 

Development, and the MHSC. It notes that, "...each of these agencies has 

varying expertise and influence, and each must be approached by health 

provider organizations wishing to implement the intent of integrated health and 

related social services." It goes on to describe this situation as "... both 

wnfusing and fmstrating to us and our members ..."?' 

The Premier's response to growing provider pressure group uiticism of 

his govemment's policies came in four steps between January and July 1974. 

47 Ibid., see p.3 of.the attached policy statement by Hon. Rene E. Toupin dated December 12. 
1973. 

" Manitoba Health Organizations Inc., Letter to the Hon. Edward Schreyer, January 7, 1974, 3. 



The first involved the replacement of two key govemment actors. On January 28, 

Saul Miller was named the new Minister of Health and Social Development 

following Mr. Toupin's resignation from the portfolio. At the same time Hans 

Schneider resigned as the Chair of the MHSC and was repiaced by the Minister 

of Tourism, Recreation and Cultural Affairs, Lamy Desjardins. This 

announcement appears to have broken the deadlock in negotiations. In a 

February 7 press release, the MMA announced that it had reached an 

agreement with the govemment on a new fee schedule and had agreed to the 

establishment of a joint MHSC - MMA consultative committee that was expected 

to meet monthly to discuss policy issues of interest to both parties? The 

second step came later in Febniary when Saul Miller announced the allocation 

of $5,000,000 for the first phase in a series of improvements to the Health 

Sciences Centre (HSC) in Winnipeg. This announcement also indicated that Dr. 

G Clarkson and Dr. E Vayda had been hired by the govemment to study the 

future development of the HSC in the context of the overall health facility and 

program needs of the provincdO The third step occurred in March with the 

release of a position paper on implementation planning related to the White 

Paper.'' This four page paper, which had been ordered by the Premier in early 

4g Manitoba Medical Association, "Association Reaches Agreement with MHSC," MMA Press 
Release, February 7. 1974. The joint committee noted in this release held its first meeting the 
following month. 

Manitoba. "Health Sciences Centre Study To Be Launched," Information Services Branch, 
February 15,1974. 

Manitoba. lmplementation of the White Paper on HealM Pdicy in Manitoba (Winnipeg: MHSC - 
HESP White Paper Working Group, March 1974). 



February, was jointly authored by the White Paper Working Group, the MHSC, 

and the Department of Health and Social Development. It defined the province's 

intent to establish a system of progressive care in the context of its DHSDC 

program. It also outlined m a t  the document describes as an "evolutionary 

approach" to the irnplementation of this prograrn containing three stages: 

- an initial stage related to the establishment of a Type I centre in which 
acute and personal care facilities in a District would be integrated and 
new services related to personal care, seniors' housing, home care, and 
day care would be developed and linked to other programs pertaining to 
recreation, public housing, and environmental protection; 

- a second stage which would see a Type I centre move to a Type II 
designation through the addition of existing public health and social 
services administered by the province andlor voluntary agencies in the 
district which would be delivered based on the single unit delivery system 
(SUDS) concept; 

- a third stage which would see a Type II centre convert to a Type III 
designation in which salaried medical and dental care providers would be 
added to the centre's SUDS - based delivery team. 

In late March this document was forwarded to the MHO Board for review. 

The response came in a May 6 letter from the MHO's Board to Saul Miller which 

indicated that "...There are a large number of our members who are now ready 

to abandon their present organizational framework, name, and role, in favour of 

the District Health Board concept." The letter goes on to enquire whether the 

govemment was considering legislation to enable the creation of these boards. 

Mr. Millets response was contained in a June 5 letter to the MHO's Board which 

indicated that "...while no new legislation is planned for the present session. we 

intend, at the next session of the legislature, to introduce new legislation now 



21 7 

being developed which will more adequately allow for district health systems 

development." This letter goes on to note that while the new legislation was 

being prepared. the existing legislative framework could be employed to create a 

DHSDC board and cites the establishment of the Seven Regions and Hamiota 

Health Centre Boards as examples of DHSDCs created under this framework. 

The fourth step came with the June 1 expansion of the MHSC's policy 

planning and implementation authority which reduced the number of government 

agencies responsible for implementation from three to t ~ o . ~  This expansion 

was facilitated through transfer of the HESP's responsibilities to the MHSC. In 

tum, the Commission added a Planning Division to its organizational structure 

which wntained the staff of the former White Paper Working Group. With this 

change the Schreyer administration entered the fall of 1974 assuming that it had 

answered the concems of institutional health care providers and could now 

begin the implementation of its plans for the establishment of a province-wide 

system of DHSDCs. However, September brought a renewal of MMA opposition 

to the governmentJs policy agenda. This is evident in the minutes of a 

September 9 meeting between Dr. Tulchinsky and the President of the MMA. Dr. 

Peter Lommerse. At this meeting Dr. Lommerse listed four concems related to 

the govemment's DHSDC initiative? 

52 Manitoba, "Health Services Re-Structured," Information Services Branch, Novernber 8, 1974. 
This press release describes the completion of the re-structuring that was began on June 1. 

Sj Manitoba, Minutes of the Meeting between Dr. T. Tuichinsky, Deputy Minister of Health and 
Social Developrnent, and Dr. P. Lommerse, President, MMA, September 9, 1974. 2. 



- that the creation of these Centres would restrict patients to the services 
offered in their district thereby limiting their ability to obtain services 
offered outside the district's geographic boundaries; 

- that physicians wishing to practice in a DHSDC would be forced to 
become part of the Centre's SUDS - based delivery team because District 
Boards would give preference to team members in the granting of hospital 
privileges; 

- that the employment of salaried physicians in the Centres qould lead to 
an attempt by the govemment to impose this method of payment on al1 
physicians practising in a district; 

- and that the SUDS - based delivery teams would dismpt the relationship 
between private practitioners and their patients if the needs of physicians 
already practising in a district were ignored by DHSDC staff. 

In an October 4 letter to Dr. Lommerse, Dr. Tulchinsky responded to 

these concerns by noting that:- 

- the govemment expected some degree of patient "cross haul" between 
districts due to geography, therefore, patients would not be held to a 
geographic area in order to receive services; 

- while the govemment was cornmitted to implementation of the SUDS 
concept, the process of granting hospital privileges would not be altered 
with the establishment of DHSDC boards; 

- while the Type III district favoured salaried physicians, this form of 
payment would not implemented in Type I and II districts; 

- that the implementation of the district system would be 'tevolutionaryt' 
through a process of conversion initiated by an existing Hospital Board, 
not by the province. 

This response was prominent in Dr. Lomrnerse's presentation to the 

MMA's membership during a tour of the province he undertook in early October 

Manitoba, Letter to Dr. P. Lommerse, President, MMA from Dr. T. Tulchinsky, October 4, 
1974. 
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and appears to have been satisfactory to the Association's membership as no 

further statements of concem related to the issue were issued by the MMA 

during the remainder of the year. However, two other health policy events in 

1974 are noteworthy. The first was an October announcement by Mr. Miller that 

the Seven Oaks General Hospital would be built to serve citizens residing in 

north west Winnipeg. The construction of this hospital had been a stated goal of 

Mr. Millets since 1967 when he was elected the Mayor of the then City of West 

Kildonan (which became a part of metropolitan Winnipeg in 1970). The second 

involved Mr. Miller's resignation as the Minister of Health and Social 

Development to retum to his pre-1974 Urban Affairs portfolio. He was replaced 

by the Chair of the MHSC, Larry Desjardins. who had bewme a member of the 

NDP caucus in November after winning a byelection in the St. Boniface 

constituency. 

Mr. Desjardins' tenure as the Minister of Health and Social Development 

during the remainder of the Schreyer administration's second tem. was 

dominated by three issues: first, federal-provincial negotiations related to new 

funding arrangements for health services; second, implementation of the 

DHSDC concept in rural Manitoba, and, third, the realignment of institutional 

services delivery in Winnipeg based on the findings of the Clarkson and Vayda 

study commissioned in F ebruary 1974. His role in the process of policy change 

related to the first issue began in January 1975 when he attended a federal- 

provincial health minister's conference in Ottawa. At this conference he 



supported the need for a new cost-shared arrangement that provided the 

provinces with greater flexibility to fund alternatives to the existing range of 

insured medical se r~ ices .~  Mr. Desjardins' role related to the second issue also 

began in January with the introduction of Bill 48 to estabiish The District Health 

and Social Services Act. The primary intent of this bill was to provide the 

province with a new legislative mandate to allow the creation of DHSDC boards 

and, in anticipation of the bill's passage, a number of changes in the Department 

Health and Social Development's senior staff were announced in March. These 

changes were intended to provide Dr. Tulchinsky with more time to conœntrate 

district health system development and the redevelopment of the HSC.SB The 

District Health and Social Services Act was given Royal Assent on June 19. 1975 

and was brought into force on the same day?' A review of the content of this Act 

by Carothers et. al. indicates that it reflected the incremental approach to rural 

delivery system realignment established by the govemment during its first term." 

Further, while it was consistent with the govemment's stated policy goals and did 

not radically alter local authority and accountability roles established by The 

District Hospital Act of 1945, it met with opposition from provider pressure groups 

55 Manitoba, "More Equitable Health Cost-Sharing Is Urged," Information Services Branch, 
January 17, 1975. 

Manitoba, "Changes in Health-Social Department Are Announced," Information Services 
Branch, March 14, 1975. 

57 Manitoba, Bill Eases Formation of District Health Centres," Information Services Branch, June 
20, 1 975. 

5e Carrothen et. al, Regionalization and H e m  Care Policy rR Canada, 65. 



following its passage. This is reflected in the minutes of a July 4 meeting 

between Mr. Desjardins, senior MHSC staff, and members of MHO executive. At 

this meeting the MHO indicated that meetings among member institutions during 

May and June had produced three concems related to the Act's 

- that it was the beginning of a politically-motivated plan to eliminate local 
control of the delivery of health services (the minutes note that the 
strength of this concem was related to "...which political party the MLA for 
that area belonged to."); 

- that the fomation of a District would require adjoining communities to 
integrate existing services resulting in the potential loss of some services 
in a particular wmmunity (here the minutes note that Y... community 
rivalry persists in many areas of the province."); 

- that upon the fomation of a District the province was not required to 
repay a participating rnunicipality for the ten percent equity it was required 
to hold in existing Hospital District facilities. 

To assist the province in its response to these cancerns the MHO 

proposed the establishment of a joint Departmental, MHSC, and MHO Task 

Force to fornulate regulations for the establishment of District boards. In 

addition, it suggested that the MHO be provided a pemanent consultative role 

with the MHSC's Planning Division to facilitate implementation of the district 

health centre plan. Mr. Desjardins' response was to order the MHSC's Planning 

Division to develop a new implementation plan for the district system in an effort 

to accommodate the MHO's wncems. In addition, he promised the MHO that 

Manitoba, 'Minutes of the July 4, 1975 Meeting with the MHO Executive," (unpublished 
Department of Heatth and Social Development document, July 5, 1975. 



h i l e  this study was being conducted, the province would not attempt to 

establish district boards under the provisions of Bill 48. 

The concems raised by the MHO were not the only reason Mr. Desjardins' 

placed a moratorium on the realignment of Manitoba's rural health services 

delivery system. Less than a week after the June 1975 passage of Bill 48 the 

federal Finance Minister, John Turner, had announced that, beginning in the 

1976-77 fiscal year, he would impose limits on the federal share of health care 

funding to the provinces and that he was considering ending the present system 

of shared-cost funding by 1980. While this announcement was viewed by the 

provinces as an attempt to pressure negotiations for a new federal-provincial 

funding arrangement, Mr. Desjardins recognized that, if the federal govemment 

carried out its threat to reduce funding, he would be forced to limit further policy 

changes to ensure that the province couid finance its existing responsibilities At 

the time of Mr. Turner's announcement, Mr. Desjardins already had two major 

initiatives on his Department's expenditure budget agenda. These were the 

development of DHSDCs and the completion of Seven Oaks General Hospital. 

In addition, he was aware that other demands on his Department's budget would 

arise following cornpletion of the Clarkson and Vayda study, wmmissioned in 

February of the previous year, and fee schedule negotiations with the MMA for a 

contract beginning in 1976. Faced with these pending demands, on the one 

hand, and rural opposition to DHSDC concept on the other, Mr. Desjardins' 

moratorium on the establishment of District Health Centres appears to have 



been a strategic political decision. This interpretation is supported by an 

announcement in October that the province was prepared to act on the findings 

of the Clarkson and Vayda study which had been completed in early J ~ l y . ~  This 

study's recommendations supported improvements in the province's health care 

delivery system through a $64.8 million two phase redevelopment of the HSC 

over a ten year period. The first phase. which was budgeted at $32.3 million, 

called for a reduction of 270 acute care beds at the HSC and the redistribution of 

those beds to the Seven Oaks and Concordia Hospitals. The second phase, 

which was budgeted at $32.5 million, involved a major capital construction and 

renovation program at HSC to improve the Centre's specialized and extended 

Gare capacity. lmplementation of the first phase began in February 1976 with 

the approval of capital budgets for the 1976-77 fiscal year totalling $26.5 million. 

With the HSC redevelopment underway, Mr. Desjardins turned his 

attention to the province's fee schedule negotiations with the MMA. On 

December 29 he proposed a total fee schedule income increase of no more than 

9.1 5 per cent over 1975 ~evels.~' The MMA rejected this proposal in early 

January 1976 based on its position that the province was attempting to impose 

arbitrary controls on physicians' incomes. As a result, on January 14, Mr. 

Desjardins unilaterally imposed his proposal for a 9.15 per cent total increase. 

80 Manitoba, "Health Sciences Centre Redevelopment Detailed," Information Sewices Branch, 
Octobet 17, 1975. 

'' Manitoba, Revised Fee Proposal to Doctors," Information Services Branch, December 29, 
1975. 



While the MMA did not support this action, it did not erect barriers to the 

implernentation of the proposal. This was likely due to general public 

acceptance of the concept of wage and price controls which had been instituted 

by the federal govemment the previous year as part of its strategy to control the 

rate of inflation in Canada. 

In any event, the lack of immediate MMA resistance allowed Mr. 

Desjardins to once again turn his attention to the DHSDC initiative. In June he 

released a policy paper completed by the MHSC's Planning Division in March 

cuntaining four changes in the govemment's policy p o ~ i t i o n . ~  First, it rernoved 

the requirement that the creation of a new board was needed to establish a 

DHSDC, thereby allowing established District Hospital boards to take 

responsibility for the conversion process. Second, it gave municipal councils that 

were willing to participate in a DHSDC responsibility for the appointment or 

election of al1 of the members on a DHSDC board, thereby ensuring that the 

province would not demand the right to appoint board members. Third, it made a 

commitment to a block funding formula for the delivery of particular services, 

rather than the global funding formula supported by provincial planners, thereby 

ensuring that funding levels for services delivered prior to a facility's conversion 

to a DHSDC would remain the same. Finally, it stated that the province would 

relieve rnunicipalities participating in a DHSDC of their responsibility for ten 

MHSC. Policy Paper District Health Systems (unpublished Planning Division paper. March, 
1976) 2. 



percent of the wsts related to any construction or renovation of facilities in their 

district arising from the conversion process and would make this relief 

retroactive to al1 construction completed following the passage of Bill 48. 

The release of this paper was followed by a mid-September statement of 

the goals of the Department of Health and Social Services over the next five 

years which included:" 

- the establishment of DHSDCs in rural regions of the province through 
the conversion of existing hospital districts; 

- the establishment of appointed Regional Health and Social Service 
Councils in al1 regions of the province to facilitate the planning and 
promotion of service integration at the district level; 

- the redeveloprnent of laboratory and diagnostic services in rural areas of 
the province as part of the district health system initiative; 

- the transfer of authority for the delivery of health and social services 
from the City of Winnipeg Health Department and the various Children's 
Aid Societies to the province's health regions; 

- the formation of a city-wide SUDS - based health and social services 
delivery system following the above transfer; 

- the development of affiliation agreements between acute and long- terni 
care facilities in Winnipeg to enhance the coordination of patient care. 

These policy statements were followed by an October 18 meeting 

attended by Mr. Desjardins which resulted in an agreement that "...A joint 

MHSClMHO approach would be taken to get local municipal councils to support 

" Manitoba, Health Planning in Manifoba 19761981, unpublished presentation by Dr. T. 
Tulchinsky to the MHSC Board made in Brandon on September 15,1976. 
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District Health Systems." This agreement, which also defined a total of thirty 

District Hospital boards that would be targeted by this approach, was followed by 

the passage of a resolution at the November 1976 MHO Annual Meeting 

supporting the prompt establishment of regulations related to the conversion of 

Hospital Districts to DHSDCs." Given this support of its DHSDC plan, along 

with the MMA's acceptance of a new fee schedule negotiated in December, the 

Schreyer administration entered 1977 assuming that it could now move forward 

with the implernentation of its health care policy agenda. It publically formalized 

the Odober agreement with MHO in a February announcement that the 

province would relieve rural municipalities of $14 million in debt resulting from 

their owner's equity contribution to the construction of existing health care 

fa~ i l i t ies .~  This announcement cited the passage of Bill 48 as the reason for 

the elimination of the owneh equity contribution and, in addition to serving as a 

public cornmitment to the MHO, it appears to have been part of an attempt by the 

Schreyer administration to enhance rural political support in anticipation of a 

provincial election. 

The February announcement was followed by the March completion of an 

MHSC study of the province's rural health care delivery system. It focussed on 

This agreement is contained on p.3 of the minutes of an Odober 18. 1976 meeting between 
the MHO Board Executive, MHSC staff, Department of Health and Social Development staff, 
and representatives of The Management Committee of Cabinet. 

85 Ibid., p-4. 

se Manitoba. 314M Provincial Relief for Health Facilities," Information Services Branch. 
February 4, 1977. 



the distribution of primary care services in the province and offered a variety of 

recommendations including6' 

- the need to develop regional referral centres for primary care as part of 
the reorganization of the rural delivery system; 

- the need to establish mode1 DHSDCs in each region of the province as 
soon as possible to demonstrate their viability as alternatives to small 
district hospitals; 

- the need to clarify provincial authority related to primary Gare facilities 
and the distribution of this authority between the MHSC and the 
Department of Health and Social Development. 

In April the MHSC Board initiated consultations with the MHO related to 

the findings of this study. While the MHO cuntinued to support the 

establishment of DHSDCs, it brought a new issue to the district health system 

debate. This issue was emphasized in a May 1976 exchange of letters in 

between the MHSC Chair, T.R. Edwards, and the MHO exewtive. In summary, 

these letters indicate that the MHO was concerned that Sections 28 and 35 of 

The District Health and Social Semices Act would require participating 

municipalities to take responsibility for service delivery costs not included in 

established MHSC and Department and Health and Social Development funding 

mechanisms. Interna1 correspondence within the MHSC indicates that, while the 

Commission was sympathetic to this wncern, it could not respond to it until the 

province's Finance Department had completed its study of the budgetary 

implications related to the April 1 implementation of the Federal-Provincial Fiscal 

* MHSC, Primary Care Facilities Study ( unpublished Planning & Construction Division 
document, March 3. 1977) 12. 



Arrangements and Established Programs Financing Act (EPF)." 

The issue of DHSDC funding was not resolved in September when the 

Schreyer administration called a provincial election for October 11. As a result, 

the establishment of DHSDCs was not part of the NDP's health care policy 

platform. Rather, the Schreyer administration focussed this area of its platforni 

on a promise to expand pharmacare coverage and introduce an insured program 

for dentures and eye-glasses. On the other hand, the Progressive Conservative 

opposition, under the leadership of Sterling Lyon, fowssed on the overall growth 

of the provincial budget during the Schreyer administration's tenure and its lack 

of success in managing the province's public enterprises. Lyon committed to cut 

provincial taxes through an overall reduction in govemment spending. As 

Peterson notes, ". . .the election was fought amid signs of imminent econornic 

crisis: prices continued to rise at a rate of over 8 percent a year; unemployment 

rose to almost 6 per cent; and the exceptionally cold wet autumn severely 

damaged crop  prospect^.'^ These conditions corn bined with a traditional rural 

distrust of the Schreyer administration's policy agenda to produce a thirty-three 

seat majority for the PC party on October 11. Much of this majority came from 

the NDP's loss of eight seats from the rural eastem and northern regions of the 

province. 

88 For a discussion .of the negotiations related to the establishment of this Act see Taylor. Heam 
Insurance and Canadian Public Policy, 422-28. 

Peterson, "Manitoba: Ethnic and Class Politics," 105. 



CHANGES IN CAPACIM, COSTS, AND CONTROL 

This assessrnent of the Schreyer administration's tenure follows the 

pattern established in Chapters 3 and 4 and is divided into three sub-sections. It 

suggests that policy and resultant organizational changes displayed by 

Manitoba's health care delivery subsystem 1969 and 1977 were, like those 

produced during the tenure of the Campbell, Roblin, and Weir administrations. 

influenced by three broad sets of factors: federal policies related to health care 

cost containment which supported organizational rationalization at the provincial 

level; the Schreyer administration's wncem with increasing the equity and 

equality of citizen access to health care services through realignments in 

administrative authority for services delivery; and the policy positions taken by 

key provider pressure groups in the policy subsystem. The impact of these 

factors on health care policy outputs during the 1970s are detailed below. This 

discussion appears to support Wiseman's general conclusion that. while the 

Schreyer administration ". . . pemanently etched its mark on the province through 

various legislative acts, it certainly did not transfomi or radically alter the social 

n 70 and economic fabric of the province.. . . 

CAPACITY CHANGES 

As Table 6.3 below indicates, the tenure of the Schreyer administration 

saw a number of important changes in the functional sape  of the province's 

70 Wise man . Social Demoaacy in Manitoba. 1 39. 
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health care delivery role. These changes, which continued the incremental trend 

started in the late 1940s related to increasing provincial wntrol over the delivery 

system, included: the temination of sharedcost funding for the delivery of public 

health services through the centrakation of authority for services delivery in the 

Department of Health; the implementation of provincial home care and child 

dental care programs; the establishment of alternatives to Hospital Districts in 

the fom of DHSDCs; the inclusion of long-terni care facilities and phanacare in 

the province's insured services program; and the creation of a single 

Commission for the planning and administration of the province's insured 

services programs. 

The second approach to this question fowses on changes in the 

geographic sape of services delivery. Here the most notable change was the 

establishment of the province's regional administrative units for the 

administration and delivery of public health and related social services. The 

range of services provided by these regional units, along with the City of 

Winnipeg's Health Department, ensured that al1 citizens in Manitoba had the 

right to access primary and preventive services regardless of their place of 

residence. However, the Schreyer administration also intended to improve 

citizen access to community-based services through implementation of the 

DHSDC and SUDS concepts. While this intent was implemented through the 

establishment of five Type III DHSDCs in rural Manitoba and five CHCs in 

Winnipeg, Table D.6 in Appendix D, and the review of Winnipeg CHCs in 
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Appendix C indicates that they served a small number of rural wrnmunities and 

citizens in neighbourhoods in the core and northern areas of Winnipeg. 

Table 6.3: Changes in Functional Scope from 1969 to 1977 

Status in 1969 

The shared-cost funding 
of LHUs coupled with 
the province's public 
health nursing, care 
sewices program for 
the elderly and 
infirrned, and its 
northern health services 
program - 
The centralization of 
provincial planning, 
regulatory, and funding 
authority related to 
hospitals within the 
MHC 

The expansion of 
regulatory control over 
institutional care 
coupled with the 
expansion construction 
grants to include elderly 
persons housing . 

The funding and 
administration of the 
province's "medi- care" 
insurance program. 

Status in 1977 
- .- - - - - . - - - 

Al1 services are under 
the direct funding and 
administrative control of 
the province including 
the new home c m ,  
child dental heafth, and 
pharrnacare programs. 

The creation of the 
MHSC further expands 
provincial regulatory 
authority. In addition, 
the 1975 passage of 
The District Health and 
Social Services Act 
allows the conversion of 
Hospital Districts to 
DHSDCs. By late 1977 
5 Type III and 5 Type I 
Centres are in 
operation. 

The inclusion of 
services provided by 
these institutions in the 
province's insured 
services program 
coupled with increased 
MHSC reg ulatory 
control over the 
construction and 
operation of these 
facilities. 

The expansion of 
provincial authority 
related to the definition 
of insurable services, 
fee schedules 
pertaining to those 
services, and policies 
related to the granting 
of hospital privileges. 
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Tuming to changes in the geographic scope of institutional services, 

Table 6.4 offers a summary of the data from Table D.6 in Appendix D. The most 

notable change is that the Schreyer administration was the first post-World War 

II govemment in Manitoba to see overall capacity growth decline relative to the 

province's population. While the overall rate of growth in beds per thousand 

population during the Campbell administration averaged 41.8 percent and 

dropped to an average of 8.7 percent under the RoblinIWeir administrations, due 

to negative growth in Winnipeg's bed capacity, the Schreyer administration 

experienced a negative growth rate of slightly over 6.1 percent. The changes 

that contributed to this decline are detaiied in Table 6.4 below. 

Negative hospital capacity growth during the Schreyer administration's 

tenure was produced by the conversion or phase out of acute care beds and 

their replacement with long-term care beds. A review of the data in Table D.6 

indicates that the MHSC's 6/20 model played a role in this process as many of 

the rural communities that saw their acute capacity drop also experienced 

improvements in their long-term Gare ~apacity.~' These capacity changes are 

detailed in Table 6.5 below which is based on Appendix D's Table D.6. In shc 

this table indicates that the overall growth in long-term beds per thousand 

population averaged 41.2 percent during the tenure of the Schreyer 

administration with most of this increase occurring in the Winnipeg region. BI 

71 This mode1 involved the reductiori of acute bed capacity in srnaller rural centres to six beds for 
eveiy twenty long-term care beds in the cornmunity. In effed, this model supported the 
development of DHSDCs by suggested that small rural centres should assume the role of 
extended treatment facilities for the larger hospitab in a region. 
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cornparison, the RoblinMleir administration experienced an average growth of 

39.9 per cent with much of it occut-rhg in fural regions of the province. As a 

result, the parity between rural regions and Winnipeg established by the late 

1960s shifted in favour of the Winnipeg region in the 1970s. 

Table 6.4: Hospital Growth in Manitoba from 1969 to 1977 

II Central: # Comrnunities with Facilities ( 13 1 13 1 O 

II : Rated Bed Capacity 1 474 1 502 1 5.9 

11 Eastman: # Comrnunities with Facilities 1 7 1 7 1 O 

II : Rated Bed Capacity 1 2î6 1 231 1 2.2 

II : Rated Bed Capacity 1 199 1 211 ( 6 

II Norman: # Cornmunitiesmth Facilities 1 7 1 8 1 14.3 
- -- 

: Rated Bed Capacity 1-344 1 4 2 3  1 23 

Parkland: # Communities with Facilities 9 9 O 

: Rated Bed Capacity 423 373 -1 1.8 

Westman: Eomrnunities with Facilities 27 27 O 

: Rated Bed Capacity 941 970 3.1 

Total Rural Capacity 2607 2710 4 

Total Rural Population (in thousands) 452 481.8 6.6 

Rural Beds Per 1000 population 5.8 5.6 -3.4 

Winnipeg: # of Facilities 11 9 -1 8.2 

Rated Bed Capacity 351 4 3647 3.8 

Total Winnipeg Population (in thousands) 526.7 596.8 13.3 
--- -- - - - 

Winnipeg Beds Per 1000 population 6.7 6.1 -8.9 
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Table 6.5: Long-Tenn Care Facility Gtowth in Manitoba from 1969 to 1977 

Region 

Central: # of Communities with Facilities 

: Rated Bed Capacity 

1968169 

1 
11 Interlake: # of Cornmunities with Facilities 1 3 5 I l 66.6 

400 

I 

1976177 

Eastman: # of Communities with Facillier 

1 Norman: # o f  Comrnunitieswith Facilities 1 1 1 2 1 100 

% 
lncrease 

7 1 9 

601 

: Rated Bed Capacity 

l 

28.6 

50.25 

3 

: Rated Bed Capacity 338 468 38.5 

1 96 

: Rated Bed Capacity 

Paricland: # of Communities with Facilities 

5 

329 1 67.9 
I 

L 

: Rated Bed Capacity 

II : Rated Bed Capacity 1 893 1 1212 1 35.7 
1 1 I 

66 -6 

203 

3 

1 
137 

II Total Rural Population (in thousands) 1 452 1 481.8 1 6.6 

1 02 

5 

WestmanX of Communities with Facilities 

1 

-49.8 

66.6 

277 102.2 

12 

Total Rural Capacity 

1 
1 
II Total Winnipeg Population (in thousands) 1 526.7 1 596.8 1 13.3 

13 

21 67 

Rural Beds Per 9000 popuMion 

I 
1 Winnipeg Beds Per 1000 population 1 4.7 1 7.2 1 53.2 

8.3 

Winnipeg: # of Facilities 

COST CHANGES 

2989 

4.8 

Rated Bed Capacity 

While the Schreyer administration was successful in containing capacity 

growth measured in beds per thousand population at or below the levels 

experienced in the 1960s, the data related to budgetary changes during the 

1970s contained in Table 6.6 below indicates that health care costs continued 

37.9 

35 

6.2 

2520 

29.2 

36 2.9 

4275 69.6 



to increase. 

Table 6.6: Provincial Budgetary Changes from 1969 to 1978 

This Table is based on Table D.7 in Appendix D which utilizes Manitoba's 

public accounts from fiscal 1968-69 and fiscal 1977-78? This Table indicates 

that the relative share of the province's budget allocated to the Department of 

Health more than doubled during the Schreyer administration, increasing by 128 

percent. While the reiative share of budgetary resources captured by the 

psychiatrie services and public health services divisions declined by 57.1 

percent and 42.2 percent respectively, the relative share for the MHSC's budget 

and the funding of speciality hospitals increased by 52.6 percent. Table D.8 in 

Budget Line 

Total Provincial Budgetary Expenditures 

Provincial Health Care Expenditures 

Health Care Expenditures as % of Total 

Health Dept. Divisional Expenditures as a 
% of the Total Health Care Expenditures 

Executive Division 

Psychiatrie Services Division 

Public Health Services Division 

MHSCIOther Hospital Semices 

Totals 

The budget amounts detailed in this Table only include budget line expenditures directly 
related to the health care sewices components of the Department of Heafth and Social 
Development's operations. Service functions pertaining to social services, cornmunity 
development and corrections administered by the Department are not included. 

73 Table D.8, which follows this Table, utilizes MHSC data from the 197879 fiscal year because 
the Commission's 1977-78 fiscal year was fifteen months long to accommodate a conversion 
from calender year to fiscal year reporting. 

1968-69 

357.331.901 

43,943,443 

12.3% 

2.08% 

29.46Oh 

19.57% 

48.89% 

100% 

1 9n-78 

1 ,077,980,917 

301,977,827 

28Oh 

1 .&Oh 

12.65% 

11 .31°! 

74.60% 

1 0O0? 



Appendix D indicates that growth in the MHSC's budget, due largely to the 

addition of the province's medical care insurance program and the province's 

insured personal care home program, was a major contributor to this funding 

increase. 

CONTROL CHANGES 

Table 6.7 below surnrnarizes changes in the province's functional roles 

during the Sdireyer administration's tenure. 

Table 6.7: The Schreyer Administration's Impact on Functional Roles 

II Provincial Function 

Legislative fundions pertaining to 
govemance of the delivery system. 

Inter-Sectoral Collaborative 
Functions with other jurisdictions to 
facilitate sewices funding and 
delivery. 

II 
- - 

Revenue-Raising Functions related 
to the funding of sewices. 

II Planning and Resource Allocation 
Functions related to services 

Y delivery. 

Policy-Making Functions related to 
the licencing of and standards for 
services providers. 

--- 

Typernature of Change 

lncreased with the centralization of 
delegated legislative authority for 
public heafth services at the 
provincial level. 

- - - - - - - - - 

lncreased with the federal 
govemment in 1969 with the 
implementation of medical care 
insurance followed by the 
negotiations leading to the April 1, 
1977 with the implementation of the 
EPF Act. Also increased with other 
provinces to ensure the portability of 
medical care insurance. 

lncreased in areas related to general 
revenues due to the elimination of 
health insurance premiums. 

- -  

lncreased with the creation of the 
MHSC and the HESP subcommittee 
of cabinet as well as the expansion of 
the Department's role for regional 
heaith and social services delivery. 
- - - - -- 

lncreased in the area of long-terni 
m e ,  through expansion of the 
Department's and MHSC's funding 
and regulatory authority in this area, 
as well as with local facility boards 
due to the passage of nie District 
Health and Social Services Act 



II Inter-Agency coordinative Fundions 
related to services delivery. 

Regulatory Fundions related to the 
resource utilization pradices of 
professional providers. 

- 

Training F unctions Related to the 
education and placement of 
Professional Provider's. 

Management Functions related to the 
day-today administration of services /I IeIivery. 

. . . - - - -. - - . 

Remained largely unchanged. 

-- - - 

lncreased with institutional providers 
though expansion of the MHSC's 
planning and administrative roles and 
with physicians due to the need to 
negotiate fee schedules. 

Remained largely unchangep. 

lncreased in the area of public health 
services due to the creation of the 
province's regional delivery system. 

In short, at the time of the 1969 election, the province's responsibilities 

encornpassed: the financing of the province's hospital and medical care 

insurance program; the regulation of long-term Gare institutions and the funding 

of capital grants for the construction of non-proprietary personal care homes; the 

shared funding and delivery of public health services; and an environmental 

health program administered by the Clean Environment Commission. At the 

tirne of the 1977 election the province's responsibilities had grown to 

encompass: the expanded range of public health services administered and 

delivered by the province; an expanded range of insured services that included 

home care, prosthetidorthotic services, and phannacare; and local diagnostic 

services and patient transportation programs administered by the MHSC. 



CHAPTER 7. 

CONTAINING HEALTH CARE COSTS: 1977 - 1981 

In his discussion of the 1977 election campaign in Manitoba, Dyck notes 

that the Progressive Conservative (PC) party's election platfonn was based on 

two central themes.' On the one hand, PC candidates accused the NDP of 

financial irresponsibility in its management of the province's budget and its 

administration of crown agencies, in particular, Manitoba Hydro. On the other. 

these candidates promoted an approach to goveming based on a philosophy of 

'acute protracted restraintn reestablish the province on a sound financial footing. 

As a result, when the Lyon administration took office it was expected that price 

and supply constraints and cost shifting would be the dominant policy strategies 

utilized by this govemment to limit growth in the province's health care sector. 

While the former was utilized, the latter was not. Rather, this chapter indicates 

that, following an initial freeze on delivery system development. the Lyon 

administration wntinued the Schreyer administration's focus on organizational 

rationalization strategies to control future health care costs. As a result, this 

period saw the number of Type I District Health Centres in rural Manitoba 

increase combined with a more conciliatory and pragmatic approach to 

govemment-pressure group relations in the province's health care policy 

community. 

' Dyck, "Manitoba," 41 1. 



THE LYON ADMINISTRATION 

As the discussion in Chapter 6 related to the 1977 election campaign 

indicates, the PC party was largely silent on how its approach to the 

implementation of 'acute protraded restraintn would affect the province's health 

care budget. The appointment of Louis "Bud" Sherman as the Minister of Health 

and Social Development on October i9 ,  1977 did not provide an immediate 

indication of the Lyon administration's direction in this area as Mr. Sherman did 

not bring an extensive health care background to his portfolio. However, during 

October and November of 1977. two events hinted at the Lyon administration's 

general policy direction. The first ocwrred less than a week after the 

appointment of the cabinet. It involved an announcement by Premier Lyon that, 

during his administration's first year in office, the budgets of al1 govemment 

departments would be frozen pending the findings of the newly created Task 

Force on Govemment Organization and Ewnomy which had been mandated to 

review the structure and operations of govemment de part ment^.^ The second 

event occurred on November 22 when Mr. Sherman presented his first speech 

as the Minister of Health to the annual meeting of the MHO. In this speech, he 

identified expenditure budget wsts as the govemment's most pressing health 

care policy problem and announced that, as part of the govemrnent-wide cost 

containment program, he would freeze ail new construction projects until a 

' Manitoba, "Task Force To Probe Organization. Economy.' Information Services Branch, 
October 14, 1977. This Task Force was headed by the Minister Without Portfolio, Sidney 
Spivak. 
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review of his Department's expenditures was completed by the Task Force. In 

addition, he noted that the future direction of health policy in Manitoba would 

emphasize greater personal responsibility for health as an alternative to "...the 

cuvent and vast dependency on govemments to do al1 our health repair jobs for 

 US."^ 

There were no further health care policy announcements until February 

1978 when a subwmmittee of the MHSC's Medical Manpower Cornmittee 

responded to the findings of the Planning and Construction Division's study of 

primary care facilities completed in March 1977.4 Its review of the planning and 

implementation process related to DHSDCs emphasized the MMA's continued 

resistance to the establishment of Centres beyond the Type I level. This review 

also noted the MHO's support for the establishment of the Type II model as well 

as the general lack of provider pressure group support for implernentation of the 

Type III model. Given this resistance to the Type III rnodel, the subwmmittee 

rewmmended the consideration of other policy options related to delivery 

system realignment but did not identify them. However, it did focus on the 

study's recommendation related to the development of regional referral centres 

for primary Gare. It suggested that an informal and incremental implementation 

process would be the most effective strategy in this area. 

Manitoba, "Health Care Cost Control Essential," Information Services Branch, Novernber 25, 
1977. 

Manitoba, Report by the Medical Manpower Subarnmittee on Rural Manitoba (unpublished, 
Manitoba Health Services Commission, february 6, 1978). 



"...because of the political aspects of actively phasing out smaller 
facilities. An alternative would be to identify and actively develop 
the "obvious" regional Centres and allow nearby smaller facilities 
to phase out gradually by attrition." 

While the MHSC considered the subcommittee's findings, three events 

occurred in March 1978 that influenced the Lyon administration's health Gare 

policy agenda. The first took place on March 8 when the MHO board forwarded 

a discussion paper to Mr. Sherman containing eight recommendations for the 

Task Force on Government Organization and Ewnomy which, in summary, 

called for: continued administrative control of institutional services at the district 

level by local boards; clarification of the govemment's implementation plans 

related to the District Health and Social Services Act in order to allow existing 

hospital boards to convert to Type 1 or II health districts; and the expansion of 

the province's insured services program in the areas of ambulatory care and 

hospital managed homecare.' 

The second event occurred on March 29 M e n  Finance Minister Don 

Craik announced the Lyon administration's fiscal 1 978-79 budget.' In this 

budget Department of Health and Social Development expenditures were 

increased by $21.7 million over the previous fiscal year, from $632.1 to $658.8 

Ibid., p.3. 

Manitoba Health Organizations Inc. Discussion Paper on Methods of Cost Redudions in the 
Delivery of Heaith and Related Social Services to Manifobans (Winnipeg: MHO, March 8,1978). 

' Manitoba, "Manitoba Spending To Healîh lncreases 2.9 Per Cent." Information Senrices 
Branch, March 31, 1978. 
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million. Much of this increase was allocated to the MHSC budget line, which rose 

from $426 million to $444.7 million. 

The third event took place on March 31 when the Task Force on 

Govemment Organization and Economy released its three volume report8 With 

regard to the administration of health Gare services, the Task Force 

recommended dividing the Department of Health and Social Development into 

two departments. One would be called the Department of Community Services 

and would be responsible for the administration and delivery of wmmunity- 

based public health, social, and related services such as legal aid and consumer 

assistance services. The other would be called the Department of Health Care 

Institutions and would be responsible for the administration of the province's 

insured services programs through the "disestablishment" of the MHSC and the 

transfer of its functions to this Department. Following the release of this report 

Premier Lyon indicated that he would study its findings pfior to implernenting any 

of the recommended changesg 

While the govemment studied the Task Force report, the protracted 

negotiations between the MHSC and the MHO related to implementation of the 

DHSDC model, which was now being termed the District Health Centre (DHC) 

model, continued. Changes in the MHSC's view of this model are evident in an 

Manitoba, Report of the Task Force On Govemment Organization and Economy Vol I - Ill, 
(Winnipeg: Queen's Printer, April 1978). 

Manitoba, "Immediate Scmtiny of Task Force Report Set." Information Services Branch, April 
7, 1978. 



April 3 letter from the Commission's Chair and Executive Director, Reg Edwards, 

to Mr. Sherman. This letter offers Mr. Edwards' response to the March 8 MHO 

discussion paper. In it he makes three observations: 

1. That while he is prepared to give cautious support to the conversion of 
Hospital Districts to Type I and II DHCs. the conversion to a Type II 
District would involve increased budgetary expenditures. On this issue 
he notes " ... there should be no doubt in anybody's mind that transfer of 
services now provided by the govemmnt to these boards will result in 
extra program costs." As a result, he suggests that the cabinet should 
only approve an application for wnversion if it demonstrates that the goal 
of the DHC would be to reduce costs by shifting resources from awte 
care to less expensive al te mat ive^.'^ 

2. That he is not prepared to support increasing the service delivery role 
of hospitals and DHCs by expanding the scope of the insured services 
program because ". . .this would increase overall wsts in the absence of 
improved organizational controls over the utilization of delivery system 
resources.'" 

3. That it is his perception that throughout the 1970s the MHO has 
attempted to obtain greater authority related to the administration and 
delivery of insured services in the interest of its membership. On this 
issue he notes that the twenty-rnember MHO Board contains eleven paid 
hospital or nursing home administrators who "...could hardly be 
wnsidered to be a group without vested intere~t."'~ 

A further indication of the MHSC's perspective on the DHC concept can 

be seen in a May memorandum from Mr. F.C. Bell, Coordinator of Special 

Projects for the MHSC, to Mr. Edwards. In this memorandum Mr. Bell notes that 

if the MHO is successful in obtaining Mr. Sherman's support for irnplementation 

Io MHSC, Letter from Mr. Reg Edwards, Chair to the Hon. Mr. Shenan, Minister of Health, April 
3, 1978, 3. 

l1 Ibid., p.3, 

l2 Ibid., p.2. 



of a province-wide Type II District Health Centre prograrn funded by global 

budgets, it would be "the kiss of death" for community-based programs. He 

goes on to note that: "There is no doubt that facilities oriented to direct patient 

care respond to the immediate crisis situations and would, therefore, over time, 

channel more and more of their physical and financial resources to in-patient 

care as opposed to a home care program or other outreach pro gram^."'^ A 

more detailed elaboration of the MHSC's perspective can be seen in a July 

memorandum from Mr. A. Getz, the Commission's Director of Planning 8 

Construction, to Mr. D.B. Nelson, the Commission's Secretary. This 

memorandurn offers Mr. Getz's analysis of a July 6 letter from the MHO's 

Exewtive Director, Mr. H. Crewson, to Mr. Edwards. In his opening comments 

Mr. Getz notes that Mr. Crewson's "uncritical enthusiasm" for the District Health 

System concept: 

"...is only slightly less than was Our own five years ago. And I 
believe still that there is no question of the potential benefits of this 
type of organization. However, in the absence of other incentives 
and controls ... mere reorganization by itself does not guarantee 
performance. These controls principally involve reducing the flow 
of real resources (ie. doctors, hospital beds) into the system and 
restraining their potential to generate costs once they are 
committed to the ~ystem."'~ 

Mr. Getz also obsewes that Manitoba's inability to implement an effective 

strategy for the realignment of the province's delivery system is due to a lack of 

l3 MHSC, Memorandum from Mr. F.C. Bell to Mr. Reg Edwards, May 17, 1978, 1. 

l4 MHSC, Memorandum from Mr. A. Getz to Mr. D.B. Nelson, July 26, 1978, 1. 
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agreement among key actors as to whether the system should evolve based on 

the District model or on a "...fully developed public utility model which would 

have a regional board completely responsible for al1 health and social services 

and responsible to provincial authorities for overall budgets and  standard^."'^ 

Mr Getz favours the latter option for two reasons. Fint, because a large regional 

authority will be better able to "...challenge the power of physicians.. ." and, 

second, because it will lessen "....the unwillingness or inability of politicians to 

close hospital beds or impose deterrents large enough to be rneaningful to 

efforts to wntrol costs.. .".16 

Despite Mr. Getz's support for a regional 'public utility" model, a series of 

meetings between Mr. Sherman and the MHO during the fall of 1978 were 

successful in persuading the Minister to allow the implernentation of a province- 

wide DHC system based on the conversion of Hospital Districts to the Type I 

model. While the Lyon administration never publicly announced that it was 

moving fonvard with implementation, no doubt because the initiative was the 

product of planning during the Schreyer administration's tenure, it did announce 

in the February 1 5, 1 979 Speech from the Throne that the freeze on health 

faciiities construction had been lifted and thirteen new projects, mostly involving 

the construction of long-terni beds attached to rural hospitals, would begin in the 

new fiscal year. In addition, the Throne Speech indicated that the province's 

l5 lbid, 2. 

'' I bid. 



insured services program was being expanded to include adult day care and 

respite programs offered through hospitals and personal care homes. 

It is noteworthy that just prior to the Throne Speech the govemment also 

announced the division of the Department of Health and Community Services 

into two operational groups.17 This division was infomed by the 

recommendations of the Task Force on Govemment Organization and Economy 

Report and created a "social services and community health group" and an 

"institutional services gmup" in the Department. In addition, the announcement 

of this division indicated that a five member management team had been forrned 

to advise Mr. Sherman on policy matters. l8 

With the govemment's policy agenda related to the continued realignment 

of the province's rural delivery system and the reorganization of the Department 

and the MHSC now in the implernentation phase, Mr. Sherman tumed his 

attention to other policy issues. On June 19, 1979 he announced the approval 

of a $138 million budget for the construction projects related to the 

redevelopment of the HSC.19 Then, on September 20 he retumed from a 

Federal-Provincial Health Ministers meeting in Ottawa and announced the 

province's support for the establishment of a federal task force, chaired by Mr. 

l7 Manitoba, "Health Department is Reorganized," Information Services Branch, Febnrary 9, 
1979. 

'' Ibid., this management teams included Mr. Ron Johnstone, the Department's Deputy Minister, 
the Assistant Oeputy Ministers responsible for both of the groups in the Department, the MHSC 
Chair, Mr. G. Pollock, and former health minister Dr. George Johnson. 

lQ Manitoba, "Heaith Sciences Centre Major Redevelopment Set," Information Sewices Branch, 
June 22,1979. 
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Justice Emmett Hall, to review the national health insurance program. In this 

announcement Mr. Sherman noted that Manitoba's support was based on the 

Lyon administration's concern that the professional clirnate for physicians 

needed to be improved because "Doctors are the very foundation of our health 

care system .... We owe them consideration of their concems."" In addition, he 

indicated that the province planned to conduct its own study of the challenges 

related to medical practice in Manitoba, through the appointment of a Standing 

Committee of the Legislature on Medical Manpower, and that the govemment 

has entered into negotiations with the MMA to establish a new fee schedule by 

April 1, 1980. 

During the remainder of the year, three other events are also noteworthy. 

The first took involved the separation of the Department of Health and 

Community Services into two Departments on November 1 with Mr. Sherman 

retaining the health p~rtfolio.~' At this time a former health minister in the Roblin 

administration, Dr. George Johnson was appointed the Acting Deputy Minister of 

Health. The second involved a statement of the govemment's policy agenda to 

members of the province's medical community. It was offered by Mr. Sherman in 

a November 7 speech to a meeting of the Winnipeg Medical Society. In this 

speech he noted the growing national concern related to the financing of health 

Manitoba. "Medicare Principles Re-Endorsed At Meeting," Information Services Branch, 
September 21,1979. 

" It is noteworthy that this division required staff in the province's health regions to report to 
senior staff in the Department of Heafth and Department of Community Sewices as the funding 
for regional services delivery now flowed from both Departments. 
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services as well as physician dissatisfaction related to the climate for medical 

pradice in Canada. Further, he indicated that the Lyon administration would try 

to deal with these concems by supporting improved planning and policy co- 

ordination between the govemment and the physician comm~ni ty .~  The third 

event occurred on December 14 when Mr. Sherman spoke to a MHO seminar on 

facilities management. In this speech he indicated that his Department was 

exploring the implernentation of "...economic incentives in the hospital field to 

improve the efficiency of allocation of hospital-based resources ..." and that these 

incentives would be based on ". . .consideration of the distribution of facilities on 

the basis of size and type of Gare provided ...." While he was not specific as to 

the nature of these incentives, he suggested that they would be designed to 

facilitate "responsible ewnomic management on a regional b a ~ i s . " ~ ~  In this 

presentation Mr. Sherman also noted his concems related to the climate for 

medical practice and observed that "For Manitoba. a central portion of this 

challenge lies in restoring our physicians' pride in the practice of medicine."" 

Mr. Sherman's efforts to forge a more cooperative relationship with 

provider pressure groups appear to have facilitated the Febniary 1980 

announcement that the govemment and the MMA had reached a two year 

Manitoba, "Health Care System Facing Challenges," Infomation Services Branch, November 
9, 1979. 

Manitoba, "HeaRh Care Economy Incentives Are Urgeci," Infomation SenAces Branch, 
December 14, 1979. 

Ibid.. p.2. 
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agreement on fee schedules beginning April 1. This agreement provided an 

overall increase of 8.9 percent for each of the two years as well as a 10 percent 

differential for physicians delivering sewices north of the 53rd parallel. In June 

the Standing Cornmittee on Medical Manpower reported to Mr. Sherman with 

three recommendations: that a Physician Placement Bureau administered by the 

MHSC be established to facilitate the hiring of physicians in rural communities; 

that this Bureau administer an incentive prograrn to attract physicians to 

rnedically under serviced areas of the province; that medical training in speciality 

areas where there were physician shortages be promoted by the province." Mr 

Sherman's response to these recommendations was to order the MHSC to 

formulate an implementation plan for these recommendations that would begin in 

the next fiscal year. 

During the remainder of 1980 there were no further major health policy 

announcements. However, in September the Chairpersons of Winnipeg's 

Hospital Boards met with Mr. Sherman to discuss the shortage of acute care 

beds in the City. The Minister asked the MHSC to respond to these concems 

and, in October. Mr. Edwards wrote to the Minister indicating that the bed 

shortage was largely due to a backlog of elective procedures that had resulted 

from summer staff vacations and a shortage of long-terni care beds. That month 

the Commission implemented a new personal care home (PCH) admissions 

Manitoba, Standing Cornmittee on Medical Manpower Report (unpublished, Department of 
Health , June, 1980), 2. 



policy designed to ensure that perçons discharged frorn Winnipeg's hospitals 

were given pfiority for PCH placement. It also authorized the temporary opening 

of 11 5 personal care beds at HSC (63 beds), Deer Lodge Hospital (32 beds). 

and Victoria General Hospital (20 beds). These beds were to be closed in the 

fall of 1981 when three new penonal care homes were scheduled to open in the 

With the beginning of the new year a series of events suggested that the 

govemment was preparing for a provincial election. The first occurred on 

January 7,1981 when The Manitoba Health Research Council was established 

to fund and co-ordinate health services research in the province including 

research related to delivery system efficiency and effectiveness. This was 

followed, on March 13, by Mr. Sheman's presentation of his Department's 

budget estimates to the legislature. In his speech presenting these estimates 

Mr. Sherman indicated that the govemment's primary health care policy goal 

was "...to shift the health care system over to a much greater emphasis on day 

hospitals, adult day care, respite care, home care and the training of specialists 

in gerontology.'"' This goal was to be realized through: 

- further expansion of the province's long-terni care bed capacity to 
respond to the shortage of acute care beds in Winnipeg as well as the 
high number of what the Department defined as "substandard beds" in 
operation in rural Manitoba; 

28 For a discussion of this plan see Manitoba Health SenAces Commission, Annual Report 1980- 
81 (Winnipeg, MHSC, 1981), 14. 

27 Manitoba,"Health Initiatives Outlined By Sherman," Information Services Branch, March 13, 
1981. 



- irnplementation of a new incentive program designed to encourage 
physicians to locate in rural areas of the province; 

- implementation of an ambulance attendant training program combined 
with increased ambulance grants to municipalities in order to improve 
patient transportation services in rural Manitoba; 

- expansion of the programs offered by The Alwholism Foundation of 
Manitoba through the construction of new treatrnent facilities in Portage la 
Prairie and Swan River; 

- expansion of the training programs for nurses at H.S.C. and St. Boniface 
General Hospital to counter the growing shortage of nurses and enhance 
the number of specialized nursing professionals. 

The Lyon administration began the implementation of these programs in 

April following the approval of its budget. There were no further major changes 

in the govemment's health Gare policy agenda when, on October 11, Premier 

Lyon called a provincial election for November 17. During the election the 

govemment campaigned on its record of fiscal restraint and the dangers to the 

province's future financial stability related to the election of an NDP govemment. 

With regard to health care services, Premier Lyon emphasized his 

administration's efforts to improve the delivery system, in particular in the area of 

services for the province's aging population. The NDP, now under the leadership 

of Howard Pawley, campaigned on the negative impacts of Lyon's fiscal restraint 

program. In the area of health services, Mr. Pawley accused the Lyon 

administration of planning to privatize the delivery of some services if it was re- 

elected. Further, he promised to expand the province's insured services 

program in areas such as home care, dental services for children, and 

eyeglasses for the elderly. The provincial election took place on November 17 
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and reduced the PC party to twenty-three seats relative to the NDP's thirty-four 

seats in the province's 57 seat legislature. 

CHANGES IN CAPACITY, COSTS, AND CONTROL 

This assessrnent of the Lyon administration's single term in office follows 

the pattern established in previous chapters and is divided into three sub- 

sections. It also indicates that the changes in capacity, wsts, and control 

displayed by Manitoba's health care delivery systern between 1977 and 1981 

were influenced by three sets of factors. The first set relate to federal policy 

changes through the implementation of the EPF Act in 1977. As noted in 

Chapter 6, M i l e  this Act restricted the growth of federal health Gare transfers, it 

also gave the provinces greater flexibility in the way they allocated delivery 

system resources. As the findings in this section indicate, the Lyon 

administration utilized this increased flexibility to enlarge the province's long- 

terrn care capacity, establish twelve new Type I Health Districts, and expand its 

insured semices program in the area of ambulatory and out-patient services. 

The second set of factors relate to Lyon's application of his philosophy of "acute 

protracted restraint" to the province's health care sector. While the PC partyJs 

1977 election campaign suggested that price and supply constraints would 



253 

dominate the Lyon govemment's cost containment strategies, following its first 

year in office, the govemment loosened its budgetary freeze and tumed to the 

rationalization of Manitoba's delivery system in an effort to shift resources from 

institutionai to community-based care. The third set of factors pertain to the 

govemment's relationship with provider pressure groups which. to a large 

degree, saw a retum to the status quo of the Roblin administration. As a result. 

it is not surprising that the MMA enhanced its legitimacy in the province's health 

care policy community under the Lyon administration. Nor is it surprising that 

the MHO was more successful in its demands related to the development of 

DHCs despite suspicions on the part of the MHSC's senior staff regarding the 

ultimate goals of this pressure group. 

CAPACITY CHANGES 

As Table 7.1 below indicates, the tenure of the Lyon administration did 

not produce much in the way of changes in the functional swpe of the province's 

health care delivery role. The only notable changes were the expansion of the 

insured services prograrn, in the areas of ambulatory and out-patient care, and 

the division of the Department of Health and Community Services into two 

separate departments. The primary impact of the latter event was to fonally 

separate the budget lines for services delivered by the province at the regional 

level. 



Table 7.1 : Changes in Functional Scope between 1977 and 1981 

/ Fundional Area 1 Status in 1977 1 Status in 1981 

Public Heaîth Services 
, 

~ , 

, Acute Care Hospital 
Facilities 

1 

Institutions for the Aged 
and Infimed 

The lack of change in the province's functional scope is also reflected in 

the lack of significant changes in the geographic scope of public health services 

delivery. However, there were some changes in the geographic s a p e  of 

institutional services delivery related to the balance between rural and urban 

regions wtiich are noted in Table 7.2 below. This Table, which summarizes the 

data in Table D.9 in Appendix D, indicates that, during the tenure of the Lyon 

administration, rural bed capacity decreased by 1.1 percent. However, due to 

rural population decreases, the beds per thousand ratio grew by 7.6 percent. 

Winnipeg's population also dropped slightly during this period resulting in a 

beds per thousand ratio increase of 8.2 percent which was largely due to the 

opening of Seven Oaks General Hospital. 

Responsibility for health 
and social funding and 
delivery is centralized in 
the Department of 
Heatth and Social 
Development. 

Funding and regulatory 
control is centralized in 
the MHSC. 

Services Provided by 
Physicians 

Funding responsibility 
for regional health and 
social services delivery 
is divided between two 
provincial departrnents. 

No changes in this area 
with the exception of 
expansion of insured 
services in the area of 
ambulatory and out- 
patient care. 

F unding and regulatory 
control is centralized in 
the MHSC. 

No changes in this area. 

Funding and regulatory 
control is centralized in 
the MHSC. 

No changes in this area. 



Table 7.2: Hospital Growth in Manitoba from 4977 to 1981 

1 1976117 1 1981182 1 % 
lncrease 

C 

Central: # Communities with Facilities 

II Eastman: # Cornmunities with Facilities ! 7 l 7 l O 
I 

13 

11 Interlake: # Communities with Facilities I 7 I 7 I O 

: Rated Bed Capacity 

I 

13 

II : Rated Bed Capacity 1 423 1 398 1 -7.9 

O 

502 

: Rated Bed Capacity 

: Rated Bed Capacity 

Norman: # Communities with Facilities 

II Westman: # Cornmunities with Facilities 1 27 1 26 1 -7.7 

480 

231 

21 1 

8 

Parkland: # Communaies with Facilities 

: Rated Bed Capacity 

II : Rated Bed Capacity 1 970 1 946 1 -7.5 

4 . 4  

II Total Rural Capacity 1 26ô4 1 2636 1 -1.1 

21 3 

21 1 

8 

9 

373 

- - 

II Total Rural Population (in thousands) 1 481.8 1 458.8 1 -1 -8 

-7.8 

O 

O 

9 

388 

1 Winnipeg Beds Per 1000 population 1 6.1 1 6.6 1 8.2 

O 

1 .O 

1 Rural Beds Per 1000 population . 
Winnipeg: # of Facilities 

Uated Bed Capacity 

Total Winnipeg Population (in thousands) 

The data wntained in Table D.9 of Appendix D indicates that as some 

rural communities acquired or increased their long-tem care capacity, the 

number of rated hospital beds declined. The increases in long-term care 

capacity are noted in Table 7.3 below which is also based on the data in Table 

D.9. This Table indicates that rural capacity. rneasured in beds per thousand 

population, increased 22.6 percent during the tenure of the Lyon administration. 

5.5 

9 

3647 

596.8 

5.7 

10 

3946 

594.1 

7.6 

11.1 

7.2 

-7.5 
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On the other hand. the ratio of beds per thousand in Winnipeg declined by 4.2 

percent. 

Table 7.3: Long-Term Cam Facility Growth in Manitoba from 1977 to 1981 

Eastman: # of Communitieswith Facilities 1 5 1 5 1 O 

Reg ion 

Central: # of Communities with Facitities 

: Rated Bed Capacity 

: Rated Bed Capacity 1 329 1 390 1 18.5 

Interiake: # o f  Communlies with Facillies 1 5 ( 5 ( O 

1976ff7 

9 

601 

1981182 

10 

71 8 

: Rated Bed Capacity 

Norman: # of Communities with Facilities 

% 
lncrease 

11 

19.5 

: Rated Bed Capacity 

Parkland: # of Communities with Facilities 

468 

2 

: Rated Bed Capacity 

: Rated Bed Capacity 1 1212 1 1426 1 17.7 

1 02 

5 

277 378 36.5 

Westman:# of Communities with Facilities 

Total Rural Capacity 1 2989 / 3472 1 16.2 

428 

2 

Total Rural Population (in thousands) 1 481 -8 1 458.8 1 -1.8 

7.5 

O 

1 32 

6 

13 

Rural Beds Per 1000 population 1 6.2 1 7.6 1 22.6 

29.4 

20 

Winnipeg: # of Facilities 1 3 6  1 3 4  1 - 5 . 5  

16 23.1 

Winnipeg Beds Per 1000 population 1 7.2 1 6.9 1 4.2 

Rated Bed Capacity 

Total Winnipeg Population (in thousands) 

COST CHANGES 

While the Lyon administration did not alter established functional roles in 

Manitoba's health care delivery system, this govemment's tenure did see further 

4275 

596.8 

4074 

594.1 

-4.7 

-7.5 
I 
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changes in the allocation of delivery system resources. These changes are 

noted an Table 7.4 below which is based on Table D. 10 in Appendix D. 

Table 7.4: Provincial Budgetary Changes from 1978 to 1982 

Budget Line 1 1977-78 1 1981-82 

Healh Care Expenditures as % of Total 1 28% 1 21.6% 

Total Provincial Budgetary Expenditures 

Provincial Health Care Expenditures 

Heaith Dept. Divisional Expenditures as a 
% of the Total Heaith Care Expenditures 1 
Executive Division 1 1.44% 1 .li% 

1,077,980,913 

301,977,827 

. 2,43%,8ô3,998 

525,490,464 

Psychiatnc Services Division 

Public Heaith Services Division 

Totals 1 100% 1 100% 

MHSCIOther Hospital Services 

This table indicates that the Department of Health's relative share of the 

provincial budget declined. However, this decline was largely due to the Lyon 

administration's transfer of key wmponents of the Department's Public Health 

and Psychiatric Services Divisions to the new Department of Community 

Services. The detailed breakdown of the MHSC's budgets offered in Table D. 11 

of Appendix D indicates that the relative allocation of expenditures within the 

MHSC remained largely the same throughout the Lyon administration's tenure. 

This suggests that the primary reason for MHSC budget increases during this 

period was rising wsts related to the delivery of the province's established 

insured services programs. 

12.64% 

11 -31% 

5.48% 

3.42% 

74.6% 90.98Oh 



CONTROL CHANGES 

With regard to changes in the province's functional roles, Table 7.5 below 

supports the findings noted above which indicate that the Lyon administration's 

overall impact on Manitoba's delivery system was more limited than the impact of 

earlier administrations. 

Table 7.5: The Lyon Administration's Impact on F unctional Roles 

II Provincial Function 1 TypefNature of Change 

II Legislative fundions pertaining to I No substantive changes. 
govemance of the delivery system. 

II 1 
. . - . . - - - 

Revenue-Raising Functions related No substantive changes. 
to the funding of services. 

Inter-Sedorat Collaborat ive 
Fundions with other jurisdictions to 
facilitate services funding and 
delivery. 

Planning and Resource Allocation 
Functions related to services 
delivery. 

No substantive changes. 

No substantive changes. 

Policy-Making Functions related to 
the licencing of and standards for 
services providers. 

No substantive changes. 

II Inter-Agency coordinative Functions 
related to services delivery. 

Training Functions Related to the 
education and placement of 
Professional Prwiders. 

No substantive changes. 

Regulatory Functions related to the 
resource utilization pradices of 
professional providers. 

No substantive changes. 

No substantive changes. 

Management Functions related to the 
day-today administration of services 
delivery. 

No substantive changes. However, 
facitities were given greater fi exibility 
in the allocation of resources to 
ambulatory and out-patient services. 



In summary, the most prominent change in Manitoba's health care 

delivery system produced by the Lyon administration was to return govemment- 

provider pressure group relations to something resembling the pre-1969 status 

quo. While this played a role in reducing observable confiict in the province's 

health care delivery subsystem, it did little to alter the capacity and costs of, as 

well as the distribution of policy and administrative control within, the province's 

health Gare delivery system. 



CHAPTER 8. 

CONSULTATION AND COST CONTROL: 1981 - 1988 

This chapter tums to the policy behaviour of Howard Pawley's NDP 

administration which replaced the Lyon govemment in 1981. When this 

administration entered o f f m  it embarked on a policy path similar to that of 

earlier provincial administrations. In short, it initiated further study of the 

province's health services delivery system to detemine where organizational 

changes could be implemented to contain costs. However, hile the Schreyer 

and Lyon administrations conducted much of their health care delivery planning 

behind the doors of executive council offices, the Pawley administration 

undertook to engage provider pressure groups and other interests in a process 

of public consultation. The discussion in this chapter indicates that this process 

was fairly quickly overshadowed by a retum to conflict between the province and 

the MMA. While a plan for delivery system organizational change was nearing 

finalization two years into the Pawley administration's second terni, the 

government's unexpected defeat during a vote in the legislature in 1988 

precluded the announcement and implementation of this plan. Nevertheless, the 

changes in capacity, costs, and control described in the second section of this 

chapter indicate that this government enjoyed some success in containing 

provincial expenditure budget growth, in the area of insured services programs, 

and used the savings to expand funding for community-based public health 

sewices. 



THE P A W L N  ADMINISTRATION'S FlRST TERM 

The election of the Pawley administration saw Laurent Desjardins return 

as the Minister of Health when the cabinet was announced on November 28, 

1981. In December Mr. Desjardins appointed Mr. Reg Edwards as the Deputy 

Minister of Health. As Mr. Edwards retained his position as the Exewtive 

Director of the MHSC, his appointment effectively centralized the planning and 

management of services provided by the Department of Health and the 

Commission within the Minister's office. The first major health services policy 

event in the Pawley administration's tenure came in January 1982 when the 

govemment began negotiating with the MMA for a new fee schedule that was to 

becorne effective on April 1, 1982. At the first meeting between the two parties 

Mr. Desjardins indicated that he was not prepared to reach a settlernent with the 

Association until the government's budget was completed. As a result, talks 

between the two parties ended aiter the first meeting and did not reopen prior to 

Mr. Desjardins presentation of his Department's budget estimates to the 

legislature on April 23. These estimates contained a 26 percent expenditure 

increase over the previous year with 93 percent of this expenditure increase 

allocated to the MHSC.' The remainder of this increase was allocated to: 

renovations to the Selkirk and Brandon mental health centres; the addition of 27 

staff positions in the province's health and social services regions to improve 

' Manitoba, "26% lncrease In Heaith Care Spending Projected," Information Services Branch, 
April 23, 1982. 
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public and mental health nursing care; the Northem Patient Transportation 

Service; the City of Winnipeg to upgrade its emergency response systern; and to 

the Department to create a Planning Secretariat responsible for long-terni 

Departmental and MHSC program planning. 

Following the passage of the govemment's budget bill in May, Mr. 

Desjardins presented the Pawley administration's position on health care policy 

at a federal-provincial conference of health ministers in Ottawa. His May 26 

opening speech was critical of federal funding policies which he noted had 

declined from 50 percent of insured services costs in 1979 in Manitoba to an 

estimated 39 percent for the cuvent fiscal year. Based on this decline, Mr. 

Desjardins called for a review of the EPF Act to detenine its impact on health 

services delivery in the provin~es.~ There were no other health care policy 

announcements during the remainder of the spring and the summer of 1982 

except for a June announcement that, beginning on July 1 , the province would 

expand the insured services program to include medically-required frames 

andlor lenses for persons over the age of 65. 

In October preparations for the winter legislative session resulted in a 

number of announcements including: the re-organization of senior staff at the 

MHSC to relieve Mr. Edwards of some of his day-today administrative 

responsibilities; the creation of the position of Provincial Gerontologist in the 

Manitoba, "Greater Federal Share of Heaith Costs Urged," Information Services Brancti, May 
28, 1982. 
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Department of Health; the appointment of Mr. David Paswe as the Director of 

Research and Planning for the Department and the Commission; and the 

formation of a Working Group on Mental Health to examine this cornponent of 

the province's delivery system. In addition, Mr. Desjardins wote the exewtive of 

the MMA on October 22 indicating that the govemment was willing to agree to 

binding arbitration with the Association for a contract wvering a two year period 

commencing April 1, 1983 if the MMA was prepared to accept limits on extra- 

billing by its rnember~hip.~ On November 19 the MMA rejected this offer and 

called on the govemment to re-enter negotiations for a fee schedule increase 

retroactive to April 1. 1982. In addition, it asked its membership to withdraw 

their participation from al1 provincial and Commission planning and management 

wmmittees. Mr. Desjardins responded on November 29 by once again offering 

to enter into binding arbitrati~n.~ In a letter to the MMA he indicated that the 

govemment was willing to bring legislation into force that would establish the 

MMA as the exclusive bargaining agent for all fee-for-services physicians if the 

Association accepted his binding arbitration proposal. Once again. the MMA 

rejected this offer. However, one week later it returned to the bargaining table 

and in early January an agreement was reached that gave the MMA's 

mernbership an average fee schedule increase of three percent in the 1982-83 

Manitoba, "Binding Arbitration Trial Offered Manitoba Doctors," Information Services Branch, 
Odober 22, 1982. 

Manitoba, "Dodors Get Modified Offer of Arbitration," Information Sewices Branch. November 
29, 1982. 



and 1 983-84 fiscal years. 

With the issue of fee schedules settled, the Pawiey administration turned 

to other health care policy issues. On April 1 Mr. Desjardins announced another 

reorganization of the Department of Health.5 It saw the creation of a three 

Division structure: an Administrative Services Division responsible for 

Departmental support services; a Community Health Operations Division 

responsible for Departrnental services offered in the health regions and the 

Selkirk and Brandon Mental Health Centres; and a Cornmunity Health Programs 

Division which contained a Health Promotion Directorate, a Communicable 

Disease Control Directorate, a Dental Health Services Unit, an Onice of Hearing 

Conservation, a Matemal and Child Health Directorate, and the OfFÏce of 

Continuing Care. This reorganization included the creation of The Office of 

Chief Provincial Psychiatrist. It was followed by the presentation of the 

Department's spending estimates to the legislature for the 198384 fiscal year on 

April 8. The estirnates called for an 11.6 percent increase over the previous 

year. In addition to a 9.9 percent increase in the MHSC's budget, the remainder 

of the expenditure budget was allocated to: further expansion of the services 

provided by the Department's Continuing Care Services Division through a 20.4 

percent budget increase; a 20.1 percent increase in the budget for the Home 

Care Assistance program; the construction of a new adolescent treatment facility 

Manitoba, 'Long-Range Heaith Planning Stressed." Information Services Branch. April8. 1983. 
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in Winnipeg; renovations to the Brandon and Selkirk Mental Health Centres; and 

new preventive programs in the area of matemal and child health. During his 

presentation of these estimates to the legislature, Mr. Desjardins also 

announced a new policy related to hospitals by indicating that hospital budget 

deficits would "no longer be tolerated, unless occasioned by some unforeseen 

emergency ..? There was no immediate reaction to this policy change from the 

MHO and no additional health care policy changes were announced during the 

summer of 1983. 

In the fall of that year Mr. Desjardins attended a meeting of provincial 

health ministers in Halifax. In his opening speech he called on the federal 

govemment to retum to the pre-1977 cost-sharing formulas in an effort to soive 

the cuvent health care funding problems faced by the province.' On October 14 

he reiterated this position in a letter to federal Health Minister Monique Begin 

requesting a federal-provincial health ministers' meeting to discuss more 

equitable funding arrangements. While Mr. Desjardins continued to pressure 

the federal govemment for more funding, five other events in late 1983 and early 

1984 indicate that the Pawley administration was also becoming more interested 

in implementing changes in the organization of the Manitoba's delivery system. 

The first was the September release of the Working Group on Mental Health 

report which recommended the expansion of community-based services in al1 

' Manitoba, "Desjardins Urges Retum To Federal Cost-SharingSn Infornation Services Branch, 
Septem ber 9,1976. 
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regions of the prov in~e.~  Mr. Desjardins responded to the rewmmendations of 

this group by establishing a Mental Health Advisory Committee in October to 

receive feedback on the study from interested agencies and individuals. The 

second involved the establishment of a Health Services Review Committee to 

study the organization and behaviour of the province's delivery system. This 

committee was made up of senior Health Department officiais along with 

representatives from the MMA, the College of Physicians and Surgeons. the 

MHO, and the Manitoba Association of Registered Nurses (MARN). The third 

event was the initiation of an intemal Department of Health study related to the 

development of Primary Health Centres (PHCs) that would be funded by the 

province to provide targeted disease prevention and health promotion programs 

to sectors of the population at high risk of hospitalization. The foufih was the 

January 1984 establishment of a Nursing Review Committee to examine the 

supply and utilization of nursing professionals in the province. The fifth was the 

establishment. also in January. of an MHSC Task Force to study the viability of 

Community Health Centres (CHCs) for the delivery of primary care services. 

While the Pawley administration awaited the findings of these studies, 

there was little in the way of significant health policy announcements during the 

remainder of 1984. However, three events during the year are notable. The first 

ocwrred in April when the MHSC approved a $16 million interim financing 

Manitoba, Mental Health Semices In Manitoba, (Winnipeg: Mental Heatth Working Grou p. 
September 1983). 



agreement with the City of Winnipeg for the redevelopment of the City's 

Municipal Hospitals. The first phase of this redeveloprnent, which was expected 

to cost $28 million, involved the construction of a new 205 bed facility. The 

second was August implementation of The Manitoba Home Care Orderly Service 

which provided an expanded range of services to home care clients in the 

province's health regions. The third was a joint Provincial-MMA announcement 

in December which indicated that the Association had agreed to begin 

conducting assessments of its membership's practice patterns to ".. .identify and 

wntrol unwarranted annual increase in the utilkation of medical services, and to 

detemine the wst-effectiveness of new high technology services on the health- 

care system.'" In exchange, the province committed to provide a further two 

percent fee schedule increase for the 1984-85 fiscal year. More importantly, 

both parties agreed to enter into binding arbitration related to fee schedule 

negotiations for a three year period beginning Aprïl 1, 1986. 

In January 1985 the first of the studies commissioned the previous year 

was released by the govemment. On January 21 the MHSC Task Force 

presented its recommendations related to Community Health Centres to the 

Commission's Board. Its recommendations were based on the general finding 

that the establishment of CHCs would irnprove access to primary health care 

' Manitoba, "Province, MMA Announce Problem-Solving Accord," Information Services Brarich, 
December 28,1984. 



se rv i cdO The Task Force's report was followed by the release of the 

Department of Health study group's report in February which recommended that 

the PHC concept should guide provincial policy related to the delivery of 

services to three high risk groups in the province; the children of urban cultural 

minority groups, elderly persons living in urban area, and first nations penons in 

remote and northem communities." Also in February, an interdepartmental task 

force on disabled persons in personal care homes, established in January 1983, 

released its report whidi supported the provision of a wider range of lifestyle 

options in the f om of assisted independent living accommodations. 

In early March a special study of the province's health care delivery 

system commissioned by the Health Services Review Cornmittee the previous 

year was released. Authored by Dr. Robert Evans, Mr. Denis Roch, and Mr. 

David Pascoe, it presented a detailed picture of resource utilization behaviour 

related to Manitoba's insured services programs between the 1971 and 1982 

fiscal years.12 This study's comparison of Manitoba's programs with the national 

averages indicated that the province's per capita bed capacity was larger than 

the national average and was significantly more expensive to operate. The 

study's findings in this area indicated that Manitoba displayed a thirty percent 

'O Manitoba Heaith Services Commission, Subrnission To The Health Sewices Commission 
Board (unpublished MHSC Facilities Division Task Force Report, January 21, 1985). 

l 1  Manitoba, Manitoba Rimary Heaffh Care (Winnipeg: Department of Health, February 1985). 

l2 Manitoba, Manitoba and Medicare 1971 To the Present (Winnipeg: Manitoba Heaith, March 
1 985). 
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higher rate of Personal Care Home (PCH) spending than the national average 

due to the inclusion of PCH services in the insured services program. The study 

observed that expenditures related to PCH services appear to have been an 

"addon" cost to the delivery system, rather than an alternative to acute care 

facilities. As a result, it suggested that the province explore further realignments 

to its delivery system based on the Health Maintenance Organization (HMO) 

~oncept. '~ 

The findings of the studies noted above had a direct impact on the 

content of the Pawley administration's March 7, 1985 Speech from the Throne. 

In this speech the govemment indicated that during the 1985-86 fiscal year the 

Department of Health would emphasize ". . . preventive services and development 

of alternatives to more expensive hospital and institutional treatn~ent."'~ To this 

end the govemment indicated that it would: establish CHCs in al1 regions of the 

province to deliver primary care services; expand outpatient and day surgery at 

hospitals in Winnipeg and at the Brandon General Hospital; establish regional 

chemotherapy programs in rural hospitals; expand comrnunity-based services to 

the elderly; expand provincial regulatory control over private laboratories and 

related diagnostic facilities; and introduce legislation banning extra-billing by 

physicians in conformance with the demands of The Canada Health Act passed 

by the federal govemment in 1984. 

l3 Ibid., see Chapter IX p.236-49. 

'* Manitoba. 'Extra-Billing Ban Forecast in Speech," Infornation Services Branch, March 8, 
1985. 
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Following the Speech from the Throne the cabinet approved new budget 

guidelines for hospitals which restricted them to 2 percent budget increases 

during the next fiscal year. On March 20 Mr. Edwards began fomvarding letters 

to ail hospitals in the province infonning them of the province's new budget 

lirnits. This letter indicated that. in the upcoming fiscal year, no budgetary 

increases would be provided by the MHSC for salaries and that the maximum 

two percent increase over the previous fiscal year would be provided for 

supplies only. Needless to Say. the MHO was critical of the govemment's new 

policy and called on the govemment to withdraw these limits in a public 

statement to the media." 

In April, the Nursing Review Comrnittee established the previous year 

presented its report to Mr. Desjardins. This Cornmittee offered a variety of 

recommendations related to the future training of nurses and the need to expand 

their role in the province's delivery system.16 Mr. Desjardins did not offer an 

immediate response to these recommendations as his attention was focussed on 

national policy issues. On May 16-1 7 he hosted a Federal-Provincial Health 

Ministers meeting held in Winnipeg. At this meeting he urged the federal 

govemment to develop new funding mechanisms designed to meet current and 

pending provincial needs related to the provision of services for Canada's aging 

'' Winnipeg Free Press, "Hospital budget limits assailed," March 21, 1985 p.4. 

Manloba ~ u n i n g  Review Cornmittee. Report Of me Manitoba Nursing Review Commiftee To 
the Minister of Health, (Winnipeg: Department of Heaith, April, 1985). See Chapter VII, p.34-35 
for the report's conclusions. 



population." Less than a month later, on June 9, Mr. Desjardins travelled to 

Ottawa to protest federal amendments to the EPF Act, passed the previous fall 

in the form of Bill C96, which allowed the federal govemment to link increases in 

federal transfen to increases in the gross national produd.18 While his protest 

was not successful, Mr. Desjardins continued his campaign against the federal 

health care policy changes by releasing a letter he had written to federal Health 

Minister Jake Epp expressing Manitoba's concems related to the private 

management of health facilities.lg No immediate response was forthcoming 

from Mr. Epp. 

During the remainder of 1985 two additional health care policy events 

occurred that played a role in Manitoba's health care policy agenda. The first 

was the August 1 implementation of a ban on physician extra-billing based on 

the passage of amendments to the Health SeMces Insurance Act in May. The 

second was the release of the final report of the Health Semices Review 

Committee on December 16.~' The many recommendations offered by the 

Committee were based on two central assumptions related to the future 

development of the province's delivery system: : 

l7 Manitoba,"Common Health Concems Addressed At Conference," Information Sewices 
Branch, May 24, 1985. 

l8 Manitoba, "Manitoba Calls For Bill G96 Withdrawal," Information Services Branch, June 13, 
1986. 

l9 Manitoba, "Privatizing Heaîth Care Management Is Opposeci," Information Services Branch, 
July 19, 1985. 

20 Manitoba, Reporf of the Heaifh Sendces Review Cornmittee Vol. 1-IV (Winnipeg: Manitoba 
Heaith , December 1985). 



- that no further construction of institutional beds was required within the 
province. rather, there was a need for improved ambulatory care and 
other alternatives to institutional care; 

- that m i l e  no new funding was needed for health care delivery, 
monitoring of existing resource allocations should be improved to 
enhance effective and efficient resource utilization. 

Mr. Desjardins responded to this report by indicating that the Health 

Services Review Committee would be designated as a permanent advisory body 

to his Department. He also indicated that the Cornmittee's next task would be to 

solicit responses to its findings from health service providen in the province. 

The govemment entered 1986 with a February 1 1 announcement by 

Premier Pawley that he was calling a provincial election for March 18. During 

the election campaign, the NDP's approach to health policy issues was 

reminiscent of its opposition to the Lyon administration in that it was based on 

expressions of concem that the election of a PC party govemment would result 

in the privatization of some public health care services. The PC party, now 

under the leadership of Garry Filmon, responded by denying any interest in the 

privatization in the health services and expressed concerns about the Pawley 

administration's management of the province's health care services budget and 

the deterioration of the climate for medical practice in the province. Election 

day saw the NDP retain its majority with 30 seats while the PC party held 26 

seats with one seat held by the Liberal Party. 



THE SECOND TERM 

Mr. Desjardins retained the health portfolio when the Pawley 

administration's new cabinet was announced one week after the election. 

However, it would be another month before he began a series of 

announcements related to changes in the organization of the province's delivery 

system. The first was a mid-April, 1986 announœment that the 2 percent limit 

on hospital budgets, introduced during the govemrnent's first ten,  would be 

continued. In addition, hospital boards were asked to meet with MHSC staff over 

the next four months to develop plans for further budgetary reductions in the 

next fiscal year. The second announcement came in midMay when Mr. 

Desjardins and the Minister of Community Services, Muriel Smith, announced 

that the Winnipeg Health and Social Services region would be divided into three 

regional units so that services could be provided in a manner more sensitive to 

the unique character of neighbour-hoods in the City." This announcement also 

indicated that departmental lines of reporting for the Directors of the seven 

existing and three new regions had been integrated to reduce administrative 

fragmentation. 

In July Mr. Desjardins made two further announcements. The first was 

the appointment of Dr. Nick Poushinsky to assist the government in the 

developrnent of an implementation plan for the realignment of the province's 

Manitoba, ' Restmcturing in Health, Community Services Set," Information Services Branch, 
May 16,1986. 



health care delivery system based on the recommendations of the Health 

Services Review Cornmittee and the other Task Forces and Advisory Groups 

that had reported to the govemrnent over the previous yearaa The second 

indicated that the govemrnent was now in receipt of the plans for budget 

reductions developed by the province's hospitals and that the first of a series of 

changes fiowing from these plans would be implemented. These changes 

included: the closure of twenty-nine beds at Brandon General Hospital with 

conversion of the space occupied by these beds to a day surgery area; the 

closure of 98 beds in Winnipeg at the HSC, St. Boniface Hospital, and the 

Victoria General Hospital; and the initiation of a joint pilot project by the 

emergency departments at St. Boniface General Hospital and Grace General 

Hospital designed to prevent admissions by providing emergency patients with 

appropriate home care alternatives where possible. 

There were no other major announcements until early December when 

Mr. Desjardins retained the services of Michael Decter, a former staff member of 

the Pawley govemment's exewtive council, to review the operational mandate of 

the MHSC relative to the mandate of the Department of Health. The stated goal 

of Mr. Decter's review was to assess the feasibility of amalgamating the 

Commission's operations with the Department. At the same time Mr. Desjardins 

issued a request for proposals for health Gare demonstration projects intended to 

Manitoba, "Heaith Care Refonn Action Plan Soughtln Information Services Branch, July 4, 
1986. 
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reduce the province's dependency on institutional services. This was followed, 

on December 23, by the release on a ruling by the arbitrator responsible for fee 

schedule negotiations between the province and the MMA. This ruling proposed 

a 6.5 percent fee schedule increase retroactive to the start of the 198687 fiscal 

year. Mr. Desjardins immediately rejected this proposal based on his position 

that a new contract with the MMA would have to include a cornmitment by the 

Association to impose controls on the volume of medical services utilized by its 

members. The situation remained at an impasse into 1987 men,  on January 

23, Mr. Desjardins suggested to the media that he was prepared to terminate the 

govemment's agreement with the MMA to utilize binding-arbitration to resolve 

fee disputes2' Following a cabinet meeting on February 3 Mr. Desjardins 

softened his position by indicating that he had instructed the MHSC to provide a 

5.6 percent increase in fee schedule payments retroactive to April 1, 1986 based 

on the arbitrator's re~rnrnendations.~~ 

With yet another confrontation with the MMA behind him, Mr. Desjardins 

released the findings of the Decter report commissioned the previous December. 

It indicated that the separation of services delivery administration between the 

Department of Health and MHSC had contributed to the Pawley administration's 

inability to shift resources from curative to primary and preventive care. As a 

result, Decter's recommendations mirrored those of Lyon administration's Task 

rr Winnipeg Free Press. "Province ends arbitration pact with doctors." January 23. 1987 p.1. 

'* Winnipeg Free Press, "Province pays up to MD'S." February 4. 1987 p.3. 



Force On Govemment Organization and Finance by suggesting the 

"disestablishment" of the MHSC and the integration of its functions within the 

Department of Health to improve the planning and administration of services 

delivery2' The govemment gave no indication that it was planning to act on the 

recommendations of this report when it presented the health department's 

expenditure budget to the legislature on April 10. These estirnates indicated that 

the only changes in resource allocations were a 9.5 percent increase in the 

MHSC's budget and a 2 percent increase in the province's home care sewices 

program. " 
In May the only major policy announcement was the establishment of a 

program to wntrol the spread of HIV infection. It was not until June 1987 that 

Mr. Desjardins indicated planning was underway to amalgamate the functions of 

the MHSC with the Department of ~ea l t h . *~  However, he never formally 

announced the implementation of this plan because, on August 26, he resigned 

as the Minister of Health and was replaced by Wilson Parasiuk. Mr. Parasiuk 

began his tenure as the Minister of Health by attending a September 9-10 

provincial health ministers meeting in Saint John, New Brunswick. At this 

meeting he called on the federal govemment to alter funding arrangements with 

25 The October Partnership, Review of Manitoba Health Sentices Commission, January, 1987. 

2s Manitoba. "$1 -3 Billion Health Spending 1s Proposed," Information Services Branch,April 10, 
1987. 

Winnipeg Free Press, "Desjardins ducks details of heaith department plan," June 19, 1987 
p.11. 
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the provinces to allow the development of new insured programs for the delivery 

of services at the cornrnunity level. Upon his retum from this meeting Mr. 

Parasiuk spent much of September responding to public and pressure group 

criticism of the Pawley administration's management of health services due to a 

series of cuts to hospital services undertaken by urban institutions in Winnipeg 

and Brandon to control their budgets. 

The MMA was one of the most vocal critics of the govemment during the 

fall of 1987and, on October 3, it issued a public letter suggesting that the 

Department of Health's failure to properly co-ordinate the implementation of the 

ws t  containment plans of hospitals developed the previous year had negatively 

affected the ability of physicians to deliver care to their patients. Based on the 

positive response of its membership to the release of this letter, the MMA began 

an advertising campaign in late October designed to increase public opposition 

to the Pawley administration's management of the province's health care 

delivery system. Throughout November this campaign was augmented by 

almost daily stories in the media pertaining to the negative impacts of hospital 

budget cuts on patients and providers. In an effort to wunter this campaign, Mr. 

Parasiuk began a series of announcements intended to show that the 

govemment was responding to the need for policy changes. The first came on 

December 10 when he announced that the province had approved $1.1 million in 

grants to fund demonstration projects designed to reduce the health Gare 
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delivery ~ o s t s . ~ ~  This was followed by a December 22 announcernent that the 

Department of Health was planning a series of delivery system realignments that 

would include changes in the role of physic~ans.~~ A third announcement was 

contained in the govemment's Febniary 12, 1988 Speech from the Throne which 

indicated that it would implement a new program to establish Community Health 

Centres in al1 parts of the province based on the conversion of existing hospitals 

and health centres. This announcement was followed by the presentation of the 

province's budget on February 26. 

The Health Department's 1988-89 budget estimates included a $1 1 1 

million allocation to finance the implementation of programs designed to realign 

the delivery of health care services.30 Almost one-half of this allocation was 

intended to fund the provisions of Bill 2, An Act ta Establish The Health SeMces 

Development Trust Fund, which had been placed on the legislature's order 

paper by Mr. Parasiuk on February 23. The goal of the trust fund intended by 

this Bill was to provide transitional funding to communities that agreed to convert 

their District Hospitals and Type 1 District Health Centres into Comrnunity Health 

Centres that were similar to Type III DHSDC mode1 implemented in five 

communities during the Schreyer administration's tenure. However, Bill 2 was 

never passed by the legislature which was dissolved on March 9, 1988 when the 

a Winnipeg Free Press, "Health-care cost redudion plan launched," Decernber 11, 1987. 

29 Winnipeg Free Press, "MDs target of heaith-care reform," December 26, 1987 p.1. 

" Manitoba, "$1 -4 Billion To Ensure Quality of Heaith Care," Information SenAces Branch, 
February 26, 1988. 
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Pawley administration was unable to gain a majority vote for its budget bill and 

was forced to resign. A provincial eledion was called by Premier Pawley for 

April26 after which he resigned as Premier in advance of an NDP leadership 

convention. The election campaign was not an easy one for the NDP who faced 

constant criticism for their handling of health care policy. In an effort to respond 

to this criticisrn, the new leader of the NDP, Gary Doer, announced a six-point 

health services platforrn on April 7 which included budget increases for 

community-based programs, the development of CHCs, the expansion of health 

promotion programs, and the implementation of a home renovation program for 

elderly persons that would allow them to stay in their homes rather than living in 

an institutional ~ett ing.~'  The PC party countered this plaffom by promising to 

halt the closure of hospital beds. In addition, Mr. Filmon ruled out any possibility 

that he would implement user fees if his party was elected ." This proved to be 

an effective strategy because on April26 the election results gave the PC party 

minority govemment status with twenty-five seats. The Liberal Party fomed the 

official opposition with twenty seats while the NDP was reduced to twelve seats 

in the province's fifty-seven seat legislature. 

31 Winnipeg Free Press, "Doer targets health care," April 8, 1988 p.16. 

* Winnipeg Free Press, "Filmon rules out user fees. vows bed-closing freeze," April 1 3, 1 988 
p.1. 



CHANGES IN CAPACITY, COSTS, AND CONTROL 

While the Pawley administration's tenure mirrored that of the Lyon 

administration in that it did not implement any substantive changes in the 

organization of Manitoba's delivery system, its approach to management of the 

province's health Gare policy community saw a retum to the policy planning 

assumptions that guided the Schreyer administration in the 1970s. The most 

important of these assumptions was that the provincial govemment should be 

the dominant actor in the province's health care policy community since it was 

responsible for providing most of the funding for the delivery of services. 

Further. that policy goals and plans should strive to improve access to 

community-based services rather than further enhancing the capacity of the 

established medical care delivery system. However, there were also notable 

differences in the Pawley administration's approach. On the one hand, while the 

Schreyer administration developed its plan for delivery system rationalization 

privately, and then moved to debate its plan with rnernbers of the province's 

health care policy community, the Pawley administration opted for a more public 

planning process involving consultation with pressure group actors prior to the 

establishment of fomal goals. On the other hand, the Schreyer administration 

had grounded its plans for organizational rationalization on enhanced citizen 

control of delivery system administration at the district ievel based on the 

assumption that this would make the system more effective which, in tum, would 

enhance efficiency. However, the Pawley administration grounded its planning 
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on the need for greater provincial administrative control over the behaviour of 

the delivery system based on the assumption that, if delivery systern efficiency 

could be enhanced through organizational realignrnents, the budgetary 

resources saved through those realignments could then be utilized to enhance 

delivery system effectiveness. 

Despite these differences, the discussion in this chapter indicates that 

Pawley administration was influenced by the same three sets of factors that 

influenced the administrations that preceded it. With regard to the role of the 

federal govemment, the debate preceding the passage of The Canada Health 

Act in 1984, and the subsequent irnplernentation of this Act, were important 

events. While the irnplementation of this Act did not alter the federal-provincial 

framework for health care funding established in 1977, Taylor notes that the 

federal govemment's position in the debate leading to the passage of this Act 

was ".. .that what was needed was significant restnicturing and reorganizing of 

health Gare priorities and delivery systems." " Given that the NDP in Manitoba 

had supported this position since the late 1960s, it is not surprising that the 

Pawley administration actively pursued organizational rationalization as its 

primary policy option. As noted above, it assumed that successful 

organizational realignments wuld not be implemented without first increasing 

the province's authority in the province's health care services delivery 

subsystern. As a result, the devolution of provincial authority to the province's 

Taylor, Health lnsurance and Canadien Public Policy, 444. 
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regions or hospitallhealth care districts was never central to policy community 

debates during the tenure of this administration. Rather, the Pawley 

administration translated the NDP's 'democratic socialist" philosophy of 

governing into health care policy planning by focussing on challenging the 

independent authority of health care providers related to the utilization of 

provincial budgetary resources. Therefore, it is not surprising that conflict 

between executive council and provider pressure group actors dominated health 

care policy debates during this administration's tenure. Nor is it surprising that 

the Pawley administration was unable to implement the changes in the 

province's delivery system that it planned as, by the end of its tenure, it was 

confronted with a health care delivery subsystem that was openly antagonistic to 

its management of the policy process. 

CAPACITY CHANGES 

Table 8.1 below supports the assumption made in the above discussion 

that the tenure of the Pawley administration did not produce substantive 

changes in the functional swpe of the province's health care delivery role 

beyond increases in the service delivery roles of community-based public health 

services provided by the Department of Health and the imposition of the 

province's ban on physician extra-billing. 



Table 8.1: Changes in Funcüonal Scope from 1981 to 1988 

II Functional AM 

Acute Care Hospital 
Facilities 

Il Institutions for the Aged 
and lnfirm 

Services Provided by 
P hysicians 

Status in 1981 

The funding of services 
is divided between two 
provincial Departments. 

The insured sewices 
has expanded in the 
areas of ambulatory 
and out-patient are. 

No substantive changes 
in this area. 

No substantive changes 
in this area. 

- -  

Status in 1988 

Services funding 
rernains divided, 
however, resource 
allocations for some 
services, in particular 
home care, are 
increased. The 
Winnipeg region is now 
divided into three 
regional units. 

No substantive change 
in this area. 

No substantive change 
in this area. 

Extra-billing is banned 
following the passage of 
amendrnents to The 
Heaith Services 
Insurance Act in 1 985. 

While there was little change in the province's functional scope, there 

were a number of changes in the capacity of the health care services delivery 

system. Table 8.2 below indicates that the number of hospital beds per 

thousand persons in the province declined an average of 11 -5 percent. This 

compares to an average increase in province-wide hospital capacity, measured 

in beds per thousand persons, of 7.9 percent during the tenure of the Lyon 

administration. The decline in the total number of beds per thousand indicated in 

this table, which is based on a surnmary of data drawn from Table D. 12 in 

Appendix D, was the product of two related factors: a net reduction in bed 

capacity, which averaged 6.5 percent; and an increase in Manitoba's population, 



which averaged slightly over 7 percent during the tenure of the Pawley 

administration, which infiuenced the bed per thousand ratio. 

Table 8.2: Hospital Growth in Manitoba from 1981 to 1989 

Reg ion 

Central: # Cornmunities with Facilities 

: Rated Bed Capacity 

Eastman: # Communities with Facilities 

: Rated Bed Capacity 

Interlake: # Communities with Facilities 

: Rated Bed Capacity 

Norman: # Communities with F aciiities 

Paridand: # Cornmunities with Facilities 1 9 1 8 - t  1.1 

1981182 

13 

480 

7 

l 

: Rated Bed Capacity 

: Rated Bed Capacity 1 388 ( 363 1 -6.4 

21 3 

7 

21 1 

8 

1988189 

13 

452 

7 

398 

% 
l nc rease 

O 

-5.8 

O 

202 

7 

i 97 

8 

Westman: #tCommunities with Facilities 

Total Rural Population (in thousands) ( 458.8 1 496.7 1 8.3 

-5.2 

O 

-6.6 

O 

357 

: Rated Bed Capacity 

Total Rural Capacity 

Rural Beds Fer 1000 population 1 5.7 ( 5 1 12.3 

-1 0.3 

26 

946 

2636 

Total Winnipeg Population (in thousands) 1 594.1 1 628.7 1 5.8 

26 

Winnipeg: # of Facilities 

Rated Bed Capacity 

Winnipeg Beds Per 1000 population 6.6 5.9 -1 0.6 

O 

894 

2465 

Table D.12 in Appendix Dl which serves as the data base for Table 8.2, 

also indicates that the MHSC's 6/20 mode1 for small rural comrnunities was 

formaily in place in two communities, MacGregor and Whitemouth, at the end of 

-5.5 

-6.5 

10 

3946 

the Pawley administration's tenure and that a number of other communities 

1 O 

3689 

O 

-6.5 
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moved closer to the acute to long-terni care bed ratio defined by this model. 

Fumer, Table 0.1 2 indicates that the number of DHCs in the province doubled. 

from twenty-two in 1981 to forty-five in 1988, and that al1 of the DHCs 

established during this period were of the Type I model. Tuming to changes in 

long-terni care capacity, Table 8.3 below. which is also based on the data in 

Table D.12, indicates that province wide-capacity also changed in this area. 

Table 8.3: Long-Tenn Care Facility Growth in Manitoba from 1981 to 1989 

Central: # of Communities with Facilities 10 12 20 

: Rated Bed Capacity 1 718 1 734 1 2.2 

Eastman: # of Communities with Facilities 5 7 40 

: Rated Bed Capacity 390 433 11 

Interiake: # of Cornmunities with Facilities 5 7 40 

: Rated Bed Capacity 428 520 21.5 

Norman: # of Communities with Facilities 2 2 O 

: Rated Bed Capacity 1 32 130 -1 -5 

Parkland: # of Comrnunities with Facilities 6 7 16.7 

: Rated Bed Capacity 1 378 ( 405 1 7.1 

Westman: # of Communities with Facilities 16 22 37.5 

: Rated Bed Capacity 1426 1 520 6.6 

Total Rural Capacity 3472 3742 7.8 
l 

Total Rural Population (in thousands) 1 458.8 1 496.7 1 8.3 

Rural 8eds Per 1000 population 1 7.6 1 7.5 1 -1.3 

Winnipeg: # of Facilities 34 33 -2.9 

Rated Bed Capacity 4074 4594 12.8 

Total Winnipeg Population (in thousands) 594.1 628.7 5.8 

Winni~ea Beds Per 1000 ~o~u la t ion  1 6.9 1 7.3 1 5.8 
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In short, Table 8.3 indicates that. while the number of rural communities 

with facilities increased, along with the total rural bed capacity, rural population 

increases during the 1980s resulted in a decrease in the number of beds per 

thousand perrons by 1.3 percent. On the other hand, Winnipeg's capacity 

growth was positive in that the total number of beds increased by 12.8 percent 

and the beds per thousand population increased by 5.8 percent. This growth 

was the primary reason for a province-wide average growth in beds per 

thousand population of 2.3 percent during the Pawley administration's tenure. 

This compares with a total average growth in beds per thousand of 9.2 percent 

experienced during the tenure of the Lyon administration. 

COST CHANGES 

The Pawley administration's success in containing capacity growth in the 

province's delivery system relative to population growth, is also reflected in the 

changes related to the allocation of delivery system resources. These changes 

are noted Table 8.4 below which is based on Table D.1 3 in Appendix O. This 

table indicates that the Pawley administration was somewhat successful in 

shifting the relative allocation of resources from insured services and other 

hospital-based services to public health services. This resulted in increased 

home care spending as well as increases in budgets related to the Community 

Field Services section of the Department of Health. 



Table 8.4: Provincial Budgetary Changes from 1982 to 1989 

Budget Line 
. -. 

1 Total Provincial Budgetary Ëxpenditures 

Provincial Heaith Care Expenditures 
l 

1 Heaith Care Expenditures as % of Total 

Heaith Dept. Divisional Expenditures as a 
% of the Total Heaith Care Expenditures 

r - - -  - - 
l 

Executive Division 

Psychiatric Services Division 

Public Health Sewices Division 
- 

MHSC/ûther Hospita 1 Services 

Totals 

2431.8 million 1 4484.3 million 

With regard to the decrease in the MHSClOther Hospital Services area of 

the budget. Table D.14 in Appendix D indicates that while the relative allocation 

of expenditures for facilities increased by 1.3 percent and the allocation to other 

services increased by 1.5 percent, the allocation to medical services fell by the 

total of these increases; 2.8 percent. This suggests that the Pawley 

administration's approach to fee schedule negotiations with the MMA had a 

positive net effect on containing the budget allocation to the MHSC. 

CONTROL CHANGES 

The application of the nine category list of administrative roles defined by 

Mills et al. to changes in the province's functional roles during the tenure of the 

Pawley administration is offered in Table 8.5 below. It indicates that the most 

important changes related to the passage of The Canada Health Act and the 



subsequent banning of provider extra-billing for insured services. 

Table 8.5: The Pawley Administration's Impact on Functional Roles 

II Provincial Functïon 
- -- - 

Legislative functions pertaining to 
govemance of the delivery system. 

Inter-Sectoral Collaborative 
Functions with other jurisdictions to 
facilitate services funding and 
delivery. 

Il Revenue-Raising Fundions related 
to the funding of services. 

Planning and Resource Allocation 
Fundions related to services 
delivery. 

Policy-Making Fundions related to 
the licencing of and standards for 
services providers. 

Inter-Agency coordinat ive Functions 
related to services delivery. 

Regulatory Functions related to the 
resource utilkation practices of 
professional providers. 

Training Functions Related to the 
education and placement of 
Professional Providers. 

Management Functions related to the 
day-to-day administration of services 
delivery. 

Typernature of Change 

lncreased with regard to physicians 
through the province's ban on 
physician extra-billing motivated by 
the passage of The Canada Healfh 
Act in 1984. 

-- -- 

lncreased with the federal 
govemment prior to and after the 
passage of The Canada Health Ad. 

No substantive change. 

lncreased in the wntext of the 
Pawley administration's efforts to 
undertake a consuitative planning 
proces. 

No substantive change. 

- - -- 

No substantive change. However, 
efforts were made to broaden 
participation in health care delivery 
subsystem debates, in particular with 
regard to nursing professionak 

lncreased in the area of provider 
extra-billing through amendments to 
The Health Services Insurance Act 
that banned extra-billing. Also 
increased through the MHSC's deficit 
reduction program for facilities. 

No substantive change. 

lncreased due to the provincial ban 
on extra-billing which informally 
induded user fees for insured 
services. 
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In summary, the Pawley administration's most significant contribution to 

the evolution of Manitoba's health care delivery system involved the containment 

of provincial delivery system growth in terms of its capacity and costs. While the 

extensive planning and consultation process it undertook during much of its 

tenure confimed the need for furîher organizational realignment of the 

province's delivery system to increase its efticiency and effectiveness. this 

administration's conflicts with key provider pressure groups, coupled with the 

unexpected 1988 election, precluded the implementation of the 

recommendations for policy change produced by this process. 



CHAPTER 9. 

THE ERA OF PROVINCIAL COST CONTROL 

This chapter summarizes and evaluates the policy behaviour of the 

provincial administrations that govemed Manitoba between 1969 and 1988. In 

addition, it offers a summary of policy behaviour in Manitoba across the forty 

year time frame of this study. Like Chapter 5, this chapter's description and 

evaluation of policy behaviour utilizes the questions and hypotheses described 

in Chapter 2. To set the stage for the discussion of these questions, three 

general observations are noteworthy. The first is that Manitoba's policy 

experience supports the division of the post-World War II evolution of health 

care policy in that province into two broad eras; The Era of Provincial Capacity 

Growth and The Era of Provincial Cost Control. The findings indicate that 

govemrnents in Manitoba were somewhat successful in achieving their policy 

goals during both of these eras. These findings also indicate that while al1 of the 

goveming administrations reviewed preferred organizational rationalization as a 

policy option, provider pressure group resistance to alterations in the 

organizational arrangements for services delivery, which Mamor et al. suggest 

were the result of policy compromises during the establishment of the 

"expansionary paradigrnn, limited the irnplementation of substantive changes 

related to capacity. costs, and delivery system control.' 

1 Marmor et al., T h e  Deterrninants of a Population's Health," 221. 



291 

The second observation is that policy initiatives at the federal level of 

govemment in Canada played an important role in the timing and direction of 

provincial policy change. As the discussion in Chapter 3 indicates, the 1946 

federal taxation agreement and the 1948 introduction of the National Health 

Grants Program were instrumental in allowing Manitoba to begin pursuing the 

goal of capacity growth. While capacity growth declined following the 1953 

provincial election, it began to increase in the late 1950s with the implementation 

of HlDSA and continued to increase during the 1960s. The implementation of 

The Medical Care Act in the late 1 %Os, wupled with new provincial insured 

services programs in the 1970s1 continued to increase the province's capacity 

and costs. These increases did not begin to slow until the late 1970s when 

ongoing federal threats to contain its share of health mre delivery wsts were 

realized with the implementation of the EPF Act in 1977. 

A third general observation involves the impact of provincial policy actors 

on the content and implementation of health care policy. Here the findings 

indicate that the interests of, and intemediation between, key actors in the 

province's health care services delivery subsystem played an important role in 

the way each govemment approached the formation and implementation of 

provincial cost control policies, in particular, organizational rationalization. In 

short, this study supports neo-pluralist assumptions that the interplay between 

executive council actors and key provider pressure groups play an important role 

in capacity and cost behaviours in a province. It also indicates that debates 
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related to capacity and wsts may mask a more important set of policy issues; 

the distribution of organizational authority among key adon in a delivery system 

related to legitimate control over the allocation and utilization of public 

resources. 

GOAL FORMATION 

Question 1 : What foms of policy initiatives did executive council 
actors in each administration attempt to pursue in their interactions 
with other actors in the province's health care policy comrnunity, in 
partîcular, the subsystem actors responsible for services delivery 3 

As the discussion in Chapter 6 indicates, The Era of Provincial Cost 

Control fomally began with the election of the Schreyer administration in 1969. 

This govemment's primary health care policy goal was outwardly similar to that 

of the PC party administrations it replaced; improved delivery system capacity to 

enhance access to services. However, its strategy for achieving this goal 

differed from the Roblin and Weir administrations in two important ways. On the 

one hand, the NDP was primarily concemed with equality of citizen access to 

services and assumed that the elimination of health care insurance premiums, 

combined with new approaches to the organization of the delivery system was 

necessary for improvements in this area. On the other hand, it assumed that 

increased provincial and local control over the planning and administration of the 

services delivery system was necessary for improved equity of access by 

enhancing the ability of both parties to allocate public resources to the areas of 



greatest need. These differences were significant in shaping the Schreyer 

administration's approach to al1 three types of cost control defined in Chapter 2. 

While cost-shifting was not seen as a policy option and price and supply 

constraints were only practised towards the end of Schreyer's tenure,' 

organizational rationalization to contain the capacity of and budgetary growüi 

related to medical care was central to this administration's policy agenda. This 

focus is evident in Saul Miller's November 1972 speech to a MHA annual 

meeting in Brandon which was based on the findings of the Hastings 

Commission and the province's White Paper. In this speech Mr. Miller reviews 

the growth in provincial health care costs and then states: 

Let me emphasize that when we talk of unacceptable cost 
escalation. we do not expect any system of care to actually reduce 
present costs. However, as a govemment we must insist that the 
present use of resources be as effective as possible so that future 
cost increases will not prevent the development of other services 
needed by ~anitobans.' 

To control "unacceptable cost escalation" and foster improved access to 

'other servicesn in the health care sector the Schreyer administration embarked 

on four initiatives. First, it centralized insured health services planning and 

administration in the MHSC to reduce organizational fragmentation, increase 

administrative efficiency, and improve the province's ability to implement 

On September 10, 1976 the MHSC announced ils first formal Fiscal Restraint Prograrn which 
was based on a 1 % redudion in semi-rnonthly payments to hospitals for the period October 1, 
1976 to March 31,1977. 

Manitoba, Speech by the Honourable Saul Miller to the Annual Meeting of the Manitoba 
Hospital Association (unpublished: Brandon Manitoba, November 2, 1972), 6. 



resource allocation shifts from hospitals to long-term care institutions and 

wmmunity-based services. Second, it took full funding and administrative 

responsibility for public health services to allow the "temporary" regional 

integration of the continuum of primary and preventive health and social services 

now under the province's administrative wntrol. Third, it initiated the creation of 

DHSDCs based on the transfer of three types of delivery system responsibilities 

to the boards of these centres: provincial authority for public health and social 

services; municipal authority for the administration of hospitals; and private 

provider authority for publically insured services wrrently offered on a fee-for- 

service basis. Fourth, it attempted to rationalize the scope and capacity of 

hospitals and long-tenn Gare facilities in Winnipeg as well as attempting to 

increase access to services in City neighbourhoods through the development of 

urban CHCs. The Schreyer administration's initiative to develop a regional 

govemance model also played a role in health care policy planning during its 

first terrn as this model was intended to link planned realignments in the 

province's health care delivery system with a broader set of changes related to 

the regionalization of local govemance. However, because this initiative did not 

reach the implementation stage, the assumption that population health benefits 

would fiow from inclusion of the "stay option" concept in regional policy planning 

were never tested in policy practice. 

While the Schreyer administration did not practice cost shifting, focussed 

its resources on organizational rationalization, and instituted fomal price and 



supply constraints in the latter part of its tenure, the Lyon administration 

employed the latter two approaches but reversed the order of their 

implementation. As the discussion in Chapter 7 indicates, Lyon instituted f ona l  

price and supply constraints first, in the form of a govemment-wide freeze on 

departmental budgets, and then spent the last half of his terni implementing 

some of the less controversial features of the Schreyer administration's 

initiatives to rationalize services delivery at the district level. In short, this 

administration's policy behaviour did not differ substantively from that of the 

Schreyer administration. However, while Schreyer's approach assurned that 

policy change could be rationally planned and quickly implemented by the 

province's bureaucracy, Lyon's approach emphasized a more incremental 

process in which change was jointly planned by executive council actors and key 

provider pressure groups in the province's health care policy subsystem. 

As Chapter 8 indicates, the Pawley administration drew on the experienœ 

of the Schreyer and Lyon administration's in its approach to cost control policy. 

On the one hand, it agreed with Schreyer's position that cost -shifting was not a 

viable policy option and that organizational rationaiization was preferred over the 

imposition of p r i e  and supply constraints. One the other, it assumed that the 

Lyon administration's more incremental approach to policy change was 

necessary for policy success. It is notable that, when the NDP entered office in 

1981, cost-shifting to individuals was being actively promoted by the CMA as a 

solution to delivery system "underfundingn by the federal and provincial 
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govemments. Taylor's review of the debates leading to the passage of The 

Canada Healfh Act in 1984 indicates that key adors in Canada's health care 

policy community divided into two coalitions in the early 1980s: one was led by 

the Canadian Medical Association and its provincial affiliates who supported 

cost-shifting, in the f om of extra-billing, as a policy response to underfunding; 

the other was led by the federal Liberal cabinet and provincial NDP govemments 

who viewed extra-billing as inconsistent with the principles of national health 

care po~icy.~ The Pawley administration's involvement in the latter coalition 

focussed provincial govemment policy attention on this national issue until The 

Canada Health Act was brought into force in 1984. As a result, a concerted 

effort to realign the organization of Manitoba's delivery system did not get 

underway until 1984. 

The Pawley administration's behaviour related to delivery system 

rationalization is notable because, while it established twenty-three Type I 

District Health Centres during its tenure, there was no obvious atternpt to 

irnplement the Type II or III model until 1988 when the implementation of the 

Primary Health Centre (PHC) concept was given serious consideration. As 

Chapter 8 notes, Manitoba's interest in the implementation of this concept, which 

was similar to the CHC concept defined in Manitoba's 1972 White Paper on 

health policy, was evident in early 1985.' It is also suggested in Mr. Desjardins' 

4 Taylor, HeaRh Insurance and Canadian Public Policy, p. 435-462. 

Manitoba. Submissîon To the Heaffh Services Commission Board (un pu blished: MHSC 
Facilities Division, January 21, 1985). 
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1987 statement the Pawley administration's primary health care policy goal was 

to refocus the capital program of the MHSC to: 

...p rovide expanded community care, to expand ambulatory care 
services for medical and surgical same-day procedures, and to 
provide a one-time non-recurring fund for demonstration projects 
that would show the way in which pressure on institutional beds 
could be lessened by a substitution of servicesn6 

One year prior to the publication of this statement. the governrnent began 

the implernentation of its, as yet, unreleased plan to realign the delivery system 

based on the PHC concept by introducing price and supply constraints. These 

constraints were intended to facilitate the release budgetary resources to 

finance the implementation of a PHC program. However, the public controversy 

that the implementation of these constraints produced in late 1986 and in 1987, 

coupled with the govemment's defeat during a budget vote in 1988, precluded 

the fomal implementation of a PHC program and likely contributed to the NDP's 

defeat on April26, 1988. 

In summary, the study findings related to this question are similar to those 

discussed in Chapter 5. They do not support the study hypothesis as they 

indicate that, during the time frame of this study, executive council actors in 

Manitoba preferred organizational rationalization to price and supply constraints 

andfor cost-shifting. If the Lyon and Weir administrations, which governed for 

six of this study's forty year time frame, are excluded it is also evident that during 

L.L Desjardins. 'Public Expedations. Public Funds." Heaffh Management Forum (Summer 
1 Mi), 35-40. See p. 38. 
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most of this time frame the govemments surveyed here followed a similar pattern 

in their approach of cost control. This approach involved the initial utilization of 

organizational rationalization. I f m e n  the recommendations of these 

rationalization exercises were resisted by key provider pressure groups, 

govemments in Manitoba then tended to pursue formal price and supply 

constraints. 

Question 2: How did actors in the policy subsystem respond to the 
agenda of executive council actors in each administration and were 
advocacy coalitions evident in these responses? 

Throughout the Schreyer administration's tenure a coalition of actors 

represented by the PC party lad legislative opposition to this govemment. While 

this coalition did not directly attack the Schreyer administration's goal of 

equitable citizen access to services, due to public support for actions such as 

the removal of health insurance premiums, it was critical of growth in the 

province's health care budget during the 1973 and 1977 election campaigns. 

This is supported by Dyck who indicates that the PC opposition, led by Sidney 

Spivak between 1971 and 1975 and Sterling Lyon from 1975 onward, 

wnsistently attacked the NDP by suggesting that its programs were too costly 

and risked hindering provincial economic growth by forcing increased taxation.' 

This opposition coalition also undertook a more ideological attack under the 

' Dyck. uManloba," 41 0-1 1. 
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leadership of Sterling Lyon who suggested that the Schreyer administration's 

efforts to increase the province's authority in the health sector were part of a 

'socialist agendan to diminish the authority of citizens and local govemment~.~ 

While PC party criticism of the govemment had little impact on the results of the 

1973 election, they were more significant in the 1977 provincial election which 

saw Sterling Lyon base his election campaign on an appeal to voters to support 

the PC party, rather than the Liberals, to ensure that government candidates 

would not be elected due vote splitting by those opposed to the NDP. 

With regard to provider pressure groups, the Schreyer administration's 

first terrn saw a continuation of the trend started in the late 1960s related to 

increasing l y public disagreements among key policy subsystem adors. The 

MMA was the most willing to force public debates on issues that it perceived as 

negatively affecting its membership. This is evident in the MMA's January 20. 

1973 response to The White Paper on Health Policy which gave tentative 

support to: the administrative regionalization of hospital and community-based 

services on an "area" basis that was sensitive to established patterns of medical 

pradice and patient utilization; the inclusion of long-terrn care facilities as part of 

the provincial health services insurance plan as long as the government did not 

remove funds from the hospital and medical insurance programs; the 

development of hospital-based and physician-managed home care programs to 

Ibid.. on p.410 Dyck notes the role of the Group for Good Govemrnent in supporting the PC 
and Liberal opposition parties through its public identification and support of opposition 
candidates that they perceived had the best chance of defeating the NDP candidate in a 
constituency. 
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relieve the dernand on acute care beds; and the effort to broaden the range of 

health and social sewices available to northern and remote areas of the 

province. This response also opposed: the integration of the service delivery 

roles of physicians with other professional providers; changes to the fee-for- 

service method of remuneration; and the development of DHSDCs if their 

implementation interfered with the rights of patients to choose their physician 

and the setting in which they received services. The MMA's willingness to 

participate in public debates with the govemment is also evident in its 

Septernber 1973 response to Mr. Toupin's successful effort to initiate a national 

study related to alternative payment schemes for physicians and in the 

govemment's atternpts to negotiate new fee schedules with the Association. 

The MHA/MHO1s interactions with the Schreyer administration were less 

public in nature but were no less self-interested. In one of its few public 

documents, released on January 25, 1973, it responded to the White Paper by 

indicating that its member institutions were willing to support: the province's 

assumption that the demand on hospitals could be decreased by increasing the 

number of personal care home beds if member institutions were given 

administrative responsibility for these beds; the creation of a province-wide 

home Gare program if District HospitaIlHealth Centre boards were also allowed 

to administer this program; the 'cautious developrnentn of DHSDCs; and the 

province's removal of a legislative requirement that local ratepayers provide 

twenty percent of the capital financing for the constructionlrenovation of health 
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care facilities to ensure that planning for new facilities was based on the health 

care needs of a community, not on its ability to raise capital. While the 

Association sided with the MMA on the issue of fee-for-service as the principal 

means of physician remuneration, it also displayed its independence by 

recommending that the province's fee schedule be reviewed to provide more 

incentives for physicians to offer preventive services. Following the release of 

this paper, the MHAlMHO supported the development of Type I and II DHSDCs 

throughout the tenure of the Schreyer administration. As the discussion related 

to Question 7 below indicates, this support contributed to the establishment of 

ten DHSDCs by the end of 1977 with at least one in each rural region of the 

province. 

Tuming to govemmentspposition party interactions during the tenure of 

the Lyon administration, the discussion in Chapter 7 suggests that the NDP 

opposition was unable to mount much of a challenge to the govemment's fomal 

health care policy agenda.g As a result, it based its criticisms of the Lyon 

administration on suggestions that the PC party had a hidden health wre policy 

agenda and that, if it was allowed to serve a second terni, it would realize this 

agenda by introducing user fees and allowing extra-billing for insured services 

delivery. While no evidence of such an agenda could be found in the research 

related to this study, the ND? was successful in promoting public suspicion that 

Following Edward Schreyer's December 1978 resignation to becorne Canada's Govemor 
General, the NDP was led by Howard Pawley. 
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the Lyon administration was composed of closet 'neoconservatives* intent on 

privatizing some features of health care delivery in the province. This success 

was likely due to the growth of debates in other nations, notably the United 

States and Britain, related to the reprïvatization of health care s e r v i c d o  

With regard to provider pressure groups, the MMA was not combative in 

its relations with the Lyon administration due to this government's more 

traditional view of the sape  and allocation of organizational authority in the 

province's delivery system. This more cooperative relationship is most evident 

in the ability of both parties to reach an agreement on fee schedules without a 

public disagreement. The Lyon administration's relationship with the MHO is 

more difiÏcult to assess. During the first two years of its tenure this 

administration appears to have been suspicious of the MHO's motives. 

However, a more cooperative relationship also appears to have developed 

during its last two years in office. 

Tuming to govemment-provider pressure group relations during the 

Pawley administration, three distinct periods are evident. The first, which 

covered the period from 1981 to 1984, was dominated by the debate which led 

to the passage of The Canada Health Act During this period the MMA was the 

most vocal critic of the Pawley administration's management of health care 

policy while the MHO limited its public position to suggestions that the 

'O For a discussion of the growth of this debate and its content see Geoffrey R. Weller and 
Pranlal Manga, "The Push for Reprivatization of Health Care Services in Canada, BrÎtain, and 
the United States," Journal of  Health Politr'cs, Policy, and Law, Vol. 8, No. 3 (1 983): 495-51 8. 



303 

government should expand its District Health Centre program from the Type I to 

the Type II model. The second period followed the passage of The Canada 

Health Ac t  It was dominated by negotiations between the govemrnent and the 

MMA related to the implementation of a ban on extra-billing in exchange for a 

provincial guarantee of binding arbitration for the settlement of fee schedule 

disputes. While this period saw the successful implementation of a binding 

arbitration agreement by mid-1985, the relative calm in govemment-MMA 

relations that followed was replaced by renewed confiict in early 1987. The 

avants of February and March 1987 signalled the beginning of a third period 

which wntinued to the end of the Pawley administration's tenure. As the 

discussion in Chapter 8 indicates, govemment-MMA relations during this period . 

deteriorated to the point where the MMA viewed a public advertising campaign 

as the most effective way of communicating its policy position to the govemment. 

While government-provider pressure group relations deteriorated under 

the Pawley administration, its relations with the PC opposition in the legislature 

improved somewhat. During the first two years of Pawley's tenure, Sterling Lyon 

remained as the PC party leader. During this period relations between the 

govemment and the opposition were acrimonious at best. However, when Gary 

Filrnon replaced Lyon in early 1984, the PC party's approach became less 

ideological and more focussed on policy management. In particular it focussed 

on the government's lack of a fomal plan to accommodate the concems of 

physicians and hospitals related to the problem of services underfunding. When 
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the Pawley administration introduced its price and supply constraints program in 

1986, PC opposition criticism expanded to include demands that the govemment 

respond to the negative impacts that the PCs argued this program was having 

on the health care needs of citizens. 

In the context of Sabatier and Jenkins-Smith's advocacy coalition model, 

the discussion in Chapters 6, 7 and 8 indicates that, in addition to executive 

council actors, two coalitions of subsystem adors were active in Manitoba 

throughout The Era of Provincial Cost Control; the coalition represented by the 

PC party and the coalition of provider pressure groups led, for the most part, by 

the MMA. This finding lends support for the hypothesis pertaining to this 

question. Given the finding related to this question in Chapter 5, it can also be 

argued that this hypothesis is more generally supported by this study. Table 9.1 

below surnmarizes the policy positions of the key actors in these coalitions 

during the time frame of the study in the context of the three dimensions of 

organizational rationalization defined by Carrothers et al. 

Table 9.1: The Policy Positions of Key Advocacy Coalition Actors 

Actor 

LP 

Rationakation 
Dimension 

Geographic 
Dimension 

Supported the 
District concept for 
institutional services 
and the regional 
concept, in the fom 
of LHUs, for public 
health services. 

Supported the joint 
venture approach to 
organizational 
arrangements in the 
delivery system. 

Decentralization 
Dimension 

Supported the 
delegation of 
provincial authority 
to municipal, 
voluntary and private 
providers. 



Supported the 
District concept for 
institutional services 
and the regional 
concept, in the form 
of LHUs, for public 
heakh services. 

b 

Under Schreyer 
supported the District 
concept for the 
delivery of al1 
services. Under 
Pawley supported 
regional public heaith 
sewices delivery and 
the delivery of 
institutional services 
at the district level. 

PC 

NDP 

MMA 

MHN 
MHO 

Supported the 
District Hospital 
concept and while it 
accepted the Type I 
DHC concept, it did 
not support other 
types of geographic 
realignment. 

Supported the 
District Hospital and 
DHC concept. 

Supporteâ the 
delegation of 
provincial authority 
to municipal, 
voluntary, and 
private providers. 

Under Schreyer 
supported the 
devolution of 
provincial 
responsibilities to 
DHCs. Under Pawley 
supported the 
centralization of al1 
non-institutional 
services under 
provincial authority. 

Supporteâ the 
devolution of 
provincial 
responsibility for 
medical care to 
Districts and private 
providers. 

Supported the 
devolution of 
provincial 
responsibility for 
public health 
semices to District 
Hospital Boards. 

Supported the joint 
venture approach to 
organizational 
arrangements in the 
delivery systern. 

Under Schreyer 
supported the 
integration of al1 
professional 
providers in SUDS- 
based teams 
employed by a 
DHC. Under 
Pawley supported 
the integration of 
some providers 
based on the PCH 
concept. 

Support the 
traditional 
separation of 
provider roles 
established by the 
joint venture. 

Supported the 
integration of 
institutional and 
community- based 
services delivery if 
these services were 
administered by its 
membership. 

Question 3: What type of communications network did Manitoba's 
health care services delivery subsystem display and what kinds of 
normative assumptions were expressed by subsystem actors? 

As the discussion in Chapter 6 suggests, a notable shift related to interest 

intemediation in Manitoba's health care services delivery subsystem occurred 

during the Schreyer administration's tenure. This shift is evident in the more 
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public nature of differences between provider pressure group and executive 

council acton during the 1970s which revolved around issues related to the 

province's legitimate planning and administrative roles. M i l e  provider pressure 

groups favoured the joint venture approach to the organizational arrangements 

for policy planning and services delivery, which involved a pressure pluralist 

type of policy network, cabinet members and the planners surrounding them 

assumed that a more corporatist type of network based would be preferable. The 

Schreyer administration's more corporatist approach fiowed from two sources. 

First, the NDP's 'social democraticn philosophy which Beaulieu summatizes as 

'...an activist approach to govemment, in which the 'instrumentality of 

govemment in the public interest' is used to create a more equitable distribution 

of the goods of the world and a greater equality in the human condition."'' 

Second, the findings of the 1969 Task Force on the Costs of Health Care and 

the findings of the Hastings Report which gave provincial planners greater 

legitimacy in their promotion of organizational rationalization as an approach to 

delivery system cost wntrol. The combination of these sources produced a 

consensus among govemrnent and bureaucratie actors that rational, as opposed 

to incremental, changes in Manitoba's health care policy framework were 

necessary and that the implementation of these changes could best be 

accomplished through the centralization of administrative authority for health 

11 Paul Beaulieu, Ed Schreyer, A Social Democrat in Power (WÏnnipeg: Queenston House, 1977) 
l. For a similar discussion of the Schreyer administration's philosophy see McAIlister, The 
Govemment of Eoi(vard Schreyer, 4-6. 



services delivery in the province's bureaucracy. 

The key provider pressure groups in the province's policy subsystem 

responded differently to this shift. As the discussion in Question 2 indicates, the 

MHAlMHO took the more pragmatic path by opting to seek a consensus with the 

govemment that accomrnodated the interests of its membership. On the other 

hand, the MMA took a more ideological position. Esuke's discussion of pressure 

group interactions during the Schreyer administration argues that the MMA 

shifted from a nonpartisan pressure group to a more partisan position based on 

its assumption that the NDP was "...a radical party which offered proposals that 

appeared to aim at the destruction of professional a~tonomy."'~ His findings 

also suggest that the MMA's willingness to cooperate with the Lyon 

administration was based on the association's perception that the PC party was 

more favourable to the organizational status quo. 

Esuke's findings indicate that the normative assumptions displayed by 

executive council actors during the tenure of the Lyon administration were no 

different to those displayed by the RoblinMleir administrations. In short. they 

appear to have been based on two general assumptions: that the scope and 

functions of health care policy should be limited to the delivery of public health 

services and institutional medical care; and that responsibility for the formation 

and implementation of policy change should be shared between the province 

and key provider pressure groups on a more or less equal basis. However, the 

'* Esuke. The Issues mat Led to the Develapment of Medicare h Manitoba. 75. 
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translation of these assumptions into policy practice was not attempted by the 

Lyon administration for two reasons. The first relates to changes in the 

province's administrative roles under the Schreyer administration. While 

responsibility for the funding and administration of services was shared between 

the province. local govemments, and private providers during the 1960s. by the 

late 1 WOs, responsibility for al1 comrnunity-based services had been centralized 

at the provincial level. A return to the status quo of the1 960s would have 

required the decentralization of a portion of this responsibility to local 

govemments and their ratepayers who. having divested themselves of this 

responsibility in the early 1970s, were not prepared to take it back along with its 

attendant wsts. The second relates to the changing national definition of 

'health care" as a policy area. As the discussion in Chapter 1 indicates, the 

1970s saw growing support for resource allocation shifts from sickness care to 

what was assumed to be less expensive wellness care. This support indicated 

to planners in the Lyon administration that a return to the 1960s focus on the 

former would be neither efficient nor effective in the long nin for the province's 

health care budget. 

As the discussion in Question 1 above indicates, the retum of the NDP to 

power in 1981 also brought a retum of the normative assumptions displayed by 

the Schreyer administration. As a result, the Pawley administration pursued a 

corporatist type of intennediation with other subsystem actors while the MMA. 

retumed to its more ideological pursuit of public support for resistance to policy 



changes proposed by the govemment. During the 1980s the Association 

argued that health care policy should continue to focus on the delivery of 

medical Gare and that the formation and implementation of policy change should 

continue to be shared between the province and key provider pressure groups 

on a more or less equal basis. 

In summary, this discussion lends support to the hypothesis related to this 

question. As a result, it is suggested here that the assurnptions made by key 

subsystem adors related to their role in the policy subsystem and the nature of 

policy intenediation appear to have affected the sape and content of the public 

policy initiatives that were produced during the era of provincial capacity growth. 

Given a similar finding in Chapter 5 pertaining to this question, support for this 

hypothesis can also be seen during the entire time frame of this study. Table 

9.2 below summarizes the findings pertaining to both of the eras surveyed in this 

study and notes the impact of each actor's belief system on their ability to 

participate in the development of consensus positions regarding policy change. 

Table 9.2: Policy Core Beliefs Displayed by Key Subsystem Actors 

Actor 

LP 

Policy Core Belief I Impact on 
Participation 

The province's role was to facilitate 
public health through the maintenance 
and enforcement of reasonable 
standards for services delivery, the 
provision of support for the medically 
indigent, and the provision of grants to 
local govemment, votuntary, and private 
providers to assist them in providing 
services. 

This position allowed 
the province to 
participate in effective 
compromises as long 
as it was able to 
accommodate growing 
provider resource 
demands. 



NDP 

M W  
MHO 

This party's position was similar to the 
position taken by the LP party except 
that it assumed that the province should 
be the principle planner of the delivery 
system's evolution within the joint 
venture arrangement for sewices 
delivery. 

The province's role was to ensure equal 
and equitable citizen access to health 
care services regardles of geographic 
location or economic status. In order to 
do this in the rnost efficient and effective 
fashion the province should be the 
principle planner and administrator of 
services delivery. 

The province's role was to maintain the 
professional independence of physicians 
white, at the same time, ensuring that 
their ability to provide clinical and 
institutional services was maintaineci or 
enhanced. 

The province's role was to provide 
district boarâs with the funding support 
necessary to allow the district to provide 
as broad a range of institutional heaîth 
care sewices that it could to citizens 
residing in the district. 

- - 

This position also 
aliowed the province to 
participate in effective 
compromises as long 
as it was able to 
accommodate provider 
resource demands in 
its planning exercises. 

This position made 
compromises with local 
government, voluntary 
and private providers 
dificuit as it required 
these adors to 
relinquish so or ail of 
their established 
authority for services 
delivery. 

This position made 
compromises with the 
province dificult 
whenever a provincial 
initiative was perceived 
as negatively affecting 
professional 
independence. 

This position made 
compromises with the 
province diffÏcult if a 
provincial initiative was 
perceived as 
negatively affeding a 
district's established 
service delivery role. 

Question 4: What types of initiatives were actively pursued by 
executive council actors in Manitoba's health care delivery 
subsystem into the implementation stage? 

As the discussion in Chapter 6 indicates, the Schreyer administration 

implemented four major initiatives during its tenure. The first was the 

administrative integration of insured health services programs. While this 
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initiative was started by the RoblinNVeir administration in response to federal 

policy changes related to insured health care services, its goals were extended 

following the1 969 election to facilitate the NDP's response to: 

- Schreyer's 1969 election promise to reduce and, ultimately, eliminate 
the premium-based system of payment for insured services; 

- the MHA's demand that planning authonty for hospitals be shifted from 
the Department of Health and Social Development to an agency that 
would be more responsive to the needs of its membership; 

- and the Hunt Commission's cal1 for the centralized regulation of medical 
staff policies and the developrnent of planned alternatives to hospital- 
based care. 

In early 1973, plans for further enlargements in the Commission's 

planning and administrative authority were finalized for three additional reasons. 

First, preparations for the govemment's election platfonn included the extension 

of insured services funding to persona1 care homes and prescription drugs. 

Second, problems related to the coordination of policy implementation between 

the Department of Health. the White Paper Working Group, and the MHSC 

suggested the need for the centralkation of implementation planning in a single 

agency. Third, by May 1973 it was apparent that the government needed to 

move foward with its plans in order to control rising health Gare costs. The latter 

reason is evident in a May memorandurn from Ted Tulchinsky to Saul Miller 

regarding the province's preparations for an upcoming First Ministets Meeting 

on federal-provincial cost shared programs. It indicated that over the remainder 

of the decade hospital funding costs were expected to rise 13 percent per 

annum, medical care costs were expected to rise 7.2 percent per annum, and 
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cornbined provincial health care costs were expected to rise by 11 percent per 

annum. l3  

The second area where the Schreyer administration succeeded in its 

policy implernentation plans related to the expansion of provincial authority for 

community-based health and social services through the regionalkation of 

services delivery. In this area, the RoblinNVeir administration's intent to 

regionalize social services delivery was enlarged by the Schreyer administration 

to include al1 public health services. It is notable that while the Schreyer 

administration legitimized the 1973 transfer of authority for LHUs from the 

municipal sector to the province based on administrative effectiveness and 

efficiency rationales, the ultimate intent of this transfer was to facilitate the 

implementation of its DHSDC initiative by giving the province the authority to 

delegate responsibility for the delivery of public health and social services to 

these Centres which, in turn, would utilize the SUDS concept. The viability of 

the SUDS concept for the integrated delivery of public health and social services 

was tested in two pilot projects established in September 1972 in the Westman 

Region and September 1973 in the Eastman Region. These pilots involved the 

formation of four 'Persona1 Services Teams" made up of social services and 

public/rnental health professionals in Brandon and three districts in the Eastman 

region. While the evaluation of these pilots suggested that the SUDS concept 

l3 Manitoba, Memorandum from Dr. Ted Tulchinsky to The Hon. Saul Miller Re: First Ministeh 
Meeting on Federal-Provincial Cost Shared Prograrns, May 21, 1973. 



was effective14, it was never broadly implemented in the province's health 

regions based on the assumption that their delivery system role. as opposed to 

their regional administrative role. was 'temporary" and would be devolved to 

DHSDCs as they were established. 

The implernentation of the DHSDC concept was one of two unique 

contributions that the Schreyer administration made to provincial health care 

policy. While Chapters 3 and 4 indicate that the regional integration of rural 

services was studied by provincial planners during the 1950s implemented by 

the RobIiWeir administrations in the 1960s in the area of social semices and 

primaryfsecondary education, the Schreyer administration was the first to 

translate this concept into the delivery of health care services. In its effort to do 

so, it was confronted with a range of policy issues defined in Table 9.3 below 

which also surnmarizes the response to each of these issues following the 1975 

passage of The District Health and Social Services Act  A notable feature of the 

NDP's post 1975 approach to these issues was its recognition that successful 

implementation would require an "evolutionary" approach to delivery system 

realignment rather than the more revolutionary approach suggested by the 1972 

White Paper on Health Policy. The reasons for the adoption of this approach are 

elaborated below in the discussion related to Question 5 which suggests that 

l4 See Manitoba. Brandon Evaluation m e c t  (unpublished report by the Division of Research. 
Planning and Program Development, Department of Health and Social Development, September 
1973) and Manitoba, Eastman Evaluation Project by the same Division dated March 1974. For a 
published discussion of the Brandon Projed see Donald E. Vernon, "Integrating Social Services 
in Manitoba," Public Welfare, Vol. 31, No. 3 (Summer 1973). 2-6. 
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provider pressure group responses to the govemment's first tenn policy goals 

forced the adoption of this more incremental approach during the govemment's 

second terrn. 

Table 9.3: Issues and Responses Pertaining to DHSDC Developrnent 

Policy Issue 1 Implementation Response 

Whether rural regionalization should 
be based on large geographic regions 
orbe lirnited to established District 
Hospital sewice areas. 

The use of Districts for services 
delivery cornbined with regional unes 
responsible for the planning, funding, 
and administrative coordination of 
the services provided by the 
DHSDCs in a region. 

Whether regional or district 
administrative units should be 
governed by eieded boards or a mix 
of eleded and appointed municipal 
and provincial representatives. 

While eleded or mixed boards were 
favoured, appointed boards at the 
District level were ultimately allowed 
to facilitate the conversion District 
Hospital Boards to Type l DHSDCs. 

Whether public heaIth and social 
services should be combined with 
institutional andlor clinical medical 
services under the administrative 
authority of a single board. 

The combined approach was 
favoured so that DHSDCs couid 
lessen the dernand on institutional 
services by increasing local access to 
community-based services. 

Whether regional or district boards 
should be funded by a global, block 
or Iine budgetary system by the 
province. 

Global budgeting was favoured but 
due to concerns related to the 
maintenance of established lines of 
funding for institutional sewices block 
budgeting was ultimately allowed. 

Whether residents in a region or 
district should diredly contribute to 
the operational funding andlor capital 
costs related to DHSDCs. 

While local funding was allowed in 
the 1975 Act, and capital funding was 
required, municipal concems related 
to a return to operational funding 
responsibility andior demands for 
capital contributions for the 
conversion to DHSOC status stalfed 
the irnplementation proces on 
matters related to this issue. 

The fourth major initiative implemented by the Schreyer administration 

involved the realignment of Winnipeg's institutional capacity. The discussion in 

Chapters 3 and 4 indicates that the RoblinNVeir administration began this 



process due to the Campbell administration's fows on rural capacity 

development mich had failed to anticipate growth in the number of elderly 

persons in the City and the development of suburban areas. In the 1960s, 

provincial planners responded by: relocating new facilities for the Concordia, 

Grace, and Victoria General Hospitals in suburban Winnipeg; constnicting the 

D.A. Stewart Rehabilitation Hospital on the Manitoba Medical Centre site to 

improve the City's extended Gare capacity; and expanding the number of long- 

term care facilities frorn twentynine in 1964 (with a combined rated bed capacity 

of 1883), to thirty-five in 1969 (with a combined rated bed capacity of 2520). 

Through this process the province effectively realigned the balance between 

rural Manitoba's total capacity and that of Winnipeg to better reflect the 

province's post-War demographic shift to urban areas? As a result, when the 

Schreyer administration entered office the balance between rural and urban 

capacity was not a major policy issue. However, demand on the City's hospitals 

coupled with the problems related to the administrative arrangements for access 

to specialized services in the City's teaching hospitals, became a major policy 

issue in the early 1970s. 

As the discussion in Chapter 6 indicates, the Schreyer administration's 

'' Table 4.5 indicates that the nurnber of acute care beds dropped by 8.1 percent between 1959 
and 1969 leaving Winnipeg with 6.8 beds per thousand population relative to 5.8 in rural areas. 
Given the province's long-standing assumption that approximately ten per cent of Winnipeg's 
beds would be utilized by rural patients, this brought the City close to paMy with rural areas. 
The goal of parity can also be seen in Table 4.6 which indicates that LTC capacity between 1959 
and 1969 increased to 4.8 beds per thousand population in Winnipeg equalling the rate in rural 
areas of the province. 
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establishment of the Hunt Commission and its response to the Commission's 

findings accelerated the realignments initiated in the 1960s which, in tum, 

shaped the NDP's health care policy agenda in a number of important ways. 

The govemment's initial response to this Commission came in April 1971 

through its decision to include long-terni care services in the province's insured 

services prograrn. This decision was premised on the assumption that 

improvements in the access to, and quality of, long-terni care institutions would 

contain demands for growth in Winnipeg's acute care capacity and facilitate the 

realignment of services delivery in rural Manitoba by allowing the conversion of 

existing awte Gare beds to long-terni care beds to take place under the 

administrative umbrella of the MHSC. This was followed by the 1971 decision to - 

move forward on the redevelopment of the Manitoba Medical Centre site which 

had been initiated in the mid-1960s by the Roblin administration. While the Hunt 

Commission's findings related to the need to improve Winnipeg's extended and 

specialized care capacity contributed to this decision, a federal promise of 

additional funding support through its Health Resources Fund in Novernber 1970 

also appears to have been an important m~tivator. '~ The third decision resulting 

from the Hunt Commission's findings related to the November 1973 

establishment of the MHSC's Medical Appointments Review Cornmittee. This 

decision opened the granting of staff privileges in Winnipeg's teaching hospitals 

l6 It is noteworthy that in late 1968 the federal govemment reduced its cornmitment to this 
project in what appears to have been an effort to force Manitoba to CO-operate with it on the 
irnplernentation of The Medical Care Ad. See Manitoba, 'Federal Health Intentions 
Disappointing, Says Johnson," Public Information Branch, November 8, 1968. 
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to the City's physicians and, like the 1971 decision related to long-term a r e  

facilities, was premised on the need to improve access to services. The final 

decision has its base in a long-standing commitment by Saul Miller to the 

residents of north Winnipeg. When Mr. Miller was the Mayor of West Kildonan 

in the 1960s he initiated discussions with the MHC related to the construction of 

a hospital in the north eastem part of the City. His 1974 decision to begin 

planning the construction of Seven Oaks General Hospital fulfilled his 

commitment to an area of the City that had consistently elected CCFINDP MLAs 

since 1949.'' While the discussion in Question 7 below indicates that the 

decision to build Seven Oaks and redevelop the HSC did not have a substantial 

impact on Winnipeg's acute care capacity during the tenure of the Schreyer 

administration, due in large part to the tirne frame needed for construction, it also 

indicates that the decision to insure long-terni care services had a more 

significant impact on the province's capacity than was originally anticipated. 

The Lyon administration's contribution to policy implementation in 

Manitoba relates to the extension of three initiatives developed by the Schreyer 

administration. The first involved the ongoing establishment of Type I DHC's in 

rural Manitoba. As the discussion related to Question 7 indicates, the Lyon 

administration's contribution was, on the one hand, to add a further twelve Type I 

" Manitoba, Statement of Votes. Winnipeg: Chief Eladoral Officer of Manitoba. various years). 
A review of provincial election results indicates that in the 1949 and 1953 elections the 
contiiuency of Kildonan-Transcona elected CCF ML&. In the 1958,1959,1962,1966,1969, 
and 1973 elections the constituencies of Kildonan and Seven Oaks elected CCFINDP MiAs with 
the exception of the 1962 election when Kildonan elected a PC MLA by a margin of four votes 
over the NDP candidate. 
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DHCs to the five established during the Schreyer administration and, on the 

other, to halt the development of Type II and III Centres. The second initiative 

involved extending the province's insured services program to ambulatory and 

out-patient care. The Lyon administration's contribution in this area was to allow 

hospitals and private providers greater flexibility in the planning and utilization of 

resources for their out-patient services capacity. The third initiative relates to the 

continued realignment of Winnipeg's institutional capacity. In this area the Lyon 

administration continued the redevelopment of the HSC and was responsible for 

the completion of the construction of Seven Oaks General Hospital. 

The discussion in Chapter 8 indicates that two major cost control 

initiatives reached the implementation stage under the Pawley administration. 

The first was the govemment's implementation of a ban on extra-billing by 

physicians through the 1985 passage of amendments to the Health SeMces 

lnsurance Act As noted in Chapter 8, this ban was motivated by provisions in 

The Canada Health Act which allowed the federal govemment to deduct a 

portion of its EPF transfers equal to the amount extra-billed by physicians in a 

province. The second was the price and supply constraint program which began 

in April 1986. This program placed a two percent limit on increases in facilities 

budgets. It was extended in April of the following year with the announcement 

that unapproved facilities deficits would no longer be covered by the MHSC. 

In summary, the findings related to this question are similar to those 

contained in Chapter 5. As a result, the study hypothesis pertaining to this 



question does not appear to be supported. Further, while govemments in 

Manitoba employed fona l  and infomal pnce and supply constraints program 

throughout this study's time frarne, they do not appear to have preferred 

programs of this nature due to the political conflicts they generated arnong 

provider pressure groups in the province's health care delivery subsystem. 

Table 9.4 below summarizes each administration's approach to cost 

containment, along with the general response of pressure group actors to major 

policy initiatives. It supports this study's assumption that fomal price and supply 

constraints were utilized only when efforts to rationalize the organizational 

arrangements for services delivery were resisted by provider pressure groups. 

Table 9.4: The Cost Control Policies of Govemments in Manitoba 

Govemment 

Campbell 
(W 
1948 to 1958. 

Roblin (PC) 
1958 to 1968 

Fomal Cost Control Strategies 

--- - - -  

The prirnary strategy was cost- 
shifting to local governments, 
voluntary, and private providers for 
public health and institutional 
services. Rationalization was 
considered in 1952 but was not 
irnplemented. Fonnal price and 
supply constraints were employed 
following the 1953 election in the 
fom of a freeze on facilities 
construction, vuhich was lifted in 
1956. 

While cost-shifting remained the 
primary cost control strategy, this 
administration considered 
organizational rationalization but 
opted to introcluce formal price and 
supply constraints on hospital 
budgets in 1962. This program 
remained in place throughout the 
tenure of this administration. 

Policy Subsystem 
Responses 

These strategies did 
not produce high 
levels of conflict. The 
promise of future 
increases in federal 
funding after 1955 
appears to have 
played a role in 
minimizing conflict. 

These strategies did 
not produce high 
levels of conflict,. 
due, in part, to the 
influx of federal funds 
for insured hospital 
services 



- - -  - - -  

This administration continued the 
Roblin administration's program of 
cost shifiing combineâ with fonnal 
p r i e  and supply constraints. 

The primary strategy was 
organizational rationalization 
thmugh the creation of DHSDCs 
combined with price and supply 
constraints on physician's fee 
schedules. When the 
implementation of DHSDCs was 
slow&, this administration tumed 
to forrnal price and supply 
constraints on hospital budgets in 
197 6. 

The initial strategy was price and 
supply constraints through a freeze 
on al1 budgetary increases. This 
freeze was Iifted during the 
administration's second year and 
was replaced by a focus on 
organizational rationalization. 

This administration cornbined price 
and supply constraints with 
planning for organizational 
rationalization. In 1986 forma1 
price and supply constraints on 
institutional providers were 
introduced. The 1988 election 
precluded the announcement of an 
implementation strategy for 
planned organizational 
realignments. 

While conflict 
increased during this 
administration's 
tenure, this was 
largely due to MMA 
resistance to the 
federal medical care 
insurance program. 

The primary strategy 
produced conflict. 
However, this conflict 
was based on deeper 
issues related to the 
provincial assurnptions 
pertaining to its 
authority in the 
subsystem. Further, 
while the MHO was 
resistive to budget 
constraints, it did not 
publically engage the 
government on this 
issue. 

These strategies did 
not produce high 
levels of conflict in the 
province's policy 
su bsystem. 

While the price and 
supply constraints 
program contributed to 
policy cornmunity 
conflict, the underlying 
reasons for this 
conflict were sirnilar to 
those that affected 
su bsystem 
intemediation during 
the Schreyer 
administration. 



Question 5: Were pressure group andlor opposition party bamers to 
the implementation of these initiatives encountered by executive 
council actors? 

While three of the four initiatives that the Schreyer administration 

implemented were not openly resisted by pressure group actors in the health 

care delivery subsystem, the implementation of DHSDCs was targeted by these 

actors. As noted in Question 3 above, the MHAIMHO forced the govemment to 

adopt an "evolutionary approachn to the conversion of District Hospital boards to 

Type I DHSDC boards. This, in turn, forced the govemment into a longer than 

anticipated time frame for the establishment of these Centres and required it to 

provide incentives for conversion in the fom of wmmitments to increase long- 

term care capacity in a district and eliminate local funding requirements. While 

these changes impacted negatively on government policy and budgetary 

planning, the discussion in Chapter 6 indicates that the MHO's ongoing goal was 

to find a compromise that allowed the govemment to irnplement its DHSDC 

program while, at the same time, enhancing the delivery system roles of its 

member institutions. 

While the MHO acknowledged the govemment's authority to realign 

organizational arrangements in the province's delivery system, the MMA refused 

to allow that the govemment was anything more than an equal partner in the 

delivery of services. With regard to DHSDCs this was due to the MMA's concem 

that the Schreyer administration was intent on dirninishing the autonomy of its 

members through the pursuit of a salaried remuneration system for physicians in 
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the context of DHSDC development. However, the Association's concems are 

also evident its late 1973 and early 1974 responses to the breakdown in fee 

schedule negotiations noted in Chapter 6. When the Association openly 

challenged the govemment in its December 5,1973 letter, the Schreyer 

administration's response was to suggest that the Association's ultimate goal 

was to force the province to give it "...a role in policy rnatters which is not 

available to any other group of citizens in society." To some degree the 

Association was successful as, in early 1974, the govemment agreed to 

establish a joint MHSC - MMA Consultative Cornmittee which the 1974 MHSC 

Annual Reporf indicates was intended to "...develop an ongoing dialogue and 

process of consultation between the Association and the Commission in order to 

promote mutual CO-operation and under~tanding."'~ Following the March 

formation of this Cornmittee, the w-operation and understanding it was intended 

to promote lasted until early 1976 when Mr. Desjardins unilaterally imposed a 

limit on fee schedule increases. While the MMA did not react publically at the 

time, this event signalled the retum of open wnflict in the province's health Gare 

delivery policy subsystem. 

During the tenure of the Lyon administration, no observable barriers were 

erected to its limited policy agenda. While the discussion in Chapter 8 indicates 

that the election of the Pawley administration saw a return to heightened wnflict 

among key policy actors, no evidence could be found pertaining to the erection 

Manitoba Heaith Services Commission. 1974 Annual Report (Winnipeg. MHSC. 1975). 11. 
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of specific barriers to its policy agenda. This Chapter does, however, indicate 

that the MMA was intent on eroding the legitimacy of the govemment. While it is 

not possible to assess the specific contribution the MMA's campaign made in 

this area, Dyck notes that by 1988 the Pawley administration's popularity had 

"plummeted" to a new IOW.'~ This was reflected in the decision of a NDP 

backbench MLA to vote against the govemment's budget bill which precipitated 

the 1988 eledion carnpaign. 

While opposition party barriers to the wst control programs implemented 

by the administrations surveyed in Chapters 6, 7, and 8 were largely limited to 

an ongoing effort to erode the legitimacy of the governing party's policies, these 

chapters also indicate that both of the key provider pressure groups in 

Manitoba's policy subsystem played a role in the process of policy 

implementation during The Era of Provincial Cost Control. As result, the 

hypothesis related to this question appears to be supported. In short, the MMA 

and the MHO were able to challenge the organizational realignments planned by 

NDP administrations during this Era by wnverting 'top-dom" provincial plans 

into "bottom-up" political debates. The MMA's approach suggested that any 

increase in the province's authority which negatively affected the professional 

autonomy of physician's would damage their ability to provide adequate patient 

care which, in tum, would result in physicians leaving the province. Given that 

the less affluent eastern, interlake and northem regions of the province, which 

19 Dyck, 'Manitoba,", 416. 
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generally voted NDP, had always experienced physician retention problems, the 

Schreyer administration was forced to limit its plans related to DHSDCs to the 

Type I model. During the Pawley administration's tenure govemment-MMA 

relations deteriorated to the point where the MMA found it necessary to 

undertake a public media campaign opposing the govemment. This 

administration's failure to anticipate the willingness of the M M  to openly 

challenge its legitimacy appears to have contributed to its reluctance to 

announce planned delivery system realignments after its 1986 reelection. 

The MHOJs approach, while less confrontational than that of the MMA, 

was nevertheless successful for similar reasons. It argued that the Schreyer 

administration's plan to convert Hospital Districts to DHSDC's would, in addition 

to reducing access to institutional care, have negative economic impacts on 

communities due to the loss of provider inwmes from a local economy. As a 

result, the MHO argued that rather than a "top down" replacement of District 

Hospital Boards, the province should take a "bottom up" approach to 

implementation. This approach, which evolved during Schreyer's second terni, 

contained two steps; the initial conversion of existing Hospital Districts to Type I 

DHCs followed by the later conversion of Type I centres to Type II with the 

transfer of community-based health services administration to the Centre's 

board. While it lessened the negative economic impacts of conversion on rural 

communities, this approach required the province to construct long-terni care 

beds prior to the realignment of DHC capacity to confom with the MHSC's 6/20 



model. This had the effect of tuming a program intended to reduce the 

province's hospital bed capacity into a prograrn that actually increased the 

province's overal l institutional bed capacity. 

At a more general level, the MMA and MHO were also successful in 

forcing ND? govemments to take a generally cautious approach to delivery 

system realignments. As the discussion in Chapter 1 suggests, the expansionary 

paradigm that evolved during The Era of Provincial Capacity Growth was 

premised on the assumption that delivery system capacity growth was the moral 

and political equivalent of 'Idoing the right thing". The Schreyer administration 

ernployed this premise to its political benefit in its 1969 and 1973 electoral 

platfoms. The Pawley administration also drew on this assumption in its 1981 

and 1986 election campaigns by suggesting that a PC govemment would 

wntain provincial health care costs by privatizing services. When both of these 

administrations then attempted to irnplement their own cost controis, public 

support for them declined. 

As the hypothesis related to this question is also supported in Chapter 5. 

it can be argued that, during the time frame of this study, executive council 

actors in Manitoba were unable to fully implement their cost control initiatives 

when they failed to anticipate and develop strategies to overcome opposition 

party andior pressure group barriers. 



Question 6: Were bureaucratic barriers to these initiatives 
encountered by executive council actors? 

While no bureaucratic barriers to the implernentation of the Schreyer 

administration's initiatives were observed, it is evident that this administration's 

inability to implement its DHSDC initiative was, in part, due to the fragmented 

nature of its implementation strategy. This created uncertainty among 

bureaucratic actors as to the govemmentJs intent and policy direction which can 

be seen in Mr. Schneider's Febniary 1973 discussions with Dr. Tulchinsky noted 

in Chapter 6. This uncertainty is also evident in the January 7, 1974 letter to 

Premier Schreyer from the MHO Board expressing concems that the division of 

implementation responsibility between the Department, the White Paper 

Working Group, and the MHSC was "...bath wnfusing and frustrating to us and 

our members ...Y While the Schreyer administration did centralize responsibility 

for DHSDC implementation within the MHSC during its second terni, uncertainty 

among key bureaucratic actors remained. For example, the recommendations 

wntained in the MHSC's March 1977 study on Primary Care Facilities contain a 

cal1 for cabinet clarification of the planning and implementation authority of the 

Commission relative to that of the Department of Health and Social Development 

in the area of primary health care. 

While no explicit barriers to implementation were observed related to the 

tenure of the Lyon and Pawley administrations, the discussion in Chapter 7 

indicates that the MHSC was not supportive of allowing the MHO's membership 

to gain greater administrative authority in the province's health care delivery 



system. The Commission appears to have been successful in this regard 

because, vuhile the Lyon administration proceeded with the establishment of new 

Type I centres, it did not allow the creation of Type II centres during its tenure. 

As the discussion in Chapter 8 indicates, the same behaviour was displayed by 

the Pawley administration throughout its tenure. 

These findings appear to support the hypothesis related to this question. 

However, the lack of evidence offered here suggests that further study is 

necessary before a definitive response can be offered. Further, it is notable that 

during the period surveyed in Chapter's 6,7, and 8, 'guidance instrumentsn that 

Sabatier and Jenkins-Smith identify as important influences on bureaucratic 

behaviour appear to have been ut i~ ized.~~ The utilization of direct instruments. 

such as Departmental reorganizations, to facilitate the implernentation of policy 

initiatives, can be seen in the behaviour of al1 three of the administrations 

covered by these chapters. The use of indirect instruments, such as changes in 

the appointees on the MHSC's Board and the Commission's legislative authority, 

is also noted in these chapters. However, the linkage between the use of these 

instruments and their impact on minimizing the development of bureaucratic 

barriers to policy change requires additional research attention. 

Sabatier and Jenkins-Smith. Policy Change and Leaming, 22627. 



POLlCY IMPACTS 

As noted in the introduction to this chapter, the assessment contained in 

this section summarizes the findings related to Chapten 6, 7, and 8 in the 

context of Question 7 through 9 defined in Chapter 2. In addition. it summarizes 

the cumulative impacts of provincial policy behaviour across the entire time 

frame of this study. 

Question 7: How did implemented cost control initiatives alter the 
functional and geographic scope of Manitoba's health care delivery 
system? 

With regard to changes in the functional sape  of Manitoba's health care 

delivery system, Table 9.5 below indicates that a number of substantive changes 

occurred during The Era of Provincial Capacity Growth. The most notable were: 

the centralization of administrative authority for public health services delivery at 

the provincial level of govemment; the addition of insured medical care. home 

care, and phanacare programs; and the expansion of the province's insured 

services programs in the 1970s to include personal care homes and in the 1980s 

to include a range of out-patient and ambulatory services. In short. the findings 

related to the first set of indicators pertaining to this question suggest that the 

nuIl hypothesis used to test this question is not supported based on the study 

findings. 



Table 9.5: Changes in Functional Scope from 1969 to 1988 

Status in 1969 

Provincial roles 
included the funding 
and delivery of 
preventive and northem 
services, the shared- 
cost funding of LHU 
services, the delivery of 
public heaith nursing to 
areas not included in a 
LHU, and the delivery 
of care sewices to the 
elderly and infinned. 

The centralized 
regulation, and funding 
of hospital services 
through the province's 
hospital insurance 
P W  fam - 
The regulation of 
private and voluntary 
facilities coupled with 
increased planning 
control through the 
provision of 
construction grants to 
voluntary elderly 
persons housing 
projects. 

The centralized funding 
of physician's sewices 
through the province's 
medical care insurance 
program. 

Status in 1988 

Ali services are now 
centralized under 
provincial 
administrative authority 
and are delivered 
through the province's 
health and social 
services regions. In 
addition insured home 
care and phamacare 
prograrns are added in 
the 1970s 

lnsured services 
prograrns related to 
these facilities are 
expanded in 1980 in 
the areas of ambulatory 
and out-patient care. 

An insured services 
program related to 
these facilities is added 
in 1973. 

Extra-billing is banned 
following the passage of 
amendrnents to The 
Heakh Semices 
lnsurance Act in 1 985. 

The second set of indicators utilized in this question focus on changes in 

the geographic scope of public health services, hospitals, and long-terni Gare 

facilities. The findings in Chapters 6, 7, and 8 indicate that the geographic 

scope of public health services and the number of rural wrnrnunities with 

hospitals remained largely unchanged. However, there were some changes in 



the capacity of hospitals. These are described in Table 9.6 below. 

Table 9.6: Hospital Growth in Manitoba from 1969 to 1989 

Reg ion 

Central: # Communities with Facilities 

: Rated Bed Capacity 
r 

Eastman: # Communities with Facilities 

1968169 

13 

: Rated Bed Capacity 

Interîake: # Communities with Facilities 

474 

7 

: Rated Bed Capacity 

Norman: # Communities with Facilities 

II 
- - 

: Rated Bed Capacity 7 4 2 3  1 363 1 -14.2 

1988189 

13 

226 

7 

: Rated Bed Capacity 

Parkland: # Communities with Facilities 

II Westrnan: #Communlies with F acilities 1 27 1 26 1 -3.7 

% 
lncrease 

O 

452 

7 

199 

7 

- 4.6 

O 

202 

7 

344 

9 

-1 0.6 

O 

197 

8 

- 

: Rated Bed Capacity 

Total Rural Capacity 

Total Rural Population (in thousands) 

This table indicates that the average overall decline in the province's 

hospital capacity, measured in beds per thousand population, was 12.9 percent 

during this period with rural regions of the province experiencing a slightly higher 

rate of decline than Winnipeg. Table D.17 in Appendix D indicates that, in 

addition to this capacity decline, there were also changes in designation of rural 

- 1 

14.3 

357 

8 

Winnipeg: # of FacilHies 

Rated Bed Capacity 

Total Winnipeg Population (in thousands) 

Winnipeg Beds Per 1000 population 

3.8 

-1 1.1 

941 

2607 

452 

11 

351 4 

526.7 

6.7 

894 

2465 

496.7 

-5 

-5.5 

9.9 

1 O 

3689 

628.7 

5.9 

-9.1 

-5 

19.4 

-1 1.9 
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facilities. This table shows that 45 DHCs were established during The Era of 

Provincial Cost Control largely through the conversion of existing hospital 

districts. In total, forty of these DHCs were based on the Type 1 model and five 

were based on the Type III model. Tuming to long-terni Gare facilities, Table 9.7 

below indimtes that overall growth in this area, measured in beds per thousand 

population. averaged 55.8 percent. 

Table 9.7: Long-Term Care Facility Growth in Manitoba from 1969 to 1989 

Central: # of Communities with Facilities 7 12 71 -4 

: Rated Bed Capacity 400 734 83.5 

Eastman: # of Communities with Facitities 3 7 133.3 

Interlake: # of Communities with Facilities 3 7 133.3 

: Rated Bed Capacity 338 520 53.8 

1 : Rated Bed Capacity 1 96 433 120.9 

: Rated Bed Capacity 203 1 30 -36 

Parkland: # of Communities with Facilities 3 7 133.3 

1 

: Rated Bed Capacity 1 137 ( 405 1 195.6 

Norman: # of Communities with Facilities 1 2 1 O0 

Westman: # of Communities with Facilities 12 22 83.3 

: Rated Bed Capacity 893 1520 70.2 

Total Rural Capacity 21 67 3742 72.7 

Total Rural Population (in thousands) 452 496 -7 9.9 

II Rural Beds Par 1000 population 1 4.8 1 7.5 1 56.3 

Winnipeg: # of Facilities 35 33 -5.7 

Rated Bed Capacity 2520 4594 82.3 

II Total Winnipeg Population (in thousands) 1 526.7 1 628.7 1 19.4 
- - 

Winnipeg Beds Per 1000 population 4.7 7.3 55.3 



In summary, the nuIl hypothesis pertaining to this question was not 

supported during The Era of Provincial Cost Control. 

Table 9.8: Changes in Functional Scope between 1948 and 1988 

Status in 1948 

The shared-cost funding 
of LHU sewices with 
local governments and 
the direct delivery of 
public heaith nursing to 
municipalities and 
unorga nized territories 
not included in a LHU. 

Delivery system 
planning and the 
provision of hospital 
construction grants as 
well as grants for up to 
three months for the 
care for indigents. 

Regulation of the 
construdion of private 
and voluntary facilities. 

The shared -cost 
funding, with local 
governments, of the 
services provided by a 
Medical Care Districts. 

Status in 1988 
- - - 

Full administrative and 
funding responsibility 
for the delivery of al1 
public health services 
outside of the core area 
of Winnipeg through the 
province's Heatth and 
Social Services 
Regions. 

The planning and 
administration of the 
insured hospital 
services program which 
induded planning, 
regulatory, and 
budgetary control over 
the services delivered 
by Hospital Districts and 
DHCs. 

The planning and 
administration of the 
insured long-terni care 
program which included 
planning, regulatory, 
and budgetary control 
over the sewices 
delivered by DHCs and 
voluntarylpnvate 
provider's. 

Administration of the 
medical care insurance 
program coupled with 
regulatory authority for 
the setting of fee 
schedules and the 
standards for hospital 
admitting pnvileges. 
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Tuming to this study's cumulative findings. the summary offered in Table 

9.8 above also indicates that the study hypothesis was not supported when 

changes during both of the eras surveyed for this study are taken into accot.int. 

This Table shows that the province's roles related to delivery system planning, 

funding, and administration expanded in al1 four of the functional areas of 

interest to this study. With regard to the geographic s a p e  of public health 

services, the findings also do not support the study hypothesis as the scope of 

services delivery in this area expanded from ten LHUs in 1948, serving 

approximately fm percent of the province's population, to a province-wide 

delivery system serving al1 Manitobans outside of the boundaries of the City of 

Winnipeg's Health Department. Tuming to changes in the geographic scope 

and capacity of hospitals during the entire time frame of the study, Table 9.9 

below, which is based on Table 0.15 in Appendix D, indicates that the number of 

rural communities containing a hospital increased by an average of 121.2 

percent. It also indicates that the overall average capacity increase in rural 

Manitoba, measured in beds per thousand population, was 94.1 percent. 

However, Winnipeg experienced a 3.1 percent drop in beds per thousand 

population during this period due, in part, to a 93.4 percent increase in the City's 

population. ln short, this table suggests that the study hypothesis was 

supported in the case of Winnipeg but was not supported in the case of rural 

regions due to the significant increases in the total bed capacity and the number 

of comrnunities with facilities. 



Table 9.9: Hospital Growth in Manitoba from 1949 to 1989 

Reg ion 

Central: # of Communities with Facilities 

: Rated Bed Capacity 

Eastman: # of Communities with F acilities 

: Rated Bed Capacity 

1948149 

7 

182 

Interlake: # of Communities with Facilities 

: Rated Bed Capacity 

Norman: # of Cornmunities with Facilities 

3 

76 

: Rated Bed Capacity 

Parkiand: # of Communities with Facilities 

11 Westrnand# of Communities with Facilities 1 13 1 26 1 100 

1988189 

13 

452 

4 

118 

2 

II : Rated Bed Capacity 1 4 0 7  1 8 9 4  1 1 1 9 . 7  

% 
I nc rease 

85.7 

148.4 

7 

202 

131 

6 
- 

: Rated Bed Capacity 

II Total Rural Capacity 1 1092 1 2636 1 129.5 

133.3 

165.8 

7 

197 

8 

363 
- 

1 78 

-- 

II Total Rural Population (in thousands)- 1 427 1 496.7 1 16.3 

75 

66.9 

300 

357 

8 
-- 

103.9 

II Rural Beds Per 1000 population 1 2.6 1 5 1 94-1 

172.5 

33.3 

II Rated Bed Capacity 1 1967 1 3689 1 87.5 

1 

Winnipeg Beds Per 1000 population 1 6.1 1 5.9 1 -3.1 

Winnipeg: 1 of Facilities 
I 

I 9 

1 
With regard to the cumulative findings pertaining to long-ten care 

facilities, Table 9.10 below, which is based on Table 0.16 in Appendix 0, 

indicates that the Winnipeg region and rural regions both experienced capacity 

increases during the three decade period for which data is available. Once 

again, the most significant increases occurred in rural regions of the province. 

10 

Total Winnipeg Population (in thousands) 

11 -1 

325 628.7 1 93.4 
1 
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Table 9.10: Long-Tenn Cam Facility Growth in Manitoba from 1959 to 1989 

1 Region 1 1958159 1 1988189 1 % 
lncrease 

-- -- 

Central: # of Cornmunities with ~ a ü l l i g  1 5 1 1  2 1 140 

: Rated Bed Capacity 1 94 ( 433 ( 360.6 

: Rated Bed Capacity 

Eastman: # of Communities with Facilities 

Interlake: # of Comrnunities with Facilities 1 2 1 7 1 250 

: Rated Bed Capacity 1 240 1 520 1 116.7 

21 8 

3 

Norman: #of  Cornrnunities with Facilfies 1 1 1 2 1 100 

734 236.7 

7 133.3 

: Rated Bed Capacity 1 5 4  T 4 0 5  1 650 

Westrnanf of Communities with Facilities 1 9 1 22 1 144.4 

I 

: Rated Bed Capacity 1 563 1 1520 1 170 

130 

7 

: Rated Bed Capacity 

Parkland: # of Communities with Facilities 

35.4 

250 

96 

2 

Rural Beds Per 1000 population I 3 7.5 154.3 

Total Rural Capacity 

Total Rural Population (in thousands) 

Winnipeg: # of Facilities J 33 

Rated 8eâ Capacity 1 1883 1 4594 1 144 

1265 

427 

Winnipeg Beds Per 1000 population 1 5.8 1 7.3 1 26.1 

3742 

496.7 

Total Winnipeg Population (in thousands) 

In short, this Table indicates that the study hypothesis pertaining to this 

question was not supporîed given a total average capacity increase, measured 

in beds per thousand population, of 76.9 percent2' 

261.6 

16.3 

21 It is notable that hospital capacity growth in Winnipeg and rural regions varied with changes in 
the province's goveming Party. While LP and PC govemments oversaw consistent capacity 
growth in rural regions relative to the City, NDP govemments oversaw capacity dedines in these 
regions while maintaining growth in Winnipeg's capacity. 

325 1 628.7 
1 

93.4 



Question 8: How did implemented cost control initiatives alter 
administrative authority in Manitoba's health care delivery system? 

Like question 7, this question also utilizes two sets of indicators. The first 

set pertain to realignments in the planning and administrative authonty of key 

actors in Manitoba's delivery system while the second set pertain to shifts in 

provincial budget expenditures. With regard to realignments in the authority of 

key actors during The Era of Provincial Cost Control, two are partiwlarly 

important. On the one hand, the centralization of administrative responsibility for 

public health services at the provincial level in the early 1970s, wmbined with 

the deconcentration of this responsibility to the province's health and social 

services regions, was a logical realignment as it allowed the province to reduce 

administrative and service delivery fragmentation by linking public health and 

social services delivery. It is notable that this realignment was not opposed by 

municipal govemments who welcomed the relief from services funding afforded 

by the province's takeover of their share of the responsibiiity for services 

delivery. On the other hand, the implementation of mediwl care insurance in 

1969 and the expansion of insured programs in the 1970s expanded the 

province's administrative authority related to the funding and administration of 

rnedical care. However, the distribution of authority for the delivery of medical 

m e  services remained consistent with the joint venture organizational 

arrangements established during The Era of Provincial Capacity Growth. The 

discussion in the previous section of this chapter indicates that while the 

Schreyer and Pawley administrations attempted to realign these arrangements, 



to diminish the resource utilization autonomy of key health care provider groups 

in the delivery system, they were not partiwlarly successful. With regard to the 

tenure of the Schreyer, as well as the Lyon administration, this point appears to 

be supported by the detailed economic analysis of insured health services 

expenditures prepared for the province in 1985." This study's findings indicate 

that between 1971 and 1983, MHSC budgetary increases averaged 13 percent. 

With regard to the growth in expenditures for public general hospitals it 

observed that: " 
- M i l e  Manitoba's per capita spending on institutional care was 5 percent 
below the national average in 1971. it was 10 per cent higher than the 
national average by 1982; 

- in non-teaching hospitals the total per capita cost after adjusting for 
inflation rose 62.3 percent between 1971 and 1983 compared to a 
national average increase of 35.7 percent for the same period; 

- in teaching hospitals the total per capita cost after adjusting for inflation 
rose 1 14 percent between 1971 and 1983 cornpared to a national 
average increase of 53.4 percent for the same period; 

- in the 1982-83 fiscal year Manitoba's hospital system alone cost as 
much on a per capita basis as the combined hospital and PCH programs 
provided by the other provinces. 

This study also offers a number of observations related to the province's 

physician community. It indicates that, while there were no significant 

differences in the gross revenues generated by full-time practising physicians in 

Manitoba between 1971 and 1983, MHSC expenditures pertaining to the 

* Manitoba. Manitoba and Medicare 1971 To the Present. i. 

23 Ibid.. iv - v. 
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services they provided increased as a result of a 25 percent increase in the 

practising physician-to-population ratio. Further, while the rural physician-to- 

population ratio remained largely unchanged over the twelve years of this study, 

this ratio increased in the Winnipeg region by 56 percent among general 

practitionen and 22 per cent among specia~ists.~~ 

The ability of medical care providen to maintain their share of the 

province's health care budget during The Era of Provincial Cost Control is 

evident in Table 9.11 below which indicates that the nuIl hypothesis pertaining to 

this question was not supported. 

Table 9.1 1 : Provincial Budgetary Changes from 1969 to 1989 

Budget Line 1 196849 1 198869 

Total Provincial Budgetary Expenditures 1 357.3 million 1 4.484.3 million 

Provincial Heaith Care Expenditures 1 43.9 million 1 934.9 million 

Health Care Expenditures as % of Total 1 12.3% 1 20.84% 
- - -  

~ e a l t h  Depl. ~ivisional Expenditures as a 1 1 
% of the Total Health Care Expenditures 1 1 
Executive Division 1 2.08% 1 .29% 

Psychiatrie Services Division 1 29.46% 1 4.29% 

Public Health Services Division 1 19.57% 1 9.4% 

MHSCIOther Hospital Services 1 48.89% 1 86.01% 

Totals 1 100% 1 100% 

Tuming to the cumulative trend related to the first set of indicators, the 

findings do not differ from those pertaining to The Era of Provincial Cost Control. 

In short, while the province's authority for public health services delivery and the 

" Ibid.. i. 
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administration of insured services expanded, the allocation of authority for the 

delivery of medical care services remained fragmented. As a result, the nui1 

hypothesis was not supported. This hypothesis was also not supported in the 

wntext of the second set of indicators. Table 9.12 below, which is based on 

Table 0.1 8 in Appendix D. indicates that provincial budgetary shifted during the 

study's time frame. This shift reflects the growth in hospital capacity and the 

implementation and subsequent expansion of insured medical care programs in 

Manitoba. While this growth greatly irnproved the ability of citizens to access 

health care services in the province, it also irnproved the ability of health mre 

providers to access public funds for the delivery of these services. 

Table 9.12: Provincial Budgetary Changes frorn 1949 to 1989 " 

Budget Line 1 1948-49 ( 198849 

Total Provincial Budgetary Expenditures 1 37.5 million 1 4484.3 million 

Provincial Health Care Expenditures 1 3.7 million 1 934.9 million 

Health Care Expenditures as O h  of Total 1 10% 1 20.84% 

25 The budget amounts detailed in this Table only include budget line expenditures directly 
related to the health Gare services components of the Department of Health's operations. 
Service functions pertaining to social services, community development and corrections are flot 
included in this calwlation. 

- -- .- - - - - 

Health Dept. Divisional Expenditures as a 
% of the Total Health Care Expenditures 

Executive Division 

Psychiatnc Services Division 

Public Health Services Division 

MHSCIOther Hospital Services 

Totals 

-- - 

4.72% 

48.03% 

32.44Oh 

14.81 Or6 

1 00% 

-29% 

4.29% 

9.4% 

86.01 % 

1 OOOh 



Question 9: How did implernented cost control initiatives alter 
functional roles in Manitoba's health care delivery system? 

The assessrnent of this question employs the nine category list of 

fundional roles that Mills et al. suggest are frequently targeted by health care 

policy changes. As Table 9.13 below indicates, the hypothesis related to this 

question was also not supported given that the province's administrative roles 

expanded during The Era of Provincial Cost Control. 

Table 9.1 3: Changes in the Province's Functional Roles ftom 1969 to  1988 

11 Provincial Function 

Legislative functions pertaining to 
govemance of the delivery system. 

II Inter-Sectoral Collaborative 
Functions with other jurisdictions to 

II Revenue-Raising Functions related 
to the funding of services. 

Planning and Resource Allocation 
Functions related to services 
delivery. 

Policy-Making Functions related to 
the Iicencing of and standards for 
services providers. 

TypeINature of Change 

lncreased with the centrakation of 
delegated legislative authority for 
public health services and the 
implementation and expansion of 
insured sewices prograrns. AIso 
increased with regard to physicians 
through the province's ban on 
physician extra-billing motivateci by 
the passage of The Canada Heaith 
Act in 1984. 

- - -- -- 

lncreased with the federal 
govemment with the implementation 
of medical care insurance, the 
negotiations leading to the April 1, 
1977 implernentation of the EPF Act, 
and the events surrounding the 1984 
implementation The Canada Health 
Act. 

lncreased in areas related to general 
revenues due to the eiimination of 
health insurance premiums. 

lncreased in the wntext of the NDP's 
efforts to plan and implement 
organizational realignments. 

lncreased in the area of long-term 
are, through expansion of funding 
and regulatory authority, as well as 
wÏth local facility boards due to the 
passage of The Distncf Health and 
Social Se~'ces Act 



Inter-Agency coordinative Functions 
related to services delivery. 

Regulatory Functions related to the 
resource utilkation practices of 
professional providers. 

Training Fundions Related to the 
education and placement of 
Professional Providers. 

Management Fundions related to the 
day-to-day administration of services 
delivery . 

No substantive change. However, 
efforts were made to broaden 
participation in heaith care delivery 
subsystem debates dunng the 
Pawley administration's tenure, in 
particular, with regard to nursing 
professionals. 

lncreased with institutional providers 
though expansion d th8 MHSC's 
planning and administrative roles and 
with physicians due to the need to 
negotiate fee schedules and the 
imposition of the ban on provider 
extra-billing through amendments to 
The Health S e ~ k e s  Insurance Act. 

No substantive change. 

lncreased in the area of public heaith 
services due to the creation of the 
province's regional delivery system. 
Also increased due to provincial price 
and supply constraint programs and 
the ban on physician extra-billing. 

The assessment of cumulative changes in this area also does not 

support this question's nul1 hypothesis. This assessment is summarized in Table 

9.14 below. 

Table 9.14: The Province's Impact on Functional Rotes from 1948 to 1988 

II Provinciaf Function 1 Ty pe/Natu re of Change 

Legislative fundions pertaining to 
govemance of the delivery system. 

lncreased throughout the study's time 
frame as the province utilized its 
legislative powers to expand its 
regulatory and administrative roles 

Inter-Sectoral Collabo rative 
Functions with other jurisdidions to 
facilitate sewices funding and 
delivery. 

lncreased with the introduction of 
national programs for insured 
hospital and medical care which 
forced the province into an ongoing 
debate with the federal government 
related to insured services funding. 



Revenue-Rasing Functions related to 
the funding of services. 

Planning and Resource Allocation 
Fundions related to services 
delivery. 

Policy-Making Functions related to 
the licencing of and standards for 
sewices providers. 

Inter-Agency coordinative Functions 
related to services delivery. 

Regulatory Fundions related to the 
resource utilization practices of 
professional providers. 

Training Functions Related to the 
education and placement of 
Professional Providers. 

Management Functions related to the 
day-to-day administration of services 1 delivev. 

- - -- 

lncreased due to the introduction of 
insured services, which made the 
province responsible for the funding 
and administration of these services. 

lncreased due to the introduction of 
the National Health Grants program 
and further increased with the 
introduction of insured sewices 
programs. 

lncreased throughout the time frame 
of the study as the province's 
authority for hospitals and long-tenn 
care institutions increased. However, 
the standards for professionai 
providers remained within the 
authority of various professional 
associations responsible for the 
licensing of their members. 

lncreased with hospitals and 
agencies involved in the delivery of 
specialized institutional care following 
the introduction of National Health 
Grants Program. Further increased 
with the MMA foflowing the 
introduction of the province's 'medi- 
care" program and the later federal 
medicare program. 

lncreased with institutional providers 
through the implementation of 
regulatory legislation and pnce and 
supply constraint programs. 
lncreased with physicians in a more 
Iimited fashion in the context of fee 
schedule agreements. 

lncreased with the introduction of 
professional training grants through 
the National Health Grants Program. 
Further increased in the creation of 
the Health Sciences Co-ordinating 
Council and the Universities Grants 
Commission. 

lncreased in the area of public health 
services due to the province's 
takeover of LHUs in the 1970s. 



HEALTH CARE POLlCY IN MANITOBA 

In summary, the findings related to the above research questions indicate 

that the evolution of health care policy in Manitoba was the product of a cornplex 

interplay among key actors in the province's health care delivery subsystem. 

While provider pressure groups played an important role in policy intenediation 

in this subsystem, it is evident that executive council actors drawn from the 

political parties that dominated provincial politics during the time frame of this 

study also made important contributions to the changes in capacity, costs, and 

control described in this study. In addition to the roles these actors played in the 

events described in this study, which are summarized in the first two sections of 

this chapter, their broader motivations also deserve attention. Based on the 

findings here, two factors appear to have played an important role in the motives 

of these actors; their assumptions about the proper s a p e  and direction of health 

care policy and their apparent tendency to utilize this policy sector to further 

partisan political ends. 

With regard to the first factor, the study findings indicate that two 

approaches to health care policy dominated the evolution of policy change in 

Manitoba during the study's time frame. The first approach was favoured by the 

LP and PC parties and was based on the assumption that policy goals should be 

developed through pluralist intemediation and should strive to maintain the joint 

venture organizational arrangements established in the 1950s. As the 

introduction to Chapter 1 indicates, Home elaborates the nature of this joint 
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venture in which the public sector assumes major responsibility for the funding of 

services while voluntary and private providers assume major responsibility for 

the production and delivery of services. As a result, the policy initiatives 

developed by the executive council actors drawn from these political parties 

were based on intemediation among key actors in the joint venture to ensure 

that the interests of al1 parties were represented. In the context of the 

intemediation process. providers were interested in increased clelivery system 

capacity to enhanœ their access to facilities in which to provide services to 

citizens. On the other hand, executive council actors were interested in 

increased delivery system capacity to satisfy the demands for irnproved access 

made by providers as well as mernbers of the general public. However, these 

demands were not cost free and, in order to meet them, executive council actors 

in the 1950s and 1960s asçumed that the province's budgetary cornmitment 

could be minimized by shifting costs to individuals in the fom of premiums and 

the use of a portion of their municipal tax bills. As a result, m i l e  these actors 

preferred consensus-based rational planning, they consistently utilized the 

concept of wst-shifting to minimize the province's exposure to rising health care 

costs. 

NDP governments, on the other hand, displayed a different set of 

assumptions. They based their approach to policy change on a broad definition 

of health care in which the primary role of the province was to ensure that al1 

citizens enjoyed equitable access to the available range of services. This 
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definition rejected the pluralism assumed by the joint venture arrangement. and 

assumed that services funded by the public sector should be within the direct 

administrative and political authority of that sector. In short, the NDP favoured a 

more corporatist set of assumptions which saw the provincial govemment as the 

dominant authority among actors involved in the delivery of health care services. 

While this definition accommodated the sharing of authority with actors at the 

local level, the NDP did not view appointed boards as the ideal place to delegate 

provincial authority. Rather, the NDP's approach assumed that local authority 

for health care delivery should be administered by elected boards to ensure that 

local administrative decisions were responsive to a broad range of community 

interests. While the Schreyer administration attempted to establish this approach 

in policy practice, through its DHSDC model, it was rejected by health care 

provider pressure groups who viewed the participation of lay citizens in 

decisions related to health care as unworkable. 

Given the differences in both approaches, it is also not surprising that the 

direction of health care policy change in Manitoba evolved in an inconsistent 

fashion. Further, it appean that changes in the policy goals of the goveming 

party, which ocuirred on average every 6.75 years, contributed to the capacity 

and budgetary growth found in this study for two reasons. On the one hand, new 

administrations generally spent their first term in office planning policy, 

implementation was deferred until their second ten .  As no administration 

govemed longer than two ternis, with the exception of the RoblinMleir 
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administration, their implementation exercises were either terminated or modified 

by the inwming administration. On the other hand, the approaches to policy 

change displayed by ail of the goveming administrations contained important 

flaws. The LPlPC approach was flawed because it assumed that voluntary and 

private sector providers would respond to provincial policy goals as partners 

interested in the long-terni viability of the province's delivery system. In short, 

this approach failed to account for the inability of provider pressure groups to 

balance their self-interests with the interests of the province. The NDP's 

approach was also flawed as it assumed that, because the province should be 

the dominant decision-maker in the province's health care policy wrnrnunity, due 

to its constitutional and political legitimacy, it did not need to accommodate the 

interests of provider pressure groups when they conflicted with the province's 

policy goals. As a result, NDP govemments became embroiled in wnflicts that 

might have been avoided had a more pragmatic and incremental approach to 

policy change been adopted. 

While this study ends with the election of the Filmon PC administration in 

1988, further changes in the organization of Manitoba's health care delivery 

system ocairred while this study was being written. The most important was the 

1 996 passage of Bi Il 49, The Regional Health Authonties and Consequenfial 

Amendments Act, which gave the province the authority to establish regional 

health authorities (RHAs). Since the passage of this Act, thirteen RHAs have 

be created; WO in Winnipeg with the remainder in rural regions of the province. 
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The RHAs in Winnipeg health are responsible, on the one hand. for the City's 

hospitals, and, on the other, for long tenn care and community-based services. 

In rural Manitoba the RHAs will ultimately be responsible for al1 types of health 

care services within their geographic boundaries. The establishment of these 

regional authorities highlights the need for the continuation of research related 

to Manitoba's health care delivery policy subsystern to detemine how the 

interplay between executive wuncil and provider pressure groups led to their 

implementation. In addition, the findings of this study raise a number of 

questions related to the potential impacts of these authorities on the structure 

and performance of the province's health care delivery system. The first is 

whether these authorities will be successful in arriving at a new balance between 

the need for wmmunity-based prirnary and preventive health services and the 

demands of medical care providers. By the early 1980s the consensus among 

key provincial bureaucratic actors was that the devolution of provincial authority 

for wmmunity-based services to institutional providers at the District level would 

be "the kiss of deathn for these services. While the Filmon administration 

appears to be confident that the enforcernent of strict budgetary controls will 

ensure that resources allocated to comrnunity-based services will not be diverted 

for institutional care, past experience suggests that the province's confidence 

that it can require key provider pressure groups to conform to its policy goals in 

a consistent and objectively rational fashion may be misplaced. 

The second question relates to the role that physicians will ultimately play 
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in the province's new regional system. Given that no announcements pertaining 

to changes in their authority for the utilization of resources have been made by 

the govemment. it appears that the Filmon administration is employing the same 

'evolutionary" strategy that the Schreyer administration employed during its 

second terni; that is, alter the administrative arrangements for services delivery 

first and assume that physicians will accept the products of these changes later. 

While the 1977 provincial eledion did not allow this strategy to be fully 

implemented, the MMA's consistent resistance to any change in its 

membenhip's service delivery roles throughout the time frame of this study 

suggests that it will be difficult, if not impossible, to accommodate the interests of 

this group of providers. In tum, it is likely that the threat of physician out- 

migration from the province will become a dominant feature in the MMA's 

attempts to tum the "top downn regionalization process undertaken by the Filmon 

administration into a "bottom upn political debate. 

The third question relates to the impact that Regional Heaith Authorities 

will have on the interplay of actors within the province's health care delivery 

subsystem. Here the Filmon administration appears to be operating under the 

assumption that because The Regional Health Authoriiies and Consequential 

Amendments Act gives the Minister of Health considerable authority over the 

formation and budgets of these authorities, they will not form a coalition to resist 

the irnplernentation of future provincial policy initiatives, in partiwlar, price and 

supply constraints. The findings of this study indicate that health care providers 



349 

are quite willing to resist provincial policies that negatively affect their interests 

and are able to generate legitimacy for this resistance among a public that 

continues to accept the assumptions of the expansionary paradigm. Given this. 

it is possible that the regional integration of the province's institutions into 

thirteen large and more powerful administrative units may make the future 

implementation of provincial policy goals more, rather than less, challenging. 

While these questions are important in the context of research in 

Manitoba, the findings of this study also suggest the need to extend the research 

framework to a comparative assessrnent of the evolution of health care policy in 

other provincial jurisdictions. The findings of this study suggest that while federal 

policy changes influenced the timing and direction of policy change in Manitoba, 

interactions within the province's policy wmmunity across the study's time frame 

contributed to the observed impacts. As a result, it would be useful to apply the 

research framework to provinces that display similarities to Manitoba's social 

and economic evolution, such as Saskatchewan and Alberta. A comparative 

study of this nature would allow further testing of the impacts of factors such as 

political parties, changes in goveming administrations, and provider pressure 

group on the formation and implementation of provincial health care policy. 

That testing of this nature is necessary, is evident in the lack of consensus in the 

existing literature related to the role of these factors. 



APPENDIX A: 
A CHRONOLOGY OF MAJOR POLlCY EVENTS 

a 

This Appendix summanzes the major legislative and policy community events that 
shaped Manitoba's heatth care delivery system between 1948 and 1988. It is divided into six 
sections based on the terms of the administrations that govemed Manitoba over the forty year 
time frame of this study. 

The Campbell Administration: 1948 - 1958 
1948 

A long-tenn plan for expansion of the province's hospital facilities is adopted late in the 
year which establishes targets of 8.5 beds per thousand population for the Winnipeg- St- 
Boniface region and 4.6 beds per thousand for rural Manitoba- To meet these targets the 
Campbell administration announces that 340 new general hospital beds will be opened in 
Winnipeg and 321 new beds will be opened in rural Manitoba dunng the 1949-50 fiscal year. 

1949 
In Odober Premier Campbell calls a general eledion for November 10. His coalition 

govemment is returned with fifty of the Manitoba legislature's fifty-seven seats. LP candidates 
hold twenty-seven of the fifty government seats with the remainder held by Independent and 
Progressive Conservative Party (PC) candidates. Eight of the LP pafty's candidates ntn 
unopposeci and are elected by acclamation. 

1950 
In February the twenty-four person Manitoba Advisory Heatth Survey Committee is 

formed to make recommendations related to health care delivery system planning. 

In June Dr. Cari Buck presents the findings of his 'restudy" of public health services 
delivery to the province. The province responds to Dr. Buck's findings in the fall with alterations 
to The Manitoba Heaith Plan. 

1952 
In May the Manitoba Advisory Heaith Survey Committee submits its findings to the 

Campbell administration. The Cornmittee's report contains sixty-three recommendations for 
changes in the province's health care delivery system. 

1953 
On June 8 the Campbell administration is eleded to a second terni in office with a thirty- 

one seat majority. The PC's f om  the official opposition with nine seats. 

1954 
The Campbell administration amends The Public Heakh Act, The Municipal Act, and nie 

Heaith Sewices Act to expand the province's funding responsibilities and administrative 
authority related to the delivery of public health services. 

1955 
The Campbell administration amends The Heaith Services Act to allow Hospital Districts 

to enroll those residing in their boundaries as subscribers to the Manitoba Medical Service 
(MMS). lt also introduces nie EIecZoral Redistribution Act which establishes and independent 
commission to oversee the boundaries of provincial electoral divisions. 

A federal-provincial conference is held in October at which an agreement is reached to 
pursue the development of a national hospital and diagnostic services insurance program. 



1956 
In January a federal-provincial cornmittee of health and finance ministers releases a 

policy proposal for a national heatth insurance scheme. This proposai cornmits the federal 
govemment to pay one half of provincial costs related to diagnostic services and in-patient 
hospital are.  

In March The EIderly Persons' Housing Act is passed by the legislature. This Act enables 
the province to provide construction grants to municipalities and voluntary organizations for 
hostels for the elderiy and infirrned. 

1957 
In April the Hospital Insurance and Diagnostic Services Act (HIDSA) is passed by the 

federal parliament. 

1958 
In the April The Hospitals Act and nie Hospital SeMces Insurance Act is passed by the 

legislature. These Acts establish the legislative framework for Manitoba's entry into the national 
hospita1 insurance program scheduled to take place on July 1. 

A provincial election is held on June 16 and the Campbell administration is defeated by 
the PC party lead by Duff Roblin. The eledion gives the PCs a minority govemment with 26 
seats. The LPs retain 19 seats, the CCF increases its standing to il seats, with the Sociai Credit 
(SC) party holding 1 seat. 

The Roblin Administration: 1958- 1967 

1958 
On June 22 Dr. George Johnson is appointed the Minister of Health and Public Welfare 

in the Roblin administration. At the time of his appointment the Department is divided into the 
following divisions: General Administration; Hospitals; Public Health; Psychiatry; and Welfare. ln 
addition, two advisory agencies a responsible for assisting Dr. Johnson in the process of policy 
formation: The Provincial Board of Health which is responsible for rnatters pertaining to public 
heatth and disease prevention; and The Ministen'al Advisory Commission which is responsible for 
rnatters pertaining to hospitals and LHUs. The Advisory Commission is composed of twelve 
members including three representatives from the MMA, three representatives from the Union of 
Manitoba Municipalities, three citizens appointed by the Minister, one representative of The 
Associatecl Hospitals of Manitoba, the Deputy Minister of Health, and the Department's Diredor 
of Heatth. 

On June 24 the Roblin administration approves a regulation authorizing implementation 
of The Manitoba Hospital Se~ ices  Plan. This is followed on June 27 by the signing of an 
agreement with the Govemment of Canada to provide funding for insured hospital services. 

On July 1 The Manitoba Hospital Services Plan is implemented. Under this plan insured 
hospital and diagnostic services are made avaiiable to al1 persons residing in Manitoba. 
Residents are required to register with the Plan and pay premiums which can be paid in three 
different ways; through employer groups, through pension groups, and through rnunicipalities and 
local govemment districts. The Plan is administered by the office of The Cornmissioner of 
Hospitalization who reports to the Minster of Health and Public Welfare. 



1968 (continued) 
On Odober 21 The Manitoba Hospitals Council is established to advise the 

Commissioner of Hospitalization on policies related to the Manitoba Hospital Services Plan. This 
twelve member Council is cornposeci of citizens appointed by the Minister. Two additional 
cornmittees to advise the Commissioner are also established at this time: Medical Review 
Commït?ee appointed by the MMA to advise the Commissioner on medical standards and 
practices in hospitals; a Dental Review Committee appointed by the Manitoba Dental Association 
to advise the Commissioner on the utilization of hospitals for services offered by its members. 

The Commissioner of Hospitalization's Annual R e m  indicates that: the monthly 
Manitoba Hospital Sewices Plan premium rate was $2.05 for a single person and $4.10 for a 
family; negotiations had been initiated with the federal government to expand coverage to out- 
patient surgery; and an operating deficit of $5,893,383 was accumulated for the six months the 
Plan was in operation due to start-up costs. 

1959 
The Roblin minority government is defeated during a vote in the legislature and a 

provincial eledion is held on May 14. It results in a rnajority PC government with 36 seats. The 
LP party is reduced to 1 1 seats and the CCF retains 1 0 seats. 

A study of the living conditions of Manitoba's northem population, initiated in 1956, is 
released in July. It finds that conditions are below acceptable standards. The govemment 
responds in September with the establishment of a Northern Health Sewices Branch in the 
Department of Heaith and Public Welfare to pmvide services to persons in unorganized 
tenitories noRh of the 53rd ParaIlel. At the same time expansion of the Dauphin and Portage 
LHUs is also announcecl. 

On September 23 Dr. Johnson establishes The Manitoba Hospital Survey Board. lt is 
mandated to survey the distribution of hospital and long terni care facilities in the province and to 
establish a plan for the future supply of facilities as well as the personnel needs of those 
facilities. On Odober 7 The Manitoba Hospitals Council agrees to serve as an advisory 
committee to the Survey Board. 

In October the Commissioner of Hospitalization is given responsibility for the hospital 
construction grant provided through the National Health Grants Program. 

In November the Office of Alternative Care is established in the Department of Public 
Health and Welfare. It is responsible for regulating long-terni care institutions and is also 
charged with the promotion of improved treatment and living conditions for the residents of these 
institutions 

The Commissioner of Hospitalization's Annual Report indicates that: an agreement was 
reaciied with the Federal govemment to expand the Hospital Plan's insured coverage to out- 
patient surgery and therapy and to make coverage under the Plan available to patients s e w d  by 
Federal nursing stations; an agreement was reached with the Sanatorium Board of Manitoba and 
the St. Vial Ward of the St. Boniface Hospital to house insured provincial patients; and a study 
of nursing homes and related institutions has been initiated. 

1960 
In April the Department of Health and Public Welfare establishes an Elderly Perçons' 

Housing Branch within its General Administration Division based on the repeal and re-enadment 
of The Elderly Pemons Housing Act. It also undertakes to further improve the living conditions of 
persons in northern regions by creating a Community Development Branch charged with 
enhancing the social and economic security of northern citizens. 



1960 (continued) 
In April the provincial govemment finalizes and agreement with the MMS and 

representatives of rural and urban municipalities to establisti a province-wide Medi-care Program 
for persons receiving assistance under the Social Allowances Ad. 

ln June Premier Roblin announces an increase in Manitoba Hospital Plan premiums 
effective January 1.1961 due to an average 20% increase in hospital budgets. 

The Commissioner of Hospitalization's Annual Reporf indicates: that out-patient beneffis 
had been expanded in Odober; and hospitals had been allowed to retain 10% of their net incorne 
from differential charges for semi-private and private room accommodation. 

1961 
On January 1 increases in Manitoba Hospital Services Plan premiums take effect. 

Media reports of the day are critical of the govemment. 

ln March the Manitoba Hospital Survey Board releases its ficst report which calls for a 
stronger provincial policy focus on community-based services, the administrative integration of 
heafth and social services delivered jointly by the province and participating municipalities, and 
the administrative regionalization of existing Hospital Distrids into regional units containing an 
average of six facilities. 

On October 26 Dr. Johnson announces that effective January 1, 7 962 the Hospital 
Sewices plan premiums that were increased at the start of the year will be reduced to a monthly 
payment of $2.00 for a single person and $4.00 for a family. This redudion is due to new fiscal 
arrangements negotiated with the federal govemment Wich have altered the method used to 
arrive at the number of insured persons in the province. 

On October 28 The Departrnent of Heaith and Welfare is reorganized and two separate 
DepaRments are created; the Department of Health and the Departrnent of Welfare. Dr. 
Johnson retains the Health portfolio. 

The Commissioner of Hospitalization's Annual Reporf indicates that the Commissioner: 
is studying the Hospital Survey Board report and will present a plan for hospital construction and 
renovation for the next seven years in early 1962; wrote to al1 hospital boards in September 
requesting their CO-operation in Iimiting budget increases for 1962 to 3% over the hospital's 1961 
budget. 

1962 
In January amendments to The Hospital SeMces insurance Act are introduced in the 

legislature. These amendments are designed to consolidate provincial administrative 
responsibility for the hospital sector under the authority of the Manitoba Hospital Commission 
(MHC) wtiich replaces the Comrnissioner of Hospitals. The Medical and Dental Review 
Committees are retained in the Commission's organizational structure. The MHC fonnally begins 
operations on July 1 and is responsible for: the administration of the hospital insurance plan; the 
licensing and inspection of al1 hospitals; and province-wide planning of hospital services. Also in 
January Dr. Johnson makes a submission to the federal Royal Commission on Health Services 
outlining key problems and goals related to the province's health care delivery system. 

The MHC's first Annual Report indicates that: the mandate and legislative powers of the 
Commission are under review to clarify the Commission's future policy roles; a summary of the 
impacts of the Manitoba Hospital Services Plan since its inception has been initiated; hospital 
budget increases for 1 963 will be limiteci to 4% over 1 962 levels. 



1962 (continued) 
A provincial eledion is held on December 14. The PC party retains their 36 seab, the LP 

party holds 13 seats, the New Democratic Party (NDP), fonnally the CCF, drops to 7 seats, with 
the SC party retaining 1 seat. Following the eledion the new Minister of Heaith is Mr. CH. 
Witney . 

1963 
In February The Royal Commission on Local Govemment Organization and Finance is 

established to study the distribution, administration, and financing of municipal services jointly 
funded by the provincial govemment. 

In June The Hospital Survey Board releases its report on hospital personnel. It 
recomrnends funding increases to provincial post-secondary institutions to increase the number 
of health care professional staffs. Also in June the Department of Health adds a Care Services 
Branch to its Health Division. The creation of this Branch is based on the Hospital Suwey 
Board's recommendations related to improved services CO-ordination between institutional and 
community-based providers. It is charged with responsibility for the co-ordination of community- 
based services to the aged and infim. 

The MHC's 1963 Annual Report indicates that: increases in hospital budgets remained 
within the 4% maximum imposed by the Commission; Commission staff were studying the 
province's ambulance system; a regional laundry services program was initiated as the first step 
in the development of a shareâ services program among hospitals; and Commission staff were 
studying the feasibility of establishing larger hospital districts to increase the efficiency of 
hospital services and attract physicians to rural areas. 

1964 
In April The Royal Commission on Local Government Organization releases its report. It 

supports the transfer of al1 municipal authority for Local Health and Diagnostic Services Units as 
well as social services delivery to the provincial govemment. Further, it recornmends that the 
province create eleven rural administrative regions for the integrated delivery of comrnunity- 
based provincial health and social services. 

In April two pieces of Legislation are passed related to services for the elderly. The first 
is a revision to The Elderly and lnfimr Persons Acf to allow the province to increase its support 
for elderiy persons housing in the fom of construction grants. In addition, this revision enhances 
provincial authority related to the regulation of existing Personal Care Homes (PCHs) and 
Hostels. The second revision is to The Public Heatfh Act to provide the province with enhanced 
regulatory control related to the construction of new facilities of this type. 

The MHC's 1964 Annual R e m  indicates that the Commission: completed a study of 
extended treatment facilities for the chronically-il1 that would f o m  the basis of a five to seven 
gear construction plan to meet the needs of this poputation; had begun assisting cornmunities in 
the funding of ?CH construction to ease the dernands on local hospitals produced by the nsing 
number of chronicaliy-il1 elderly persons. 

1965 
The MHC's 1965 Annual R e m  indicates that the Commission was continuing to 

promote the development of shared senrices agreements between hospitals to contain 
administrative cost increases due to an operational deficit of $1,138,043 for the year which had 
raised the Commission's net cumulative deficit to $5,44O,i 87. 



1966 
A provincial election is held on June 23. The standing of the PC govemment drops to 31 

seats, the LP party gains one seat to hold 14 seats, the NDP gains four seats to increase its 
standing to il, and the SC party retains a single seat. C.H Wtney retains the Health portfolio in 
the new Roblin cabinet. 

7he Medical Care Act is given first reading by the federal parfiament in July. 

Operation Produdivity is initiated by the Roblin administration in September in an effort 
to increase the overall efficiency and effediveness of govemment services. This study is based 
on an administrative planning process developed in the United States known as Planning, 
Programming, Budgeting (PPB). 

In an Odober 13 speech to the MMA Premier Roblin announces that Manitoba is 
prepared to introduce a voluntary medical insurance scheme on July 1, 1967 if The Medica! Cam 
Act is passed by the federal parliament . However, he notes that Manitoba's decision to enter 
the federal scheme will be dependent on permission from ûttawa that MMS subscribers will be 
included in the determination of the 90% coverage of the province's population required by the 
funding provisions of the proposed federal Ad. He also notes that the costs of the Manitoba 
Hospital Services Plan have doubled since 1959 and that while premiums colleded by the Plan 
paid forty per cent of the plan's total wsts in 1958, they now cover only twenty-five per cent of 
the total cost. 

The MHC8s 1966 Annual R e m  indicates that the Commission: had been holding 
meetings with representatives of the City of Winnipeg to discuss the development of a new 
hospital in the north-west region of the City and was participating in a cabinet committee 
established to consider the revision and consolidation of al1 legislation related to the province's 
institutional care sector. 

1967 
In f ebruary Heatth Minister Wtney introduces his Department's estimates to the 

legislature. In the introduction of these estimates he notes that h i l e  the number of patient days 
in Manitoba's hospitals has remained at approximately 1.8 million since 1965, hospital boards 
are requesting budget increases averaging 20%. He goes on to indicate that the govemment is 
attempting to reduce these increases through budgetary controls. 

In March Health Minister Wtney introduces Bill 68, An Act Respectrng insurance of 
Residents of the Province in Respect to the Cost of Medical SeMces, to the legislature. ln his 
introduction of this Bill he notes that Manitoba has been forced to establish a compulsory 
mecfical insurance plan to meet federal demands that 90°h of the population must be enrolled in 
the plan before federal payments begin and that after three years 95% of the population must be 
enrolled. Wtney goes on to note that the 60% of the province's population currently insured by 
the MMS, and the further 1 OOh covered by other private insurers, cannot be included in these 
calculations. As a result, the province must enter the compulsory provisions of the plan or face 
the loss of federal contributions totalling $17 million annually. The MMA responds to this 
announcement by calling on the Roblin administration to withdraw its support for the federal 
scheme. 

In April the MMS announces a premium increase of between 12.5 and 18 per cent 
effective July 1. These increases are said to be necessary due to increases in physician's fee 
schedules. The announcement is viewed by the media as an attempt to increase physician's 
incomes prior to the introduction of a provincial medical insurance plan. 



1967 (contiriued) 
An Act Respecthg lnsurance of Residents of the Province in Respect to the Cost of 

Medical Services is given Royal Assent on May 17. Under this Ad, which is referred to as nie 
Medical SeMces Act, ttie Manitoba Medical Services lnsurance Corporation (MMSIC) is 
established to administer the province's proposed medicai insurance program. In his 
announcement of the formation of the MMSIC. Premier Roblin indicates that the province has 
entered into negotiations to purchase the MMS and utilize its administrative infrastructure to 
administer the proposed provincial medical insurance program. 

In Novernber Duff Roblin resigns as the province's Premier. He is replaceci by Walter 
Weir as party leader and Premier on November 27. 

The MHC's 1967 Annual Report indicates that: budget requests from hospials totalled 
$58.6 million for the 1967-68 fiscal year which represented a lgOh increase from the previous 
fiscal year; the Commission provided $55.7 million to hospiials during the 1966-67 fiscal year 
wtiich represented 95% of their budgetary requests; a total of thirty-six hospital construction 
projeds were in progress including the development of a cornplex of heaîth sciences facilities in 
Winnipeg initiated following the establishment of the Health Resources Fund by the Federal 
government; the Commission realized a net surplus for the year of $555.553 reducing its net 
cumulative deficit to $7,747,413. 

The Weir Administration: 1968-1969 

1968 
In a February 1 telegram to Prime Minister Pearson, Premier Weir announces that 

Manitoba will delay its participation in the nationai medicare scheme for at least one year due to 
his administration's concem that the funding arrangements will be too expensive for the 
province. Further, Weir indicates that he wants the federal govemment to revise the compulsory 
arrangements for medicare so that patients wouId pay the first $50 of their costs and 20 percent 
of the costs after that up to a maximum of $100, diredly to the physician. The province would 
fund any costs over these amounts through the medicare program. The announcement of this 
telegram generates considerable public criticism of the Weir administration's resistance to entry 
into the federal rnedicare scheme. 

On May 1 the Weir administration introduces amendments to the Manitoba Medical 
SeMces lnsurance Act for first reading. At the same time the Minister of Health tables a study 
on hospital costs in the legislature prepared by the MHC titled Forecast of Costs and Financial 
Reguimments. It indicates that in the 1967 calendar year per capita shareable in-patient costs 
were $56.97 in Manitoba which was the seventh lowes? among the ten provinces. In addition, 
M i l e  in-patient days in Manitoba rose from 1,758 per thousand in 1960 to 1,948 per thousand in 
1964, they had stabilized since 1964 and were 1,908 per thousand in 1967. Despite the lack of 
change in in-patient days since 1964, the total cost of operating the Hospital Plan has risen to 
$62 in 1967 requiring the province to make direct contributions of $21 million as premiums made 
up only 20 per cent of the total cost of the program in 1967. The report cites two main factors in 
the cost incresses related to the Plan: 

- the increase in hospital staff size and salaries from 7.3.48 and $21.2 million in 1960 to 
10,000 and $42 million in 1967; 
- 61 hospital construction and renovation projects undertaken by the province since 1960 
totalling a further $42 million. 

Wth regard to the future the report notes that the total cost of the Plan's operations was 
expected to rise to $71.2 million in 1968, to $79 million in 1969, to $87.3 million in 1970, and to 
$97.7 million in 1971. As a result, the Minister announces that Manitoba Hospital Services Plan 
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premiums will undergo their first increase since 1961 and will rise to $3.60 per month for a single 
person and $7.20 per month for a family effective January 1,1969. This increase in premiums 
is expeded to yield an additional $23.5 million annually between 1969 and 1972. 

On May 6 the MMS announces a further 23 per cent increase in its premiums and a 
reduction in coverage to 75% of the cos& for persons eaming over $1 000 per year. These 
changes are to take effect in July and result in further media criticisrn of the Weir 
administration's position related to the introduction of a medical ifisurance program. 

On May 26 the amendments to the Manitoba Medical SeMces insurame Act are passed 
amid growing public criticism of the Weir administration's health care policy agenda. These 
amendments allow the introduction of a voluntary medical insurance scheme based on 
agreements with the MMS and other private insurers. 

In eariy Septernber the Manitoba Hospital Association (MHA) presents a brief to Health 
Minister Wtney expressing its concem that since the introduction of the Hospital Services Plan 
there as b e n  "...a disturbing trend ..." in the province's heaith care the delivery systern in the 
form of "...the gradua1 erosion of the responsibility and authority of governing boards and their 
Association." The brief calls on the Minister to shift the province's administrative authority for 
hospitals to an independent heaith services planning board that would be responsible for policy 
and planning related to the hospital and long terrn care sedor. 

On September 27 Premier Weir announces that Manitoba will begin operating a public 
medical insurance program on Apnl 1,1969 administered by the MMSIC. He also announces a 
cabinet shuffle and reorganization of government departments based on the findings of 
Operation Produdivity. The cabinet shuffle results in Dr. Johnson assuming the Health and 
Social Services portfolio. 

On November 1 Dr. Johnson announces the new organizational structure of Department 
of Health and Social Services is fully operational. It integrates health. welfare, and corrections 
services within five administrative divisions. ln addition, The Clean Environment Commission, 
which is responsible for the administration of pollution control policies, is also contained within 
the Minister's portfolio. 

On November 4 and 5 the Conference of Ministers of Health meets in Ottawa. At this 
meeting the federal govemment announces that it plans to eliminate cost-sharing with the 
provinces for existing hospital and proposed rnedical insurance programs by the end of 1973. To 
replace cost-sharing the federal govemment indicates that a new funding formula will be offered 
that will be the fiscal equivalent of the existing arrangements. The response by the Conference of 
Health Ministem is establishment of The Cornmittee on the Cost of HeaRh Services to study how 
the provinces can improve their cost-control policies prior to 1973. 

On November 8 Dr. Johnson returns from the Conference of Ministers of Health meeting 
and announces that he is concemeci about the policy direction Ottawa is taking related to health 
services. In his announcement he indicates that he is uneasy with Ottawa's plan to replace cost- 
sharing with a new funding mechanisrn after 1973 and surpised at the federal govemment's 
resistance to cleariy defining its jurisdictional and funding responsibilities for the health of 
aboriginal persons within the proposed funding formula for rnedical insurance. 



1968 (continued) 
The MHC's 1968 Annual Reporf indicates that: the Commission had initiated a study to 

determine the effect of home care programs on the length of post-operative stays in hospitais: 
had completed planning for regional laundry services located in Dauphin, Brandon, Portage, and 
Selkirk as part of the Commission's promotion of shared hospital services; and the Commission 
realized an operational deficit of $2,607,082 for the year bringing the net cumulative deficit to 
$1 0,354,495. 

The 1968 Annual Report of the DepaRment of Health and Social Services indicates that 
while the number, service areas, and fundions of the fifteen LHUs remaineci unchanged from the 
previous year, the Department is intends to change the way social sewices are delivered. It 
notes that the new Social Services Division in the Department is being organized so that its 
services will be administered through eleven regional offices utilizing a single unit delivery 
system (SUDS) concept. 

1969 
On January 10 the Chair of the MHC assumes the Chair of the MMSIC board and begins 

of process of integrating the administrative responsibilities of both organizations. 

On January 27 Premier Weir and Dr. Johnson announce the details of Manitoba's 
medical insurance program. During the first year of operations the MMS will serve as an agent 
for the pmcessing of daims made by physicians and will be absorbed by the MMSIC on April 1, 
1970 based on a tentative purchase agreement. Premiums for medical services will ôe $4.90 per 
rnonth for a single person and $9.80 per month for a family. Combining these premiums with 
Hospital Insurance Plan premiums of $3.60 per month for a single person and $7.20 for a family 
results in a total premium of $8.50 per month for a single person and $17 per month for a family. 
Premier Weir indicates that the total cost of the medical insurance program for the next two 
years is expected to be $55 million annually and that premiums are expected to raise $26 million 
annually. This announcement also indicates that the schedule of payments to physicians will be 
8S0h of the MMA's 1967 schedule of fees due to the administrative cost redudions for physicians 
resulting from implementation of the plan. In addition, physician extra-billing will not be allowed 
under the new program. 

On February 27 the Weir administration opens the legislative session with a Speech from the 
Throne. In the area of health sewices the government makes a number of commitments 
including: the extension of medical insurance to optometric and chiropradic services; increases 
in construction grant supports for personal care homes; and the expansion of hospital-based 
home Gare sewices to rural comrnunities. 

On April 1 the name of the MMSIC is changed to the Manitoba Health Services 
Insurance Corporation (MHSIC). On this date the MHSlC begins administering the province's 
rnedical insurance program through a contract with the MMS to provide infrastmcture services 
for the program. 

On July 1 the medical insurance plan is expanded to include optometric and chiropractie 
services. 



The Schreyer Administration: 1969-1 977 

1969 
A provincial eledion takes place on June 25 and gives the NDP, under the leadership of 

Edward Schreyer, 28 seats. The PC party retains 22 seats, the LP drops to 5 seats, the SC party 
and an independent candidate each hold one seat. Mr. Sidney Green is appointed the Minister 
of Heatth and Social Setvices. After a fall sitting of the legislature he is replaced by Mr. Rene E. 
Toupin in December. 

On August 14 the Schreyer administration's first Speech from the Throne announces that 
a "substantial reduction" in the medical insurance portion of health insurance premiums will be 
implemented. During the fail sitting of the legislature The Medical Services lnsurance Act is 
amended to allow al1 health insurance premiums to be combined in a single payment. Based on 
the November passage of tbis amendment the government announces a redudion in combined 
premiums to $4.1 5 for a single person and $8.30 for a family effective January 1, 1970. 

In November the Conference of Health Ministers Committee on the Costs of Heaîth 
Services releases its report. The report supports the regionalization of provincial hospital 
services, calls for changes in the day-to-day management of hospitals, and suggests that 
alternatives to hospital Gare should be actively explored by the provinces. 

The MHC's 1969 Annual RepoR indicates that: net revenues exceeded expenses in 1969 
by $5,485,232 and were applied to the Commissions accumulated operating deficit of 
$10,353,495 bringing the net cumulative deficit to $4,869,263; much of the $7.7 million increase 
in expenditures to hospitafs over the previous year were attributable to increased salary ($3.6 
million) and staffing wsts ($1.5 million); the average annual in-patient cost per hospital bed rose 
11.4Oh from $1 0,597 in 1968 to $1 1,809 in t 969; Commission staff who had sewed on the 
federal-provincial Committee on the Costs of Heatth Sewices had k e n  engaged since 
December in discussions of the Committee's findings with the Manitoba Hospital Association and 
other professional and community groups. 

1970 
In February an orthopaedic specialist, Dr. David McQueen, cornplains publicly that the 

teaching hospitals in Winnipeg (The Winnipeg General Hospital and the St. Boniface General 
Hospital) are restricting patient access to pesons admitted by physicians who hold active staff 
privileges with these hospitals. As a result, courtesy (non-teaching) staff do not have the same 
opportunity to provide their patients with the services provided by these facilities. The Schreyer 
administration's response it to establish the Commission of lnquiry lnto Hospital Admissions in 
March. The mandate of this commission, which is Chaired by Mr. Justice J.M. Hunt, is to study 
the admissions practices of hospitals in Winnipeg to determine if they ensure equitable access to 
al1 citizens. 

On April 1 the MMS ceases to be the agent for processing medical claims on behalf of 
the MHSIC- MMS staff are absorbed by the MHSIC. 

In May the name of the Department of Health and Social Services is changed to the 
Department of Health and Social Development. ln addition, the Department is further 
reorganized based on a six division structure by moving corrections services from the Social 
Services Division to create a separate Corrections Division. 

On July 21 The Health Services lnsurance Act receives Royal Assent. On October 21 it 
cornes into force with the establishment of the Manitoba Health Sewices Commission (MHSC) 
which assumes the wmbined administrative responsibilities of the MHC and the MHSIC. 



1970 (continued) 
On August 26 the Department of Health and Social Development presents a submission 

to cabinet. It proposes the implernentation of conteminous regional boundaries for the delivery 
of ail provincially funded public health and social services based on the SUDS concept that the 
Social Sewices Division begari implementing in its regional offices in 1969. Following cabinet 
approval of the proposal, a woking group is established in September to explore the feasibility of 
applying the SUDS concept to heatth senrices. 

On September 24 the Minister of Municipal Affairs, Howard Pawley, makes a speech to 
the annual meeting of the Manitoba Urban Association in Winnipeg. In this speech the Minister 
indicates that the govemrnent is studying the development of a regional govemment system 
based on the transfer of a variety of municipal and provincial responsibilities, including public 
heafth and social services, to regional administrative units. To facilitate the potential 
development of these regional units, the Minister announces that The Municipal Act will be 
amended to enable the province to release municipalities from shared administrative and 
financial responsibilities. The amendment is passed in November and following its passage 
officiais in the Municipal Affairs and the lndustry and Commerce Departments begin a joint study 
on the feasibility of transfem'ng existing municipal and provincial responsibilities to a regional 
govemment level. 

In December Mr. Toupin and senior mernbers of his Department leave on a fad-finding 
visit to the Scandinavian countries to determine whether new rnodels for community-based 
heaîth and social services delivery developed by these countries could be applied to Manitoba's 
delivery system. Upon his retum his Department releases a discussion paper on its goals. 

The MHSC's 1970 Annual Report indicates: cornbined premium rates were $4.1 5 for a 
single person and $8.30 for a family; six hospital construction and renovation projects were 
completed dunng the year. 

1971 
In March the Hunt Commission releases its report which finds that: 
- Hospital Boards in Winnipeg should retain their autonomy in the area of medical staff 
appointments but should cooperate more effectively to ensure reasonable access to their 
facilities by al1 physicians; 
- that staff appointment policies and pradices should be standardized in al1 Winnipeg 
hospitals and that there should be a fair division of beds between teaching and non- 
teaching staff; 
- that the dernand for hospital beds in Winnipeg could be decreased through the 
construction of additional extended care and nursing home beds coupled with irnproved 
admissions, treatrnent and discharge practices in the city's hospitals. 
In the conclusion of its report, the Commission also suggests that an important factor in 

the demand for hospital beds is the medical community's resistance to placing elderly patients in 
extended care and nursing home facilities. The Commission argues that this resistance is due to 
physician recognition of the financial demands that an admission to these types of facility would 
place on patients and their families As a result, it recommends that the province explore 
expanding its hospital insurance plan to cover care services offered in more cost effective 
institutional settings such as nursing homes. In addition, it suggests that the province explore 
the amalgamation of some facilities in Winnipeg, in particular those adjacent to the Winnipeg 
General Hospital, to enhance administrative emciencies related to the utilization of acute and 
long-term care beds. 



1971 (continued) 
ln March The Heatth SeMces Insurance Act is amended to allow the Chair of the MHSC 

to be a part-time appointment, rather than a full-time administrative position, and to expand the 
size of the Commission's board from seven to nine members. ln August the amendment cumes 
into force with the appointment of an Executive Diredor to serve as the chief executive officer of 
the Commission responsible for its day-to-day administrative adivities. As a resuit, the pn'mary 
focus of the Commission's Board shifts to an emphasis of what the 1971 Annual RepoR 
describes as Yndep th  exarninations of proposais relating to long-range heakh care planning." 

In its April8 Speech from the Throne the Schreyer administration indicates that it intends 
to bring into force a range of health and social services policy changes during the spring session 
of the legislature including: 

- the integration of a new provincial incorne securïty systern with public heaith services 
delivery; 
- the development of new policies to reduce the cost of prescdption drugs; 
- the development of CHCs; 
- the expansion of extended and personal care facilities; - the inclusion of nursing home care in the provincial heaith services insurance program 
if care is required for medical reasons. 

The Speech cites the recomrnendations of the Hunt Commission as the basis for the last two 
policy initiatives. 

On May 21 Dr. Ted Tulchinsky is appointed as a special advisor on public heatth to the 
Minister of Heahh and Social Development with the rank of Associate Deputy Minister. Since 
mid-March Dr. Tulchinsky had been employed as a consultant to Mr. Toupin. 

In June Dr. Tulchinsky retains Dr. Cecil Sheps, Vice Chancellor, Health Sciences, 
University of North Carolina, as a consultant to the govemment on the development of CHCs in 
the province. 

On July 2 the Minister of Health and Social Development announces a further 
reorganization of the Department effective October 1. This announcement indicates that the 
goal of these organizational changes is to "...control escalating health and social care costs while 
at the same time improving the overall quality and effediveness of these services, particularfy 
preventive services." It also lists a number of new departmental initiatives including: 

- the development of health and social sewices centres designed to shift the demand for 
institutional Gare to non-institutional preventive and care services; 
- the enhancement of citizen participation in the planning and administration of local 
health and social senrices; 
- the initiation of a study of Manitoba's aging population by the Research Division to 
detemine the long-term policy needs of this population; 
- the development of new programs in the area of corrections, prescription drugs and 
insured petsonal care sewices. 

On August 3 Dr. Tulchinsky makes a submission to the cabinet requesting additional 
funding support for his study the reorganization of the province's health care delivery system. It 
is approved by the cabinet. 

On September 24 the government announces that it is planning to create CHCs in the 
northem communities of Churchill and Leaf Rapids. Following this announcement the MMA 
presents the govemment with a discussion paper titled A Paper on Communify Heaffh Centres 
which is critical of the establishment of CHCs in Manitoba. 



1971 (continued) 
On Odober 12 Mr. Toupin responds to the MMA paper. His response begins with a 

review of successful examples of CHCs in Canada and goes on to offer six points on p.8-9 
related to why he is exploring the implementation of this concept. 

"1. We feel that the consumer and the local community should be able to take 
responsibility for their community health and social services just as they do in education. 
2. We feel that professional pradice in community facilities will be attractive to many 
heakh and social service professionals if facilities and programs are designed for service 
to the community. 
3. We are concerned about the fragmentation, over specialization, and discontinuity of 
both health and social services. 
4. We are concerned about the over dependence on acute hospital care, the most costly 
part of the service spectrum, to the detriment of putting our limited public resources into 
preventive and public health are,  and preventive social development services. 
5. We are concerned about the rapid escalation of health costs. 
6. Most important of all, we want to irnprove the quality and availability of health care to 
the people of the province. We want to extend the range of services to include low cost 
prescription dmgs, hearing aids, eye glasses and other seeices to the people. We think 
that re-allocation of our health care resources wiil help us achieve these goals." 

On October 22 Premier Schreyer announces initiation of the second phase of his 
administration's efforts to introduce a regional govemrnent model. It will involve the creation of a 
Regional Analysis Caravan that will visit 75 rural comrnunities to communicate the findings of 
the first phase and assess the response to these findings. 

in November Dr. Tulchinsky retains Dr. C.W. Ekstrand, a faculty member at the 
University of Calgary, to begin quantitative research related to the reorganization of the 
province's health and social services delivery system. 

On December 29 a Task Force made up of senior Department of Health and Social 
Development staff is given responsibility for defining regional boundanes to facilitate the 
implernentation of an integrated SUDS-based delivery system for community-based health and 
social services. Its mandate is based on the findings of the SUDS Working Group appointed in 
September of the pfevious year. While this Task Force does not report until May 1972, the 
intent of its mandate is reflected in the 1971 Annual Report of the Department. The introduction 
of this Report indicates that the Department's central policy goal to reduce administration 
fragmentation through the integration of services delivery on a regional basis. It goes on to 
indicate that this will be accomplished through the merger of public health and social senrices 
administration at the regional level. 

The MHSC's Annual Report for 1971 indicates that Iimb prosthetic devices were added 
to the list of insured services and nine hospital construction1 renovation projects were completed 
during the year. 

1972 
In January the province's Executive Council Department is reorganized. With this 

reorganizatiori the structure of the Planning and Priorities Cornmittee of the Cabinet (PPCC) is 
changed so that the Planning Secretariat of Cabinet becomes the central policy planning agency 
of the Schreyer administration. In addition, subcommittees reporting to The Planning Secretariat 
are created and given responsibility for key policy sectors. Dr. Tulchinsky is appointed the 
secretary of The Health, Education, and Social Policy (HESP) subcommittee which is chaired by 
Saul Miller, the Minister responsible for The Planning Secretariat. 



1972 (continued) 
On January 31 the members of the HESP subcornmittee, the Premier. and Saul Miller 

rneet with Dr. Cecil Sheps to plan the province's policy agenda for the year. 

In a March 3 letter to Saul Miller, Dr. Sheps indicates that he is receiving working papers 
related the province's White Paper on Health Policy which is k i n g  CO-ordinated by the HESP 
subcornmittee. In this letter Dr. Sheps offers two observations. First, that greater attention 
needs to be given to what he ternis "items of leverage" related to the refom process. Regarding 
this area he notes that the structure of the existing institutional tare system demands that the 
White Paper deal with the issues of semices funding and utilization controls. Second, with 
regard to the CHC concept he argues that "...optimism that a large percentage of the population 
will be covered in a short period of time ..." by CHCs rnay be unfounded and urges "... a cautious 
approach ..." to statements related to their development. 

On March 17 the Minister responsible for the lndustry and Commerce Department, Len 
Evans, announces that the Regional Analysis Caravan created the previous fall has visited 75 
communities and has spoken to over 10,000 persons at community meetings. He goes on to 
indicate that responses to the regional government mode1 have k e n  positive and that the next 
phase in the development of this rnodel will an assessment of the findings of the Caravan and 
further discussions with representatives of the municipal government sedor. 

On April 1 the province relieves municipal govemments participating in DSUs of their 
administrative obligations for these Units and takes responsibility for the services they provide. 
This responsibility is given to the neMy created Diagnostic Services Division of the MHSC. In 
addition, administrative responsibility for the planning and construction of personal care homes, 
as well as detemination of the per diem rates for the residents receiving income support from 
the province, is transferred from the Community Operations Division of the Department of Health 
to the MHSC. 

In May the regional boundaries Task Force appointed the previous December reports to 
cabinet. It recommends the division of rural Manitoba into seven health and social services 
regions based on what it describes as "interirn boundaries" that, for the most part, follow the 
existing boundaries of established LHUs. The seven regions are: 

- the Central Manitoba Region (Central); 
- the Eastern Manitoba Region (Eastman); 
- the Interfake Region (Intedake): 
- the Northem Manitoba Region (Norman}; 
- the Parkland Region (Parkland); 
- the Westem Manitoba Region (Westman); 
- the Winnipeg Region (Winnipeg). 
The Winnipeg Region defined in the report includes only those areas served by the 

existing LHUs. At page 3 the Task Force notes that this is because inclusion of the City of 
Winnipeg Heaith Department in the new regional structure would "...dredge up the thomy issues 
of financing the inner-city health department." 

In July The Cornmunity Health Centre Project, established in 1971 by the Conference of 
Health Ministers, releases its findings. The report calls for the creation of Community Health 
Centres as an alternative to the construction andlor expansion of hospitals. 

On July 12 The Manitoba White Paperon HeaHh is tabled in the legislature by Saul 
Miller. 



1972 (continued) 
ln September a Heaith White Paper Worlting Group is fomed to develop general 

policies and specific implementation plans ansing from the recornmendations of the White 
Paper on Health. The Worlting Group is made up of persons hired by Dr. Tulchinsky and staff 
employed by the MHSC Financial support is, for the most part, provided by a special National 
Health Grant that has been awarded to the province to assist in the developrnent and 
implementation of CHCs. 

In an October 10 progress report to Dr. Sheps, Dr. Tulchinsky describes the mandate of 
the White Paper Working Group as "...to work closely and CO-operatively with the Department 
and the Commission to bring about the Community Heafth Centre concept." He also indicates 
that Dr. Eugene Vayda has been retained as a consultant to the Working Group to assist in the 
definition of its operational goals. 

On November 2 Saul Miller presents a speech to the Manitoba Hospital Association 
annual meeting in Brandon. This speech focuses on the need to contain the costs of heaîth 
services and uses the findings of the Hastings Commission and the White Paper to support the 
need for a new approach to delivery system organization in Manitoba. 

On December 2 Dr. Tulchinsky and the Working Group meet in Winnipeg with Dr. Bill 
Bicknell, Heaith Cornmissioner for the State of Massachusetts. The minutes of this meeting 
indicate that its purpose is to assess Dr. Bicknell's experience related to the establishment of 
community heafth centres in Massachusetts. Dr. Bicknell indicates that successful 
implementation requires that the centre serve a relatively small geographic area, that it be 
controlled by representatives of the population it serves, and that global funding mechanisms be 
put in place to ensure cooperation among professional providers. 

The MHSC's 1972 Annual Report indicates that: global budgeting was introduced to 
hospitals located in Winnipeg and Brandon dunng the yeat; initial steps had k e n  taken to create 
the Health Sciences Centre (HSC) which would integrate the administration of facilities located 
on the Manitoba Medical Centre site; seven hospital constmdion/renovation projeds and seven 
personakare home construction/renovation projects were completed during the year. 

1973 
On January 19 two Appendices to the White Paper are released by the province wtiich 

contain data supporting the Papefs findings. 

On January 20 a special meeting of the MMA membership approves the Association's 
response to the White Paper on Health Policy in the form of a Position Paper containing a total 
of nineteen recornmendations. 

On January 25 the MHA releases a Position Statement on the White Paper on Health 
Policy. It contains a total of twelve recommendations. 

On February 21 Dr. Tulchinsky meets with Mr. H. Schneider, Deputy Minister of iieaîth 
and Social Development. At this meeting Mt. Schneider indicates that the Department's lack of 
involvement in the initial stages of policy implementation has left it unable to anticipate the 
staffing and funding demands that rnight be placed on it throughout the year. 

On February 22 the Schreyer administration opens a new legislative session with a 
Speech from the Throne. ln this speech the govemment makes a variety of commitments 
including: 



1973 (continued) 
- the extension of health insurance coverage to al1 levels of institutional care, in 
particular, services offered in nursing homes and special facilities for the aged and 
infirm; 
-the extension of an exemptions program related to the payment of health insurance 
prerniurns for persons over the age of 65 years; 
- the expansion of home care services in al1 regions of the province and the extension of 
health insurance coverage for medical services perfomed within this program; 
- the introduction of a program to pay 80 percent of the drug costs of persons over the 
age of 65 years as well as a cornmitment to study the introduction of a broader program 
to lessen the long-term costs of dntgs for the chrunically-il1 of ali ages; 
- the introduction of a new grants for municipalities coupled with a special loan fund to 
help finance jobcreating municipal capital works projeds; 
- study of a program to provide families with assistance in meeting the dentaf care costs 
of school-age children. 

On Match 6 Mr. Toupin, announces that effective April 1.70,000 Manitobans over the 
age of 65 will be exempted from paying health insurance premiums. This is in addition to the 
26,000 persons over age 65 already exempted due to their lirnited income level. In total, this 
exemption program is expeded to decrease the MHSC's premium revenues by $4.8 million. 

In March the govemment releases Guidelines For the Seventies. This statement of the 
governrnent's policy intent for rural Manitoba indicates that its regional govemment mode1 is 
based on the integration of govemrnent services at the District level to support m a t  it defines as 
the "stay option". 

On March 30 Premier Schreyer introduces the budget for the next fiscal year. In the area 
of heaith and social services the budget indicates that the govemment intends to: 

- eliminate the collection of heatth insurance prerniurns for al1 Manitobans effective June 
1 which will cost the province an additional $25 million; 
- introduce the promised pharmacare prograrn for persons aged 65 and over on July 1 at 
a cost of $1.5 million; 
- introcluce the promised home care prograrn on July 1 ; 
- introduce the promised unconditional per capita grants program to the municipal sedor 
effedive April 1 based on agreements with the municipal sector that the province will 
assume full funding and administrative responsibility for community-based health and 
social services. 

In addition, the budget contains a $2 million Iine to cover the province's offer to the City of 
Winnipeg to assume funding and administrative responsibility for the City's Heaith Department 
as well as its court and detention facilities. 

On April 1 the new health and social services regions begin their first full year of 
operation. The management of these regions is the responsibility of the Community Operations 
Division of the Department of Health and Social Development. The delivery of services is 
integrated at the regional level under the administrative supervision of the Region's Diredor. 

On April 5 the provincial cabinet approves a submission by Saul Miller which 
recornmends that the province begin the integration of public health and social services, as well 
as institutional care, through the creation of DHSDC boards responsible for the delivery of a 
progressive care system of services. Further he recornmends that the MHSC be given full 
responsibility for the implementation of al1 heaith services delivery system reforms including the 
establishment of DHSDCs. 



1973 (continued) 
In May Premier Schreyer makes final preparations for an upcoming First Ministets 

Meeting on Federal-Provincial Cost Shared Prograrns. In a May 21 memorandum from Ted 
Tulchinsky to Saul Miller, the province's position at this meeting related to health services 
funding is discussed. This memorandum indicates that with regard to expenditures: 

- the province's responsibility for Hospital funding is expeded to rise 13% per annum 
over the rest of the decade from $91,620,500 in 1970 to $312,200,00 in 1980; 
- the province's responsibility for medical services funding is expeded to rise 7.2Oh per 
annum over the decade from $54,444,000 in 1970 to $107,179,000 in 1980; 
- total costs are expected to rise by 11% per annum over the rest of the decade from 
$146, CW, 500 in 1970 to $419,379,000 in 1980. 
Based on these projections the memorandum goes on to discuss options for the 

province's position at the meeting. It indicates that a transfer of tax points to the province is 
considered the most attractive relative to a Risk-Sharing option proposeci by the federal 
govemment based on GNP growth. 

On May 8 the White Paper Working Group presents a Discussion Paper titled 
Framework- Diw@ Heallh System to the HESP subcommittee. It provides a concise statement 
of what provincial planners view as the central heatth senrices policy pmblerns faced by the 
province, the policy goals that should be pursued to respond to these pmblerns, and the "major 
mechanisms" that should be utilized to facilitate implementation. 

A provincial election takes place on June 28. The resuîts give the NDP 31 seats, the PC 
party drops to 21 seats, and the LP retains 5 seats. 

On July 1 the Schreyer administration initiates four new programs promiseâ during the 
provincial election. The first two are the responsibility of the MHSC at take the form of an 
insored personal care home program and a phamacare program for elderly persons designed to 
rebate 80% of the prescription drug costs exceeding $50 on an annual basis. Under the former 
program the Commission pays the full cost of standard accommodation except for a residential 
charge of $4.50 per day which is the patient's responsibility. The new program covers 86 
personal care homes in the province containing a total of 6,789 beds. The Commission is also 
given responsibility for the Iicensing of these facilities. 

The other two programs are the responsibility of the Community Operations Division of 
the Department of Health and Social Developrnent. The first is a provincial home care program 
to be delivered by the Health and Social Services Regions. It is designed to contain rising 
hospital costs by facilitating the early discharge of patients. The second is a Child Day Care 
Program to improve the quality of care pmvided to pre-school children. In addition, the Diredors 
of the Health and Social Services Regions are given responsibility for the assessment, 
placement, and follow-up of elderly persons who qualify for insured personal care services. 

On Septernber 28 Mr. Toupin retums from a federal-provincial health ministets meeting 
in Charlottetown and issues a statement indicating that several provinces shared concems 
expresseci by Manitoba related to the over-supply of physicians in urban centres relative to rural 
centres. It also indicates that the question of alemative to the fee-for-service remuneration of 
physicians was discussed at length and that "....Mr. Toupin agreed with al1 other ministers that 
different payment schemes for physicians would have to be carefully promoted and evaluated by 
al1 the provinces." 

On October 4 the Manitoba Association of Social Workers presents its response to the 
White Paper on Health Policy. While the Association is supportive of the govemment's goal of 
services integration, it is critical of the White Paper's sole focus on health services. 



1973 (continued) 
In November the MHA changes its name to Manitoba Health Organizations Inc. (MHO) 

and broadens its constitution to include institutions other than hospitals, principally personal care 
homes and community health centres. 

On December 5 the MMA issues a public letter addressed to Mr. Toupin dernanding that 
the Minister reach agreement with the Association on a number of areas of dispute related to fee 
schedule negotiations by January 1 5, 1974. 

On December 12 Mr. Toupin responds to the MMA through a press release which 
indicates that the MMA's concerns have been answered by the government and that the primary 
goal of the Association in this dispute is to force the government to give it "...a role in policy 
matters wtiich is not available to any other group of citizrns in society." 

The MHSC's 1973 Annual Report indicates that: on November 1 responsibility for the 
fundions of the Cadham Provincial Laboratory were transferred from the Department of Health 
and Social Development to the Commission; on November 8 a Medical Appointments Review 
Committee of the Commission was established based on the recommendations of the 1971 
Commission of lnquiry into Hospital Admissions; Commission staff had held a total of 162 
meetings with community groups and health c m  facility boards to discuss the findings of the 
White Paper on Health; global budgeting had been extended to al1 hospitals containing more 
than 50 beds; four hospital construction/renovation projects and three personal care home 
constnidion projecl had been cornpieteci during the year. 

The 1973 Annual Report of the Department of Health and Social Developrnent indicates 
that during the year the White Paper Working Group was adive in the establishment on 
DHSDCs in the northem communities of Churchill, Leaf Rapids, Gilliam and Grand Rapids and 
the southern communities of 
Gladstone, Hamiota, and Lac Du Bonnet. In addition, is was involved in the redevelopment the 
Mount Carmel Clinic and the development of the Norwest Co-op and Klinic in Winnipeg- 

1974 
In a January 7 letter to Premier Schreyer, the MHO Board indicates that it has concerns 

related to the way heafth services policy initiatives flowing from the recommendations of the 
White Paper on Health Policy are being implemented by his govemment. These wncems 
centre on the fact that three separate agencies have varied responsibility for policy 
implementation which the MHO Board views as "...bath confusing and frustrating to us and ouf 
membe m...". 

On January 28 Premier Schreyer announces thaï Mr. Toupin has been replaced as the 
Minister of Heaith and Social Development by the Minister of Colleges and University Affairs and 
the Chairman of the HESP subcommittee of the Planning Secretariate, Mr. Saul Miller. In 
addition, this announcement indicates that Mr. H.J. Schneider has resigned as the Chair of the 
MHSC and has k e n  replaced by Mr. L.L. Desjardins, the current Minister of Tourism, Recreation 
and Cultural Affairs. 

On Febniary 7 the MMA and the MHSC sign an agreement related to a new fee 
schedule. ln addition, this agreement contains provisions for the establishment of a joint 
MHSC - MMA Consultative Committee which the 1974 MHSC Annual Report, at page 11, 
indicates is intended to "...develop an ongoing dialogue and process of consultation between the 
Association and the Commission in order to promote mutual CO-operation and understanding. 
This Committee holds its first meeting in March. 



1974 (continued) 
On February 15 Mr. Miller announces that Dr. Graham Clarkson and Dr. Eugene Vayda 

have been retained by the govemment as consultants to study the development of the Health 
Sciences Centre in the contes of the heaith facility and program needs of the province. 

On March 1 8 a document tiiled Implementation of the White Paper on Heakh Policy In 
Manitoba is completed. Jointly authored by the Health White Paper Working Group, MHSC, and 
the Department of Heatth and Social Developrnent, it defines the province's intent to irnplement 
a Progressive Care Senrices system through the establishment of DHSDCs funded by global 
budgets. This document also outlines an evolutionary approach to irnplementation containing 
three stages in the development of a DHSDC. 

On May 3 Premier Schreyer announces that Dr. Tulchinsky has k e n  pmmoted from 
Associate Deputy Minister to the Deputy Minister of Health and Social Development. 

On May 4 Mr. Miller is the guest speaker at the annual meeting of the MMA in Winnipeg. 
His speech cornmends the Association on recent improvements in its relations with the 

govemrnent. It also emphasizes that the need for "..,constructive and reasonable discussion of 
medical care problems ..." will be increased in the future as the province attempts to solve the 
problem of "...burgeoning heaith care costs ..." through delivery system rationalization. 

In a May 6 letter to Mr. Milier, the MHO thanks the Minister for the information supplied 
by his govemment related to District Heaith Centres and notes that based on this information 
There are a large number of Our rnembers who are now ready to abandon their present 
organizational framework, name. and rote, in favour of the district health board concept." The 
letter goes on to enquire whether the govemment is considering legislation to enable the creation 
of these boards. 

On June 1 the MHSC adds a Planning Division as part of a major organizational 
restrudunng. The White Paper Working Group is transfemd to this Division from the 
Department of Heaith and is given responsibility for the long range development of District 
Health Centres. 

In a June 5 letter responding to the MHO's May 6 letter, Mr. Miller indicates that while no 
legislation is planned for the present session, "...we intend, at the next session of the legislature, 
to introduce new legislation now being developed which will more adequately allow for district 
health systems development." The letter notes that existing legislation can be employed to 
establish new boards and cites the creation of the Seven Regions and Hamiota Health Boards as 
exam ples. 

On July 2 the delivery of corrections services is consolidated in the newly created 
Corrective and Rehabilitative Services Division of the Department of Health and Social 
Development. Mr. J.R. Boyce is appointed as the Minister Responsible for this Division of the 
Department. 

On September 9 Dr. Tulchinsky meets with the President of the MMA, Dr. Peter 
Lommerse, to discuss the province's implernentation plans for DHSDCS. At this meeting Dr. 
Lornmerse expresses four concems His Association related to the implementation process. Dr. 
Tulchinsky responds to these concems in an October 4 letter. 

On October 14 Mr. Miller announces that development will proceed on the construction 
of the Seven Oaks General Hospital to service citizens in the Seven Oaks and West Kildonan 
areas of the City of Winnipeg. 



1974 (continued) 
On November 8 MHSC Chair Mr. L.L. Desjardins announces that the reorganization of 

the Commission over the previous six months should result in "...a more oordinated approach 
to the development of policy and the implementation of programs in the health care field." He 
goes on to note that the prirnary goal of the reorganization was to separate the day-to-day 
fundions of the Commission from a new set of longer range functions related to health services 
policy planning, implementation and evaluation. 

In late November Mr. Desjardins resigns as the Chair of MHSC. to run in the St. 
Boniface by-eledion. 

On December 23 Sad Miller is teplaceci as the Minister of Heaith and Social 
Development by Mr. Desjardins who resigned as the MHSC Chair in November to run in a 
provincial by-election in St. Boniface after the courts hac! voided the eiedion results in the 
constituency from June 1973. Mr. Miller is re-appointed the Minister of Urhn Affairs. 

The MHSC's 1974 Annual Report indicates that eight hospital construction/renovation 
projects and nine personal Gare home construction projeds were completed during the year 
along with the construction of the Westman Regional Laboratory in Brandon. 

The Department of Health and Social Development's 1974 Annual Report indicates that 
the coordination of services to the elderly was improved during the year through the September 
creation of an Office of Continuing Care to administer home care services and a new focus on 
the needs of children was introduced through improved funding support for new day services and 
the developrnent of a Children's Dental Care Program. 

i 975 
On January 1 the province's pharmacare program, which is the responsibility of the 

MHSC, is expanded to include al1 citizens of the province. 

On January 17 Mt. Desjardins presents Manitoba's position on the re-negotiation of cost- 
sharing at a federal-provincial health ministers meeting in Ottawa. He prefaces this position by 
noting that provincial projections indicate a 15 to 20 per cent annual increase in Manitoba's 
health budgets over the next three fiscal years and that at least onehalf of these increases will 
be for programs for which no cost-sharing is available. Further. he cails for modifications in the 
HlDSA to permit cost-sharing for alternatives to hospital care such as home care, cornmunity- 
based health and social services, and ambulatory care. Following the conference a number of 
cornmittees are established to study the funding of insured home care and prescription drugs. 

Upon his retum frorn Ottawa, Mr. Desjardins introduces Bi11 48 to the provincial 
legislature to establish The District Health and Social Sewices Act. 

In a March 17 memorandurn to Mr. A Getz, Director, Planning Division, MHSC a 
program consultant in this Division, Peter Dueck, discusses the status of DHSDC development. 
He indicates that four District Hospital boards he has met with since the start of the year have 
expressed an interest in conversion but that consideration needs to be given to "...the way of 
promoting conversion to a Type 1." The memo goes on to suggest that one option would be to 
offer the construction of new PCH beds in these communities as an incentive to convert to a 
Type I District Board. 



1975 (continued) 
In April the MHSC completes a study of the province's health care delivery system. The 

highlights of this study are presented to the Commission's Board on May 13 and indicate that: 
- the total number of acute and extended care beds in the province was 5,970 with 3431 
beds in Winnipeg and 2539 in rural areas; 
- the ratio of acute and extended care beds per thousand population was 4.4 in Winnipeg 
and 6.7 in areas outside of Winnipeg; 
- the average LOS for short term admissions to these beds was 6.70 days vuhile for long 
term admissions it was 59.31 days; 
- out of the total of 3,431 acute and extended care hospital beds in Winnipeg 27.2% 
were occupied by rural Manitobans and non-residents (779 and 154 respectively); 
- the total number of personal care home beds in the province was 5,552 with 3,374 in 
Winnipeg and 2.1 78 in rural Manitoba; 
- the total number of hostel beds in the province on April 1 was 1,580 with 580 in 
Winnipeg and 1,000 in rural Manitoba; 
- a total of 1071 Winnipeg residents were awaiting admission to a PCH white 1,155 rural 
residents were awaiting admission; 
- four Type III DHSDCs were operational in Churchill, Hamiota, Gladstone (Seven 
Regions), and Leaf Rapids along with one Type lllA centre in Lac Du Bonnett; 
- four Community Clinics were operational in Winnipeg; the Community Health Adion 
Centre, Klinic, Nor West Co-op, and Mount Carniel Clinic. 
Based on the findings of this report, the Board implements of a new system for major 

construction pmjects which required the boards of al1 facilities planning capital projeds 
exceeding $500,000 to report to a quantity surveyor for approval of each stage of the project. In 
addition, it approves a new model related to the conversion of Hospital Districts to Heaith 
Districts. This model allows for the construction of a 20 bed PCH as a part of the conversion 
process if it is agreed that the Health District will reduce the number of acute care beds to six for 
every 20 operational PCH beds. Hence, this model is termed the 6/20 model. 

On May 1 Mr. T.R. Edwards is appointed the new Chair of the MHSC He continues to 
hold the position of CE0 of the Commission, a position he has held since November 1974. 

On May 9 Dr. Tulchinsky speaks to the Annual Meeting of the MMA in Winnipeg. He 
focuses on the rising costs of health services and the resultant need to estabfish the DHSDC 
concept as quickly as possible. 

nie District Health and Social SeMces Act is given Royal Assent on June 19.1 975 and 
is brought into force the same day. This A d  contains four key sections which: 

- define the Iist of health and social services that a Health District may have jurisdidion 
over (Sec.1); 
- set out the procedures for the formation of a Health District and the definition of its 
boundanes (Sec.2-7); 
- define the govemance, administration, and funding of a Health District by an appointed 
and/or elected board including the Board's financial obligations to the province for the 
costs of services delivery (Sec. 8- 35) 
- define the authority of the Province through the Minister over the activities of the Board 
(Sec.36- 42). 

On July 4 Mr. Desjardins and senior MHSC staff meet with members of the MHO board. 
This meeting indicates that a number of concems regarding the contents of The Disfri& Heallh 
and Social Semices Act had been voiced at a series of meetings in May and June between the 
MHO Board and its member institutions. To assist the govemment in responding to these 
probfems the MHO proposes a joint Departmental, MHSC, MHO Task force to formulate 
regulations for the establishment of District boards. Further, it suggests that the MHO be 



1 975 (conünued) 
provided a permanent consultative role within the MHSC's Planning Division to facilitate the 
province's development of District Health Centres. Mt. Desjardins responds to these proposais 
by placing a moratorium on the establishment of new DHSDCs and ordering the MHSC's 
Planning Division to prepare a policy paper related to the implementation of The DiStrct Heakh 
and Social Semices Act 

On October 17 the findings of the study commissioned in February 1974 conduded by 
Dr. Clarkson and Dr. Vayda is released. It calls for realignments in Winnipeg's institutional 
delivery system focussing on a two phase redevelopment of the HSC over a ten year time frame. 
The first phase, which is budgeted at $32.3 million, calls for a reduction of 270 acute beds with 
the redistribution of these beds to the Seven Oaks and Concordia Hospitals. The second phase, 
which is budgeted at $32.5 million, involves a construction and renovation program to increase 
the Centre's specialized and extended care capacity. In total, these realignments are expected 
to cost $64.8 million. 

On Decernber 29 Mr. Desjardins makes public the province's proposal to the MMA for 
the 1976 fee schedule. It allows the MMA's membership to increase their total fee schedule 
income by no more than 9.15 per cent over 1975 levels. This proposal is rejected by the MMA in 
early January. 

The MHSC's 1975 Annual R e m  indicates that the Commission: establisheâ a new 
Ambulance Grants Program to encourage municipalities to develop and operate local ambulancs 
systems; implemented a 5% increase in the Schedule of Benefrts for insured medical sewices in 
accordance with the conditions of a two year agreement signed with the MMA on Febniary 7, 
1974; funded the completion of two hospital and four PCH building/renovation projeds 

The 1975 Annual Report for the Department of Health and Social Development indicates 
that the Department experienced a number of organizational realignments during the year 
including a redudion of the boundaries of the Norman Region to the areas serviceci by the 
communities of The Pas, Flin Flon, and Sheridan. At the same time an eighth rural Heaith and 
Social SenAces region, the Thompson Region, was created. It is made up of the remainder of 
the area fonally containeci in the Norman Region and includes the communities of Thompson, 
Lynn Lake, Leaf Rapids and Churchill. 

1976 
On January 14 Mr. Desjardins unilaterally imposes the govemment's proposed 9.1 5 per 

cent total fee schedule increase on the MMA indicating that he will no longer negotiate the issue 
of fee schedules for the 1976 calender year. 

In February the Schreyer administration approves a 1976-77 capital budget totalling 
$26.5 million for the HSC redevelopment. 

ln June Prime Minister Trudeau once again proposes the temination of open-ended 
cost-sharing arrangements for health at a federal-provincial conference. Negotiations for a new 
funding arrangement begin in July. 

Also in June the govemment releases a Policy Paper related to the implementation of 
District Health Centres completed by the MHSC's Planning Division in March. This paper, which 
was the product of Mr. Desjardins' order for a study the previous July, contains a number of 
significant changes in the government's policy position. 



197 6 (continued) 
On September 10 the MHSC announces a new Fiscal Restraint Program bas4 on a 1% 

redudion in semi-monthly payments to hospitals for the period October 1, 1976 to March 31, 
ign. 

On September 15 the MHSC's Board approves a five year $135 million capital program 
for the construction and renovation of health facilities throughout the province. This program has 
been developed in conjunction with a five year policy planning exercise by the Department of 
Heaith and Social Development. Following this meeting Dr. Tulchinsky outlines the primary 
objectives of the Department of Health and Social Development for the next five years. These 
objedives focus on the development of a rural district health system and the expansion of 
provincial authority for public health and socials services in the City of Winnipeg. Following this 
presentation Dr. Tulchinsky announces he is resigning his position as Deputy Minister to take a 
position in Israel. 

In October the MHSC assumes liability for the ten percent equity share in District Health 
Centres held by participating municipalities. This decision is based on the elimination of the 
owner's equity contribution to new construction and is retroadive to April 1, 1975. 

On October 18 a meeting between Mr. Desjardins, MHSC Planning Division staff, and 
the MHO Board resuits in an agreement between the govemment and the MHO that "...A joint 
MHSC/MHO approach wouid be taken to get local municipal councils to support District Health 
Systems." 

In early November the MHO Annual Meeting passes a resolution supporting the 
establishment of regulations related to the fonnal implementation District Heaith Centres. This 
resolution reads as follows: Whereas Biil48 was given Royal Assent in July 1975, and Whereas 
there are a number of DHCs functioning without k i n g  tnily legal, and Whereas there are many 
areas waiting to form District Health Boards once the regulations to Bill 48 are approved, 
Therefore be it resolved that MHO on behalf of its members put a concentrated effort and 
pressure on the appropriate authorities to ensure that the Regulations under Bill 48 receive 
prompt approval. 

The MHSC's 1976 Annual Report indicates that the Commission approved funding for 
Phase 1 of the HSC redevelopment and implemented a 6Oh increase in the Schedule of Benefts 
for insured medical senfices in accordance with the conditions of the two year agreement signed 
with the MMA on February 7, 1974. 

1977 
On February 4 the province forrnally announces that it will relieve municipalities and 

hospital boards of $14 million in debt, interest charges and owners contributions to health care 
facilities. This relief is retroactive to April 1, 1975. It is based on the negotiations with the MHO 
the previous October designed to allow the implementation of a district health system. 

In March the MHSC completes a study of primary care facilities in rural Manitoba which 
details changes in delivery capacity between 1970 and 1975. The findings indicate that: the 
number of hospital beds increased by 2% dunng this period; the number of personal care beds 
increased by 49%; the total number of hospital days in care decreased by 3Oh; and the total 
number of personal Gare days in care increased by 4g0r6. Further, it indicates that the total cos- 
of services delivery increased by 122% during the period; acute care facilities accounted for 64% 
of the total cost increase with personal care homes accounting for much of the remainder; and 
salary and per diem costs were the main contributors to the overali cost increases nsing by 134% 
and 1 Z6Oh respedively . 



1977 (continued) 
Based on these findings the study offers eight recommendations including: 
- that District Health Centres be established in every region of the province to 
demonstrate their viability as an aitemative to District Hospitals; 
- that consideration be given to the development of regional referral centres for primary 
care; 
- that the role and responsibilities of the province related to the delivery of pfimary care 
be better defined in legislation that delegates authonty for this area to the MHSC; 
- that new evaluation mechanisms be established designed to link regional health status 
with the availabilrty of health services. 

On April 1 the federal-Provincial Fiscal Arrangements and Established Ptograms 
Financing Act (EPF) cornes into force. It is scheduled to remain in force from April 1, 1977 to 
March 31,1982. 

In April the MHSC enters into discussions with the MHO executive related to the 
recommendations contained in its March study. M i l e  the MHO is supportive of the 
recommendations, it expresses a concern that Sections 28 and 35 of Bill 48 represent an attempt 
by the province to "unload" the annual operating cos& of District Health Centres not included in 
MHSC and Department of Heatth and Social Development funding mechanisms ont0 
participating municipalities. While the MHSC is sympathetic to this position, it indicates that it 
cannot respond to these çoncems until a provincial Finance Department study of the budgetary 
implications of the April 1 implementation of the EPF A d  is completed. 

In September Premier Schreyer calls a provincial election for Odober 11. During the 
campaign the NDP does not pmmote the implementation of District Heafth Centres. Rather, it 
emphasizes the redevelopment of Winnipeg's acute care system and promises to extend the 
pharmacare program and introduce an insurance program for dentures and eye-glasses. The 
election results leave the NDP in opposition with 23 seats, the PC party becomes the 
governrnent with 33 seats, and the Liberal Party retains a single seat. 

The Lyon Administration: 1977-1981 
1977 

Following the October 11 election Premier Lyon appoints Louis R. Sherman as the 
Minister of Heafth and Social Developrnent. He is also appoint4 the Minister Responsible for 
Corrective and Rehabilitative Sewices. 

On October 14 the MHO executive meets with the MHSC Board. At this meeting the 
MHO once again expresses its concern with the lack of progress over the issue of local 
responsibility for any non-insured costs related to the establishment and operation of District 
Heaith Centres. 

On Odober 24 one of the Lyon administration's first announcements is the establishment 
of a Task Force on Government Organization and Economy to review the structure and 
operations of existing govemrnent departments. This Task Force is headed by the Minister 
Wthout Portfolio, Sidney Spivak. 

On November 22 Mr. Sherman presents a speech to the annual meeting of the MHO. In 
this speech he focuses on the increasing costs of health services delivery and announces that a 
freeze on new constnrction has been instituted by his Department to allow his officiais time to 
study new approaches to the cost control issue. 



1977 (continued) 
The 1977 Annual RepoR of the Department of Health and Social Development indicates 

that no significant changes in the structure and operations of the Department were undertaken 
during the year. 

1978 
On February 6 the MHSC's Medical Manpower Committee reports to Mr. Edwards on the 

findings of a study initiated following the completion of the Planning and Construction Division 
study of primary care facilities in rural Manitoba the previous March. 

On March 8 the MHO Board fowards a leiter to Mr. Sherman. lncluded with this letter is 
a document titled Discussion Paper on Methods of Cost Reductions in the Delivery of Healfh and 
Related Social SeMces to Manifobans. This document contains a total of eight 
recommendations. 

On March 29 Finance Minister Don Craik announces the Lyon administration's 1978-79 
budget. In this budget Department of Heatth and Social Development expenditures increase by 
$21.7 million fmm $632.1 to $658.8 million. Much of this increase is due to the MHSC budget 
line which increases from $426 million to $444.7 million. 

On March 31 the Task Force on Govemment Organization and Economy releases its 
report. The Task Force calls for a govemment-wide reorganization which indudes dividing the 
Department of Heaith and Social Development into two departments. 

The MHSC's Annual Report for 1977-78 (which covers a 15 month period from January 
1, 1977 to March 31, 1978 due to changes in federal reporting requirements) indicates that on 
Apn'l 1, 19TI responsibility for the Patient Air Transportation Program was transferred from the 
Department of Renewable Resources and Transportation Services to the Commission and 
ownership of the former Shriner's Hospital for Crippled Children was transferred to the province. 

On Apnl 3 Reg Edwards, MHSC Chair.!Executive Diredor, forwards a letter to Mr. 
Sherman containing his response to the March 8 MHO Discussion Paper. 

On May 1 the name of the Department of Health and Social Developrnent is changed to 
the Department of Health and Community Services. 

On May 17 Mr. F. Bell, Co-ordinator of Special Projects for the MHSC, fowards a 
memorandum to Reg Edwards. ln it he discusses the MHO's efforts to gain support for the 
conversion of District Hospital Boards to Type II District Health Centres. He suggest that if the 
Boards of these Centres are given global budgets it would be "the kiss of death" for cornrnunity- 
based programs. 

On July 26 Mr. A. Getz, the MHSC's Director of Planning & Construction, fonvards a 
mernorandum to Mr. D.B. Nelson, the Commission's Secretary commenting on a letter dated 
July 6 sent by the MHO's Executive Director, Mr. H. Crewson, to Mr. Edwards. In this 
memorandum Mr. Getz observes that Manitoba's inability to implement effective alternatives to 
the present delivery system is, in part, due to a lack of agreement on whether the system should 
evolve based on the District System mode1 or on a "...fully developed public utility model ...*. 

On December 15 a new MHSC board is appointed. At this time the responsibilities of 
the Chair and the CE0 are separated. Mr. Gordon Pollock is appointed the new Chair of the 
Commission while Reg Edwards retains his position as CEO. In January 1979 Mr. Pollock 
initiates a review of the Commission's organizational structure. 



1 Si8 (continued) 
The 1978 Annual RepoR of the Department of Health and Community Services indicates 

that no substantive changes in the structure and operations of the Department were undertaken 
during the year. 

1979 
On February 9 the Lyon administration announces that the Department of Heatth and 

Community Services has k e n  reorganized into two operational groups. In addition, this 
announcement indicates that a five member management team to advise Mr. Sherman has been 
fonned. 

Also on February 9 the Lyon administration approves a review of al1 health related 
legislation to be conducted by a wmrnittee headed by the Executive Council. The intent of this 
review is to detemine the need for legislative changes related to the govemment's planned 
reorganization of the Depariment of Health and Community Services. 

In its February 15 Throne Speech the Lyon administration announces that the freeze on 
health facilities construction has k e n  Iifted. The speech indicates that thirteen 
constnidion/renovation projeds will be initiated in the new fiscal year. 

The MHSC Annual Report for 1978-79 indicates that there was little change in the 
Commission's policy mandate andlor agenda for the year. 

On April 1 the province expands its insured services program to include aduit day care 
and respite services offered by hospitals and personal care homes. On this date a series of 
changes in the Commission's organizational structure is also initiated. 

On June 19 Mr. Sherman announces the approval of funds for construction projeds at 
the HSC. He indicates that $138 million has been made available for these projeds which are 
expeded to be completed over an eleven year time frame. 

On September 20 Mr. Sherman retums from a Federal-Provincial Health Ministeis 
meeting in Ottawa held September 17-18. In a September 21 announcement he indicates that 
this meeting supported the federal government's intent to establish a Commission, chaired by 
Mr. Justice Emmett Hall, to review the national health insurance program. 

ln October the MHSC and the MMA enter into negotiations for a new fee scheâule to 
begin on April 1 , 1980. 

On Novernber 1 the Department of Heatth and Community Services is fomatly 
separated into two Departrnents. Mr. Sherman retains the Health portfolio whiie Mr George 
Minaker is appointed the Minister of Community Services and Corrections. Dr. George Johnson 
becomes the Acting Deputy Minister of Health. 

On November 7 Mr. Sherman speaks to a meeting of the Winnipeg Medical Society. In 
this speech he notes the growing national concern over the financing of health services as well 
as physician dissatisfaction related to the climate for medical pradice in Canada. He indicates 
that he will try to deal with these concems by supporting improved planning and policy co- 
ordination between his government and the physician community. 

On December 14 Mr. Sherman speaks to a MHO seminar on facilities management. 



1980 
In January 1980 the MHSC and the MMA reach a two year agreement on fee schedules 

beginning in April 1980. This agreement provides a general increase of 8.9 percent for each 
year as well as a 10 per cent differential for physicians delivering services north of the S3rd 
paraltel. 

In March 1980 the Manitoba Council on Aging is established by the Lyon Administration. 
This 10 member Council, appointed by the Cabinet, is mandated to study the future impacts of 
Manitoba's aging population on the demand for health and comrnunity services. 

The MHSC Annuai Report for 197940 indicates that the province expanded the insured 
services program on April 1 , 1979 to include breast prostheses for women who have had 
mastedomies and hearing aids for children under the age of 18 years. 

On April 1 the Department of Health expands its Maternai and Child Health program 
through the implementation of high-risk obstetrical and perinatal programs at the Health 
Sciences Centre and St. Boniface General Hospital. 

In June the Standing Cornmittee on Medical Manpower reports to Mr, Sherman. This 
nine member comrnittee, appointed in December, indicates that the distribution of physicians in 
the province compares favourably with other provinces. However, it also notes that there are 
shortages in the areas of anaesthesia, psychiatry, public heakh, and ophthalrnology. 

In September the Chairs of Winnipeg Hospital Boards meet with Mr. Sherman to discuss 
the shortage of acute care beds in the City. The Minister asks the MHSC to respond to these 
concerns. The Commission detemines that the bed shortage is largely due to the backlog of 
eledive procedutes that has resulted from summer staff vacations and a shortage of nurses and 
long-terni care beds and responds by instituthg a new PCH admissions policy to ensure that 
pesons dischargecl from hospitals are given priority. 

On October 1 a Physician Placement Bureau is established by the Commission. It is 
responsible for an incentive program recomrnended by the Standing Cornmittee on Medicat 
Manpower in June. 

On October 2 the new Cadham Provincial Laboratory is officially opened by Mr. 
Sherman. It is located on the HSC site. 

The Department of Health's 1980 Annual Reporf indicates that there were no major 
changes in the organizational structure of the Department. 

t 981 
On January 7 the Manitoba Health Research Council is established. It is composed of 

14 members appointed by the Cabinet and is responsible for the promotion of health services 
research in the province. 

On March 2 The Rehabilitation Centre for Children Inc. is established. This corporation, 
which includes MHSC representation on the Board of Directors, takes ownership of the old 
Shrinef s Hospital building. 

On March 13 Mr. Sherman announces his Department's policy agenda for the upcuming 
year during the presentation of his Department's budget estimates. 
In his estimates presentation Mr. Sherman notes that the primary policy goal of his Department 
is "...to shift the health care system over to a much greater emphasis on day hospitals, adult day 
are ,  respite care, home care and the training of specialists in gerontology." 



1981 (continued) 
The MHSC Annual Report for 1980-81 indicates that the most significant highlight of the 

year was the authorization of $51 -2 million for the construction of hospital and personal care 
facilities and the expansion of respite care programs in ten rural long-term Gare facilities. 

On July 1 a new incentive program to encourage physicians to pradice in rural areas of 
the province is implemented by the MHSC. It includes support for first and second year medical 
students for employment in rural areas of the province, forgivable loans for third and fourth year 
medical students if the opt to practice in rural areas after graduation, and incentive grants for 
physicians to pradice in rnedically under senlicecl areas. 

Also in July a new Matemal and Child Health Program is implernented by the 
Commission at the HSC and St. Boniface General Hospital. This program includes a Newborn 
Transport Program to ensure the safe transport of high-risk neonatal cases to these facilities. 

On Odober II Premier Lyon calls a provincial election for November 17. Duflng the 
election campaign the govemment campaigns on its record of fiscal restraint and the dangers to 
the province's financial stability related to the re-eledion of an NDP govemment. The eledion 
takes place on November 17. It leaves the PC party with 23 seats. The NDP fornis a majority 
govemment with 34 seats. 

The Pawley Administration: 1981 -1 988 

1981 
On November 28 Mr. Laurent Desjardins is appointed the Minister of Heaith in the 

Pawley administration. In December he names Mr. Reg Edwards as the Deputy Minister of 
Health. Mr. Edwards retains his position as the Executive Diredor of the MHSC. 

The 1981 Annual Report of the Department of Health indicates that the only major 
change in the organization of the Department was the September creation of an Environmental 
Health Services unit in the Community Health Services Division. The primary role of this unit is 
to co-ordinate the Department's environmental health services with the sewices provided by the 
Clean Environment Commission and the federal Department of the Environment. 

1982 
In January the Pawley administration and the MMA begin negotiations related to a new 

fee schedule for the upcoming fixa1 year. At these negotiations the govemment indicates that it 
is not prepared to offer any major fee schedule increase. The MMA rejects this position and 
talks break off. 

The MHSC Annual Reporf for 1981-82 indicates that eleven new long-terni care facilities 
were opened with a net gain of 464 beds. The Commission's financial statement also shows a 
$44 million operating deficit for the year. 

On Apnl 1 the province initiates an insured services program for orthopaedic shoes for 
children under 18 years of age. 

On April23 Mr. Desjardins presents his Department's budget estimates to the legislature. 
They contain a 26 per cent increase in spending over the previous year with 93 per cent of this 
increase allocated to the MHSC. The remainder of the increase is designated for: 



1982 (continued) 
On May 26 Mr. Desjardins presents Manitoba's position at a Federal-Provincial 

Conference of Heatth Ministers in Ottawa. In this speech he is critical of the federal 
govemment's funding policies 

On July 1 the province initiates an insured services program for medically-required 
frames andlor lenses for persons over the age of 65. 

On October 1 Mr. Desjardins announces the realignment of senior staff positions at the 
MHSC in order to relieve Mr. Edwards of some of his administrative responsibilities. It sees two 
assistant executive diredors at the Commission assume associate executive diredorships. In 
addition, MF. Desjardins announces that the position of Provincial Gerontologist has k e n  
created in the DepaRment to provide consuking services to professional and institutional sewice 
providers. 

On Odober 15 Mr. Desjardins announces the fomation of a Working Group on Mental 
Health to examine the structure and content of existing mental heakh programs and recommend 
options for policy change. 

On Odober 22 Mr. Desjardins writes the executive of the MMA indicating that the 
govemment is willing to agree to binding arbitration for a two year period commencing April 1, 
1983. The MMA rejeds this offer and makes a counter offer on November 19 related to a fee 
schedule increase retroactive to the start of the fiscal year. 

On November 29 Mr. Desjardins once again writes the MMA offering to enter into 
binding arbitration. The MMA rejeds this offer and negotiations are undertaken in December 
which resuk in a January agreement effective April 1, 1983 that gives the MMA an average fee 
increase of l e s  than three percent in the 1982-83 and 1983-84 fiscal years. 

Also on November 29 Mr. Desjardins and the federal Minister of Veterans Affairs, 
Bennett Campbell, sign an agreement allowing the province to take over ownership of the Deer 
Lodge Hospital on April 1 , 1983. 

On December 22 Mr. Desjardins replaces the MHSC board. Evelyn Shapiro is appointed 
the Commission's Chair. 

1983 
In January Mr. Desjardins announces a further restmduri ng of his Department. This 

restnrduring is scheduled to be completed by April 1. He also announces the fomation of an 
lnterdepartmental Task Force on the Young Disabled in Personal Care Homes. 

The MHSC. Annual Reporf for 1982-83 indicates that: a new building was opened on 
September 24 to house the Mount Carmel Clinic; an Obstetiic Outreach Program was 
established at the HSC and St. Boniface General Hospital to provide diagnostic support to 
physicians in rural and remote communities; a pediatnc cardiology unit had be reestablished at 
the HSC. 

On April 1 the new organizational structure for the Department of Heaith is announced. 

On April8 Mr. Desjardins presents his Department's spending estimates to the 
legislature. They total over one billion dollars and represent an 11.6 per cent increase over the 
previous year. The MHSC's budget increases 9.9 per cent, from $819.6 to $909.2 million. 



1983 (continued) 
On April 15 Mr. Desjardins presents the MHSC's five year capital construction program. 

Totalling $188.8 million this program indudes $102.1 million in wrrent construdion, $82-7 
million in projects to be started during the year, and $4 million to upgrade existing facilities 
through the year. 

On September 7 Mr. Desjardins makes a presentation at a provincial Health Ministers 
meeting in Halifax. In this presentation he calls for a retum to federal-provincial wst-sharing as 
the solution to the current problerns facing the national medicare program. In addition he c a b  
on the federal govemment to convene a federal-provincial meeting to discuss the development 
of a more equitable cost-sharing program. 

On September 16 the Working Group on Mental Health present recommendations to Mr. 
Desjardins that cal1 for the expansion of cornmunity-based services in al1 regions of the province. 
Mr. Desjardins responds by establishing a Mental Health Advisory Cornmittee to receive 
feedback on the study from interested agencies and individuals. 

On October 14 Mr. Desjardins forwards a letter to federal Health Minister Monique 
Begin. In this letter Mr. Desjardins reiterates the need for a federal-provincial health ministers 
meeting to discuss the development of more equitable cost-sharing program for the delivery of 
heatth services. 

In Oecernber Mr. Desjardins establishes a Heatth Services Review Committee to report 
on major health senAces issues in the provinces policy community. The cornmittee contains 
senior Health Department officials as well as representatives from the MMA, the College of 
Physicians and Surgeons, the Manitoba Association of Registered Nurses, and urban/rural 
hospital administrators. 

19û4 
In January a Nursing Review Cornmittee is established by Mr. Desjardins to examine the 

supply and utilization of nursing professionals. 

On February 24 Mr. Desjardins makes a submission to the House of Commons Standing 
Committee on Health, Welfare and Social Affairs which is holding hearings on Bill C-3, 7he 
Canada Heaitn Act, introduced the previous fall. In his submission Mr. Desjardins suppoRs the 
provisions of the Act. However, he is cntical that the Act does not deal with the issue of health 
services funding and once again calls for a retum to a 50-50 cost sharing arrangement. 

The MHSC Annual Report for 1983-84 indicates that: ultrasound and renal disease 
prograrns were expanded during the year; funding for adult day care prograrns in hospitals had 
been increased; and a pilot program for matemity early discharge had been established at the 
St. Boniface General Hospital. 

In April the province establishes a Standing Cornrnittee on Diagnostic Services to review 
applications from health care facilities for new or expanded diagnostic capacity. 

AIso In April the MHSC approves a $16 million interim financing agreement with the City 
of Winnipeg for the redevelopment of the Winnipeg Municipal Hospital system. The first phase 
of the redevelopment, which is expeded to cost a total of $28 million, involves the construction 
of a new 205 bed facility. 

In August the Manitoba Home Care Orderly Service is implemented to provide an 
expanded range of services to home care clients in the province's health regions. 



1984 (continued) 
On Odober 2 the Manitoba Adolescent Treatment Centre containing 25 beds in two 

separate living un& is opened, 

On December 28 Mr. Desjardins and the MMA make a joint announcement related to fee 
schedule negotiations. This announcement indicates that the MMA has accepted an average 2 
per cent fee increase for the 1984-85 fiscal year and that both parties have agreed to enter into a 
binding arbitration process for a three year period beginning April 1. 1986 

The 1984 Annual Report of the Department of Health indicates ttiat during the year the 
new Heaith Promotion Diredorate implemented a province-wide Diabetes Education Program in 
cooperation with the Canadian Diabetes Association. In addition, a new Support Services for 
Seniors program was implemented to provide funding for senior resource centres. 

1985 
On January 21 the MHSC's Facilities Division and the Researcb and Planning 

Diredorate of the Department of Heaith present a paper to the Commission's Board on 
Community Heaith Centres. This paper offers a variety of recommendations based on its 
finding that CHCs should continue to be expanded to provide speciatty community-based 
prirnary heaith care services in the province. 

In February the Interdepartmental Task Force on the Young Disabled in Personal Care 
Homes, established in January 1983, releases its report. It supports the provision of a wider 
range of Iifestyle options for the young disabled, in particular, greater opportunity for assisted 
independent living accommodation. 

In early March a study commissioned by the Research and Planning Diredorate of the 
Department of Health in 1984, authored by Dr. Robert Evans and Mr. Denis Roch, is presented 
to cabinet. It indicates that Manitoba's health services expenditures over the previous decade 
have, as a percentage of GNP, been consistent with the national average but that when adjusted 
for inflation they exceeded the inf ation rate by three percent during the 1970s. 

On Mar& 7 the Pawley administration outlines its heaith policy goals for the year in The 
Speech From the Throne. This speech indicates that the govemment plans to introduce 
legislation banning physician extra-billing, expand chemotherapy services to rural areas of the 
province, and continue to develop Community Health Centres for the delivery of specialized 
prirnary m e .  

On March 20 Mr. Reg Edwards begins forwarding letters to al1 hospitals in the province 
infomiing thern of the province's new cost containment program. This letter indicates that in the 
upcoming fiscal year no budgetary increases will be provided by the MHSC for salaries and that 
a maximum of a two per cent increases over the previous fiscal year will be allowed for supplies. 

The MHSC's Annual Report for $984-85 indicates that: the Commission expanded 
intensive Gare services in the St. Boniface General Hospital and the HSC; Village Community 
Health Centre was opened to provide semices to persons with AlDS and AlDS related cornplex; 
and the Commission had completed arrangements for upgrading the air ambulance program 
through the lease of a new aircraft expeded to start service in the next fiscal year. 

In April the Nursing Review Committee established in January 1984 presents its report to 
Mr. Desjardins. It offers a range of recommendations related to the future preparation of nursing 
professionals and the role of these professionals in the province's delivery system. 



1985 (continued) 
On May 16-1 7 Mr. Desjardins attends a Federal-Provincial Heaith Ministers meeting held 

in Winnipeg. At this meeting he points out that Manitoba currently contains the same proportion 
of persons over the age of 65 as provinces in much of the rest of the country will not have to 
face until 1995. Based on this problem, he urges the federal govemment to develop new 
funding mechanisms to facilitate current and pending provincial needs related to the provision of 
services to Canada's aging population. 

On June 13 Mr. Desjardins travels to Ottawa to protest the enadrnent of Bill C96. This 
Bill, which contains amendments to the EPF A d  which allow the federal govemment to link 
increases in federal transfers to increases in the Gros  National Product (GNP), is at the second 
reading stage. It is passed in the fall and ta kes effect in the 1 986-87 fiscal year. 

On August 1 amendments to the Heakh Services insurance Act, passed in May, corne 
into force. These amendments ban extra-billing by heaith services providers. The MMA is 
critical of the implementation of this ban and predicts that physicians will leave the province due 
to its impact on the professional freedoms of its membership. 

ln November a reorganization of the Department of Heaith increases the number of 
divisions in the Department to four by creating a separate Mental Heatth Services Division. 

On December 16 the fleaith Services Review Committee established in December 1983 
releases its final report. Mr. Desjardins responds to this report by indicating that the Health 
Services Review Committee will be designated as a permanent advisory body on heafth issues. 
He also indicates that the Cornmittee's next task will be to solicit responses to the report from 
heaith services providers. 

1986 
On Febniary 11 Premier Pawley calls a provincial election for March 18. During the 

election campaign the NDP's health policy platforni focuses on creating public concem that the 
re-election of a PC pariy govemment will result in a massive privitization of health services. The 
PC party, under the leadership of Gany Filmon, responds with a campaign critical of the Pawley 
administration's management of the province's budget. In the area of health services it denies 
the NDP's daim that it is interested in the privitization of sewices and is critical of Mr. Desjardins 
over his handling of heaith policy issues. 

On March 18 the provincial election gives the NDP 30 seats, the PC party 26 seats, and 
the Liberal Party 1 seat. Mr. Desjardins retains the health portfolio when the new cabinet is 
announced a week later. 

The MHSC Annual Report for 1985-86 indicates that during the year three new CT 
scanners were purchased, two in Winnipeg and one in Brandon, and planning was initiated for 
the addition of extended treatment beds at the Grace General Hospital and the Concordia 
GeneraI Hospital. 

In April the MHSC initiates a new deficit elimination policy for facilities. This policy 
limits total budget increases to 2 per cent for the year and requires officiais from facilities in 
Manitoba to meet with MHSC staff to develop plans for budgetary reductions in future years. At 
p.18 the Commission's Annual Report notes that while total patient days, emergency, and out- 
patient visits have been declining somewhat since 1983-84, the number of staff positions in 
hospitals has increased by 700 persons. 



1986 (continued) 
On May 16 Mr. Desjardins and Cornmunity Sewices Minister Muriel Smith announce that 

the Winnipeg heatth region will be divided into three regions so that services can be provided in 
a manner that is sensitive to the unique charader of neighbourhoods in the City. 

On July 4 Mr. Desjardins announces that Dr. Nick Poushinsky has k e n  appointed to 
develop an implementation plan to refon Manitoba's health services delivery system. 

In September the Department of Heaith and the emergency departments at St. Boniface 
General Hospital and Grace General Hospital initiate a pilot project designed to prevent hospital 
admissions by providing emergency patients with appropriate home care alternatives where 
possible. 

In October plans for budget reductions at the provinces larger hospitals, which were 
submitted in July, are approved by MHSC staff. They inciude bed closures in Brandon (29 beds), 
with the space converted to day surgery, and the closure of a total of 98 beds in Winnipeg at the 
HSC, St. Boniface Hospital, and the Victoria General Hospital. 

On November 13 a symposium on rural health care is held in Killarney. It is attended by 
heatth services personnel and physicians from rural Manitoba. The symposium's primary topic is 
the regionalization of health services administration and delivery. 

In Decernber Mr. Desjardins retains the services of Michael Deder to review the 
operational mandate of the MHSC relative to the mandate of the Department of Health. At the 
same time Mr. Desjardins issues a request for proposais for heaith care demonstration projects 
intended to reduce the province's dependency on institutional services. 

On December 23 Mr. Desjardins is presented with an arbitration ruling which proposes a 
6.5 per cent fee schedule increase for mernbers of the MMA retroactive to the beginning of the 
1986-87 fiscal year. Mr. Desjardins rejects this proposal based on his position that a new 
contract with the MMA must include a commitment on the part of the Association to impose 
controls on the volume of medical services utilized by its mernbers. 

1987 
In early January Mr. Decter presents his report to the cabinet. His findings suggest that 

the separation of public heaith intiiutional policy roles between the Department of Health and 
MHSC has contributed to the Pawley administration's inability to shift resource allocations from 
curative services to primary and preventive care. As a result, he recommends amalgamation of 
the functions of MHSC with the Department of Health. 

On January 23 Mr. Desjardins suggests that he will terminate the governrnent's 
agreement with the MMA to utilize binding-arbitration as a method to resolve fee disputes when 
the province's present contract expires on March 31. However, following a cabinet meeting on 
February 3, he indicates that he has instructed the MHSC to provide a 5.6 per cent increase in 
fee schedule payments retroactive to April 1, 1986 based on the arbitrator's recommendations. 

On February 1 the MHSC creates an Emergency Health and Ambulance Services 
Division through the amalgamation of the Rural Ambulance Services Division and the Medical 
Transport Division. 

On February 4 Mr. Desjardins announces that beginning April 1 the MHSC will no longer 
fund any fom of hospital deficit. 



1987 (continued) 
On Mach 6 Mr. Desjardins indicates that the Pawley administration is considering 

legislation to limit the nurnber of physicians Iicenced to practice in the province. 

The MHSC Annual Report for 1986-87 indicates that a 200 bed construction project has 
b e n  approved for the Deer Lodge Hospital and the Hope Community Health Centre was opened 
in Winnipeg to provide services to First Nations persons resident in Winnipeg's cure area. 

On April 10 Mr. Desjardins presents his Department's budget estirnates to the legislature. 
The Department's total expenditure is $1 -3 billion with 9.5 percent of the ten percent total 
increase over the previous year going to the MHSC budget iine. The remainder of the increase 
is directed to the further expansion of the province's Home Care program. 

On August 26 Mr. Desjardins announces that he is resigning as the Minister of Health 
effective September 11. He is replaced by Wilson Parasiuk. 

At a Septernber 9-10 provincial Ministers of Health meeting in Saint John New 
Brunswick Mr. Parasiuk calls on the federal government to alter funding arrangements with the 
provinces to allow the development of alternative service delivery systems at the comrnunity 
level. 

On Odober 3 the MMA issues a letter to its members critical of the Department of 
Health's failure to propedy ca-ordinate recent service cuts that the Association feefs has 
negatively affected the ability of physicians to deliver services. Based on member feedback to 
the letter the Association begins a public carnpaign critical of the Pawley administration's 
management of the province's tiealth services delivery system. 

On November 5 Mr. Parasiuk attends a federciI-provincial health ministers meeting in 
Toronto. At this meeting he once again calls on the federal govemment to implement a new 
funding anangement supportive of the development of alternatives to institutional curative care 
services. 

On December 1 members of the Manitoba Society of Professional Phannacists begin 
sewice cutbacks to long-terni care facilities in the province due to a dispute with the MHSC over 
a new agreement on dispensing fees. 

On December 11 Mr. Parasiuk announces that his government has approved $1 -1 
million in grants to fund demonstration projects designed to reduce the costs of heaîth services 
delivery . 

On December 22 Mr. Parasiuk indicates that he is planning a series of refoms to the 
province's health senrices delivery system. However, he does not indicate what fonn these 
reforms will take. 

1988 
On February 8 the MMA writes to federal health minister, Mr. Jake Epp, calling on him to 

withhold federal heafth transfers to Manitoba if the province does not agree to enter into binding 
arbiiration on fee schedules. Mr. Epp does not respond publically to this request. 

On February 12 the Pawley administration presents The Speech From the Throne. In 
this speech the govemment indicates that it will begin a major new program during the year to 
shift resources frorn institutional services delivery to community-based programs. To facilitate 
this shift the province will undertake a program to establish a province-wide system of DHCs. 



1988 (continued) 
On Februaiy 19 Finance Minister Eugene Kostyra presents Manitoba's budget for the 

next fiscal year. This budget indicates that $1 -44 billion will be spent by the Department of 
Health, an $1 11 million increase over the previous fiscal year. 

On Februaiy 23 Mr. Parasiuk makes a statement to the legislature introducing Bill 2, An 
Act to Establish The Health Sewices Development Trust Fund. This fund is intended to provide 
transitional funding to communities that agree to undertake improvements in the balance 
between institutional and community-based care services. The budgetary allocation for this 
fund is $50 million. 

On March 4 Mr. Parasiuk announces that the MMA has countered the province's offer of 
a three per cent fee scheâule increase over the next two years with a demand for a seven 
percent increase. He indicates that the dernand is not reasonable and the province wilf not 
consider it. 

On March 5 the MMA indicates that its membership will withdraw their services on April 
5 if the province does sent the issue of fee schedule increases to binding arbitration. 

On March 9 the legislature dissolves after the Pawley administration is unable to gain a 
majority in a vote on its budget bill. The provincial election is called for April26 1988. 

On April25 the Province and the MMA sign a three year agreement retroadive to April 
1,1987. The agreement provides a general fee schedufe increase of 3 percent with a cost of 
living clause in the third year of the agreement. In addition, a maximum limit of $5.99 million in 
total fee schedule expenditures over the terni of the contract is included in this agreement. 

On April26 the election resufts in a PC Party minority government under the leadership 
of Garry Filmon. The election gives the PCs 25 seats, the Liberal Party fonns the officiai 
opposition with 20 seats and the NDP is reduced to 12 seats. Following the election Donald 
Orchard is appointed the Minister of Health in the new Filmon cabinet. 



APPENDIX 8: 
MANITOBA'S RURAL INSTITUTIONAL SECTOR 

This Appendbc profiles the evolution of niral institutional capacity over the time frame of 
this study. It is based on a review of Annual Reports by the province's Heatth Departments and 
HospitalWeaith Services Commissions as well as data from the 1949 and 1959 hospital surveys. 
The profile of each comrnuntty follows a standardized format which wntains five features: 

1. The name of each community followed by three regional geographic designations 
utilized by the province between 1949 and 1988-89: the Divisional designation used 
between 1 949 and 1 958; the Zone designation used between 1 959 and 1973; and the 
Regional designation used between 1 974 and 1988-89. 

2. Definition of the Primary Sewice Area (PSA) of the facilities in the comrnunQ based 
on the findings of the 1959 Hospital Suwey Board. 

3. A review of changes in the rated bed capacity of facilities in the community between 
1949 and 1989 which employs these abbreviations: 

AT Acute Treatment 
DH Distrid Hospital 
DHC Distrid Health Centre 
DPCH District Personal Care Home 
ET Extended Treatment 
ETH Extended Treatment Hospital 
GH General Hospital 
Lay Lay facility board 
MNU Medical Nursing Unit 
Mun Municipal facility board 
PCH Personal Care Home 
RBC Rated Bed Capacity 
Re1 Religious facility board 

4. The year of conversion, if any, to a DHC and the arrangements for govemance of the 
Centre. 

5. The integration of local boards based on a review of the 1989 Manitoba i-iealth 
Organizations Membership Directory. 



ALTONAI Eastern DivisionlSouth-West Zone /Central Region 
PSA: Town of Altona, Villages of Plum Coulee and Gretna, RM of Rhineland. 
1949: Altona DH RBC 30. 

Constniction of an 8 bed DH expansion and Ebenezer Home PCH begins in 1962. In 
1964 the DH RBC is 38 and the Ebenezer Home RBC is 46. 
Construction of a PCH attached to the DH begins in 1973. In 1974 the Altona 8 District 
PCH opens with an RBC of 25. 

1980: ln January the Aitona Community Mernorial Heaith Centre is established by O in C 
#25/80 to sewe the Town of AItona, the Village of Gretna, and the RM of Rhineland. 
Board: 1 1 (All appointed). Distrid: Type 1. Sewices: DHC, DPCH. 

1989: Aitona DHC RBC 32. Altona 8 District DPCH RBC 25. Ebenezer Home PCH RBC 46. 
DHC Classification: Mun. The PCH CE0 and Board Chair differ from those of the 
DHC/DPCH. 

ARBORGEastem Division/ lnterlake Zonennterlake Region 
PSA: Villages of Arborg and Riverton, RM of Bifrost, part of the LGDs of Armstrong and 

Fisher, Village of Fisher Branch. 
1949: No Listing. 

In 1950 construction of a 10 bed MNU in Fisher Branch is completed and constnidion 
begins on an 8 bed MNU in Arborg. In 1953 the Arborg MNU RBC is 8 and the Fisher 
Branch MNU RBC islO. 
In 1961 construction of the 15 bed Arborg DH is completed. The following year 
constmdion begins on St. Benedid's Manor PCH. By 1963 the Arborg DH RBC is 15, 
the Fisher Branch MNU RBC is 11, and the St. Benedid's PCH RBC is 45. 
ln 1973 the Fisher Branch MNU is dosed. 
In 1977 the 40 bed Pioneer Health Services PCH, attached to the Arborg DH, replaces 
St. Benedict's Manor. 

1981 : In January The Arborg & District Health Centre is established by O in C #1 W8l to serve 
the Town of Arborg, the Villages of Riverton and Fisher Branch, the RM of Bifrost, and 
the LGDs of Armstrong and Fisher. Board: 1 1 ( All appointed). District: Type 1. 
Services: DHC; DPCH; Clinic (Fisher Branch); Ambulance Senrice 

1989: Arborg DHC RBC 16. Pioneer Health Services DPCH RBC 40. DHC Classification: 
Mun. AI1 facilities under one board. 

ASHERNI Eastern Division/lnterlake Zonellnteriake Region 
PSA: 
1949: 

1977: 

1989: 

RM of Siglunes, LGD of Grahamdale. 
No Listing. 
In 1954 the newly conçtructed Siglunes MNU opens with an RBC of 9. 
In 1963 renovations are undertaken to the MNU and in 1964 the Lakeshore DH is 
opened with an RBC of 10. 
In 1970 a new 16 bed DH building is completed. 
The Lakeshore District Heaith System is created by O in C 810/77 to provide services to 
the RMs of Siglunes (containing Ashem), Eriksdale, Coldwell (containing Lundar), and 
the LGD of Grahamdale. Board: 13 ( All appointed). District: Type 1. Services: DHC; 
DPCH 
In 1981 a 20 bed DPCH is completed. 
Lakeshore DHC RBC 16. Lakeshore DPCH RBC 20. DHC Classification: Mun. All 
facilities under one board. 



BAU~URMle~temlSouth~WestMlesbnan 
PSA: part of the RM of Argyle surrounding Baldur. 
1949: No Listing. 

In 1950 the Baldur MNU opens with an RBC of 8. 
In 1961 the MNU building is upgraded to DH status with an RBC of 16.. 
In 1982 the 20 bed Baldur Manor is completed. 

1984: ln April the Baldur Health District established by O in C #429/84 to serve part of the RM 
of Argyle containing Baldur. Board: 7 (All appointed). District: Type 1. Services: DHC; 
DPCH; Ambulance Service 

1989: Baldur DHC RBC 16. Baldur Manor DPCH RBC 20. DHC Classification: Mun- All 
facilities under one board. 

BEAUSEJOUR/ EastemISouth-EastlEa~an Region 
PSA: Town of Beausejour, RM of Brokenhead 
1949: No Listing. 

In 1950 Beausejour DH opens with an RBC of 22. 
In 1973 the DH expands and construction begins on a PCH. In 1974 the Beausejour DH 
RBC is 30 and the Eastgate Lodge ?CH RBC is 60. 

1989: Beausejour DH RBC 30. Eastgate Loâge PCH RBC 60. DH Classification: Mun. 
DHIPCH CE0 is the same but the board chairs differ. 

BENITO/Northem/PaWarkland 
PSA: Village of Benito, Part of the RM of Swan River, LGD of Park. 
1949: No Listing. 

In 1950 the Benito MNU opens with an RBC of 10. 
1989: Benito MNU RBC 9. MNU Classification: Mun 

BIRTLU Western/ South-WestMlestman 
PSA: Town of Birtle; RM of Birtle, Part of the RM of Ellice including the Village of St. Lazare. 
1949: Birtle MNU RBC 8. 

In 1955 the MNU is expanded to a 14 bed DH. 
In 1959 the DH is further expanded to a an RSC of 28 . 

1978: In Odober Birtle Health Services District established by O in C #988/78 to serve the RM 
and Town of Birtle and the Village of St. Lazare. Board: 9 (All appointed). District: Type 
1. Sewices: DHC; DPCH; Ambulance Service. A 20 bed PCH is completed that year. 

1989: 8irtle DHC RBC 19. Birtle DPCH RBC 20. DHC Classification: Mun. All facilities under 
one board. 

BOISSEVAINMlesteml South WeWWestman 
PSA: Town of Boissevain; RM of Morton; Part of the RM of Whitewater. 
1949: Boissevain, Morton and Minto Mernorial Hospital RBClO (opened 1948). 

In 1957 the DH is expanded to 17 beds. 
In 1962 the 44 bed Westview Lodge PCH is opened with an RBC of 44. 
In 1977 a new 12 bed hospital and attached 20 PCH is opened. 

1984: In October the Boissevain Health Centre District is established by O in C #1141/84 to 
serve the Town of Boissevain, the RM of Morton, and part of the RM of Whitewater. 
Board: 8 ( All appointed). District: Type 1. Services: DHC; DPCH; Ambulance Service. 

1989: Boissevain DHC RBC 12. BMW DPCH RBC 20. Westview Lodge PCH RBC 44. DHC 
Classification: Mun. The CEOiBoard Chair of the DHC differs from the PCH. 



BRANDONMlestemlSouth WestMlestman 
PSA: City of Brandon; RMs of Cornwallis and Efton; part of the RM of Whitehead. 
1949: Brandon General Hospital RBC 202. 

In 1962 a new 220 bed General Hospital is opened along with the Assiniboine ET 
Hospital with an RBC of 186. The community also contains 8 PCHs with a total RBC of 
392. 

1989: Brandon GH RBC 279. Assiniboine €TH RBC 122. 6 PCHs with a total RBC of 642. 
GH Classification: Lay. GH and ETH have the same Board. 

CARBERRY/Westeml South-WestMlestman 
PSA: Town of Cabny,  RM of North Cypress. 
1949: No Listing. 

In 1950 the Fox Memorial District Hospiial opens with an RBC of 10. 
In 1956 the DH expands by 6 beds and a 14 bed PCH opens. 
In 1963 the hospital expands by a further 13 beds. 
ln 1974 the original PCH closes. It is replaced by the new 30 bed Ca-rry Plains PCH. 

1989: Fox Memonal DH RBC 29. Carbeny Plains PCH RBC 30. OH Classification: Mun. DH 
and PCH have different Boards. 

CARMAN/Easteni/South-WestlCentral Region 
PSA: Town of Carman, RMs of Dufferin and Grey 
1949: Caman Memorial District Hospital RBC 19. 

In 1950 the DH is expanded by 24 beds. 
In 1967 the 70 bed Boyne Lodge PCH is opened. 
In 1982 a new 30 bed DH is opened. 

1989: Carman Memorial DH RBC 30. Boyne Lodge PCH RBC 70. DH Classification: Mun. 
DH and PCH have different boards. 

CARTWRIGHTMIestemISouth-WeMe-an 
PSA: Village of Cartwright, RM of Roblin. 
1949: No Listing. 

In 1950 the Cartwright MNU opens with an RBC of 8. 
1980: In April the Tri-Lake Health District established by O in C #327/80 to serve the Village of 

Carhtvright, the RMs of Turtle Mountain and Roblin, part of the RM of Riverside, and the 
Town of Killamey. Board: 9 ( All appointed). District: Type I .  Services: DH; PCH; Clinic 
(Dunrea); Ambulance Senrice. 

1989: Cartwright DHC RBC 10. DHC Classification: Mun 

CHURCHILUNorthem/Northem/Noman 
PSA: LGDofChurchill. 
1949: Served by Fort Churchill Military Hospital RBC 75. 

In 1962 the Churchill GH is established with an RBC of 41. 
In 1971 planning for a DHC begins with the September 10 announcement by Rene 
Toupin that an agreement had been reached with the federal govemment to establish a 
DHSDC in the community A multi-year construction plan is initiated in the summer of 
1972. The Centre's nine member Board, which is made up of provincial and federal 
appointees as well as elected local representatives, is forrned in 1974 and takes formai 
administrative control of the Type III DHSDC in 1975 under the provisions of The Distnct 
Heakh and Social Senfices Act. The range of services provided by the Churchill Health 
Centre includes: lntiiutional Acute and Extended Care; Clinical Medical Services, Public 
Heatth Nursing; Comrnunity Mental Health Nursing; Physiotherapy; Dental Care; Home 
Care; Social Services; Child Day Care. 

1989: Churchill Health Centre RBC 31. HC Classification: Mun. 



CRYSTAL CITV/Eastern/ South-WesUWestman 
PSA: VillageofCrystalCity,partoftheRMofLouise. 
1949: Crystal City MNU RBC 10. 

In 1954 the MNU expands to 16 beds. 
In 1967 the MNU is converted to a 16 bed DH. 

1977: In November The Rock Lake Health District is established by O in C #1248/?7 to seive 
the Villages of Crystal City and Pilot Mound, the RM of Louise, and part of the RM of 
Argyle. Board: 1 3 (All appointed). District: Type 1. Services: DHC(Crysta1 City);DPCH 
(Pilot Mound); Ambulance Service. 

1989: Crystal City DHC RBC 16. DHC Classification: Mun. 

DAUPHIN/Northem/Park/Parkland 
PSA: Town of Dauphin, RM of Dauphin, part of the RM of Ochre River. 
1949: Dauphin GH RBC 89. 

In the 1950s two PCHs open; the Moroz Home with and RBC of 17 beds and the St. 
Paul's Home with an RBC of 25. 
In 1962 a new 100 bed Hospital is opened and the old hospital building is converted to a 
35 bed ETH in 1962. 
In 1969 St. Paul's Home expands to 70 beds and M o m  Home is closed. 
In 1978 the Dauphin PCH with an RBC of 65 is opened. 
In 1982 construction of a new hospital building is completed. 

1989: Dauphin GH RBC 105 AT120 ET. St. Paul's Home PCH RBC 70. Dauphin PCH RBC 
65. GH Classification: Lay. 

DELORAINEAiüesternl South-WestMlestman Region 
PSA: Town of Deloraine, RM of Winchester, part of the RM of Brenda. 
1949: Deloraine MNU RBC 14. 

In 1952 the MNU is converted to a 16 bed DH. 
In 1959 the 16 bed Deloraine Senior's Home is opened. 
In 1 969 the Senior's Home is expanded to 30 beds and renamed the Bren-Del-Win 
Lodge. 
in 1977 the 16 bed Deloraine & District PCH is opened. 

1984: In May The South West Health District is established by O in C #638/84 to serve the 
Towns of Deloraine and Melita, the Villages of Waskada and Napinka, and the RMs of 
Winchester, Brenda, Arthur, Edward and Albert. Board: 15 ( All appointed). District: 
Type 1. Services: DHC; DPCH (note name change to Delwynda Court); Ambulance 
Service. 

1989: Deloraine DHC RBC 18. Delwynda Court DPCH RBC: 16. Bren-Del-Win Lodge PCH 
RBC 30. DHC Classification: Mun. The DHC and PCH have different Boards. 

ELKHORNMlestemlS~uth~WestMlestman 
PSA: Village of Elkhom, parts of the RMs of Wallace and Archie. 
1949: No Listing. 

In 1951 the Efkhom MNU opens with an RBC of 9. 
1987: In March Health District No. 10 is established by O in C #255/87 to sewe the Town of 

Virden, the Villages of Elkhom and Reston, the RMs of Wallace, Woodsworth, and 
Pipestone, and part of the RM of Archie. Board: 12 (All Appointed). Type: 1. Services: 
DHC; DPCH, Ambulance Senrice. 

1989: Elkhorn DHC RBC 8. DHC Classification: Mun. 



EMERSON/EasteBi/South-EastlCentral Reg ion (part of Morris DH) 
PSA: Town of Emerson, RM of Franklin, part of the RM of Montcalm. 
1949: No Listing. 

In 1951 the Emerson MNU opens with an RBC of 1 O. 
In 1965 a 10 bed expansion is completed bringing the RBC to 18. 
In 1978 the 20 bed Red River Valley Lodge PCH is opened. 

1983: In March Red River Valley Health District is established by O in C #244/83 to serve the 
Towns of Emerson and Morris and parts of the RMs of Morris, DeSalabeny. Franklin and 
Montcalm. Board: 12 (All appointed). Type: 1. Services: DHC; DPCH. 

1989: Emerson DHC RBC 12. Red River Valley Lodge DPCH RBC 20. DHC Classification: 
Mun. 

ERJCKSON (8 Sand y la ke)MlesternlSout h WesWestman Reg ion 
PSA: Village of Erickson, RMs of Clanwilliam and Harrison, part of the LGD of Park. 
1949: No Listing. 

In 1951 the Erickson MNU opens with an RBC of 6. 
In 1 951 the Sandy Lake MNU opens with an RBC of 4. 
In 1959 the Erickson MNU is expanded to 15 beds and the Sandy Lake MNU is 
converteci to a 20 bed PCH. 
In 1970 the Erickson MNU is renovated and converted to a 14 bed DH. 
In 1973 the Sandy Lake PCH is expanded to 36 beds. 

1987: In Septernber the Eiickson Heaith Distrid is established by O in C #IO57187 to serve the 
Village Erickson, The RMs of Clanwilliam and Hamson, and part of the LGD of Park. 
Board: 9 (AI1 appointed). District: Type 1. Services: DHC; DPCH 

1989: Erickson DHC RBC12. Erickson & Distrid DPCH (opened Dec. 1989) RBC 14. Sandy 
Lake PCH RBC 36. DHC Classification: Mun. The DHC and PCH have different Boards. 

ERIKSDALE (8 Lundar)/Easternilnteriakennteriake 
PSA: RMs of Eriksdale and Coldwell. 
1949: E.M.Crowe Mernorial District Hospital RSC 10. 

In 1963 a new 17 bed hospital building is opened. 
1977: In July the Lakeshore Distrid Heakh System is created by O in C 810ff7 to provide 

services to the RMs of Siglunes (containing Ashem), Eriksdale, Coldwell (containing 
Lundar), and the LGD of Grahamdale. Board: 13 (All appointed). District: Type 1. 
Services: DHC; DPCH. 
In 1982 20 bed DPCHs are opened in Eriksdale and Lundar. 

1989: E.M. Crowe DHC RBC 17. Eriksdale DPCH RBC:20. Lundar DPCH RBC 20. DHC 
Classification: Mun. 

FLlN FLONINorthernlNorthernINoman 
PSA: Town of Flin Flon and surrounding area. 
1949: Flin Flon General Hospital RBC 27. Hudson Bay Mining EmpIoyees' Heaith Association 

Hospital RBC 21. 
In 1952 the GH building is expanded to 67 beds. 
In 1972 the GH is expanded to 125 beds and the HBMEHA Hospital closes. 
In 1973 the 30 bed Northern Lights Manor PCH is opened. 
In 1981 the 30 bed Flin Flon PCH is opened. 

1989: Flin Flon GH RBC:I 00. Northem Lights Manor PCH RBC 30. Flin Flon PCH RBC 30. 
GH Classification: Lay. The GH and both PCHs have the same CE0 and Board Chair. 



GILBERT PLAINSINorthem/ParWParkland 
PSA: Villages of Gilbert Plains and Ethelbert, RMs of Gilbert Plains and Ethelbert. 
1949: Gilbert Plains MNU RBC 10. 

In 1963 the MNU is converted to a OH and expanded to 21 beds. 
1985: In January the Gilbert Plains Heafth District is established by O in C #107/85 to serve the 

Village and RM of Gilbert Plains. Board: 6 ( All appointed). District: Type 1. Services: 
DHC, DPCH 
In 1986 a 30 bed PCH is opened. 
In 1989 the hospital closes- 

1989: Gilbert Plains DPCH RBC 30. DPCH Classification: Mun. 

GILLAM~orthem/Northem/Nonnan 
PSA: LGD of Gillam 
1949: No Listing. 

In 1967 the 15 bed Gillam Hospital opens. 
1989: Gillam Hospital RBC 10. Hospital Classification: Lay. 

GIMLUEastenulnterlakennterlake 
PSA: Town of Gimli, Village of Winnipeg Beach, RM of Girnli, part of the LGD of Armstrong. 
1949: Johnson Memorial DH RBC 36. 

In 1957 the 91 bed Betel Home PCH opens. 
In 1971 the DH is expanded to 45 beds. 

1989: Johnson Memorial DH RBC 35. Betel Home PCH RBC 95. DH Classification: Mun. 
The DH and PCH have different Boards. 

PSA: 

1949: 

1983: 

1989: 

Town of Gladstone, RMs of Westboume and Lakeview. parts of the Rm of Lansdowne 
and the LGD of Alonsa. 
Gladstone MNU RBC 8. 
In 1951 the MNU is converteci to a DH and expanded to 22 beds. 
In 1971 planning for the Seven Regions Health Centre begins. Dunng 1972 mernbers of 
the White Paper Working Group hold meetings with representatives of the existing 
hospital board, the local health unit board, the Sandy Bay Band Council, and six 
municipal corporations. In September 1973 the first meeting of the centre's board takes 
place based on incorporation as a Type III centre under the province's Company's Act. 
At this time construction of the 50 bed Third Crossing Manor PCH is approved. It is 
completed in 1974. 
In Odober the Centre's board is re-established under The Distn'ct Health and Social 
SeMces Act through O in C #1080/83. The Centre's service area includes: the Town of 
Gladstone; the RMs of Westbome and Lakeview, parts of the RMs of Glenella and 
Lansdowne, part of the LGD of Alonsa, and the Sandy Bay lndian 8and. The range of 
services includes: Institutional Acute and Personal Care; Clinical Medical Sewices; 
Public Health Nursing; Community Mental Health Nursing; Home Care; Dental Services; 
Optometric Services; Social Services. Board: 16 (7 appointed 9 elected). 
Seven Regions DHC RBC 25. Third Crossing Manor DPCH RBC 50. DHC 
Classification: Mun. 

GLENBOROI WestemISouth-WestMlestman 
PSA: Village of Glenboro, RM of South Cypress, part of the RMs of Strathwna and Argyle. 
1949: No Listing 

In 1953 the I O  bed Glenbom Memorial DH is opened. 
In 1958 the16 bed Glenboro Senior's Home PCH is opened. 
In 1960 the DH is expanded to 16 beds. 



GLENBORO (continued) 
1981: In August the Glenboro Heatth District established by O in C #745/81 to serve the 

Village of Glenboro, the RM of South Cypress and part of the RMs of Strathcona and 
Argyle. Board: 7 ( All appointed). District: Type 1. Services: DHC; DPCH. 
In 1984 the new 20 &ci Glenboro PCH opens and the16 bed unit closes. 

1989: Glenboro DHC RBC 14. Glenboro DPCH RBC 20. DHC Classification: Mun. 

GRANDVIEW/Northem/ParWParkland 
PSA: Town of Grandview, RM of Grandview. 
1949: Grandview MNU RBC 8. 

In 1954 the MNU is upgraded to a DH and expands to 17 beds. 
In 1957 the 12 bed Grandview Seniots Home PCH is opened. 
In 1975 the new 40 bed Grandview PCH is opened. 
In 1988 a new 18 bed DH building is opened. 

1989: Grandview DH RBC 18. Grandview PCH RBC 40. DH Classification: Mun. The DH and 
PCH have different Boards. 

WIOTAMlestemlSouth-WestMlesbnan 
PSA: Town of Hamiota, RMs of Hamiota, BlanshaFd and Miniota, and part of the RM of 

Woodworth. 
1949: Hamiota DH RBC 8. 

In 1950 a new 26 bed DH is opened. 
In January 1973 planning for the Hamiota District Heaith Centre begins when a physician 
in the community, Dr. E. Hudson, writes Mr. Toupin requesting the establishment of a 
DHC. Meetings between the White Paper Working Group and community 
representatives result in an agreement that in January 1974 the Hamiota DH Board will 
expand its administrative role to that of a DHC based on a global budget developed by 
the MHSC for this Centre. The range of services of the Hamiota DHC provides include: 
acute care; clinical medical care; Public Health Nursing; Community Mental Health 
Nursing; Occupational Therapy; Physiotherapy; Home Care; Social Services. 
In 1983 the 30 bed Birch Lodge PCH is opened. 

1986: In September the Hamiota Distrid Health Centre is re-established under The District 
Healfh and Social Development Act by O in C #A046186 to serve the Village of Hamiota, 
the RMs of Blanshard, Hamiota, and Miniota, and parts of the RM of Woodwofth. Board: 
10 (Al1 appointed). 

1989: Harniota DHC RBC 21. Birch Lodge DPCH RBC 30. DHC Classification: Mun. 

HARTNEYMlestem/South-WesüWestman 
PSA: Town of Hartney, RM of Cameron. 
1949: No Listing 

In 1952 the 4 bed Hartney MNU is opened. 
In 1968 the MNU is expanded by 5 beds. 

1986: In September The Souris Health District is established by O in C #IO44186 to serve the 
Toms of Souris and Hartney, the RMs of Cameron and Glenwood; and parts of the RM 
of Oakland, Sifton, Whitehead, and Whitewater. Board: 15 (All appointed). Distrid: Type 
1. Services: DHC; PCH, Ambulance Service. 

1989: Hartney DHC RBC 9. DHC Classification: Mun. 



KILLARNEYMlestemlSouth-WestMIestman 
PSA: Town of Killarney, Village of Dunrea, RM of Turtle Mountain, part of the RM of Riverside. 
1949: Killarney DH RBC 30 (open4 1948). 

In 1949 the Shamrock Haven PCH opens with an RBC of 20. 
In 1958 the 21 bed Lakeview PCH is opened. 
In 1973 Lakeview PCH is expands to 42 beds. 
In 1976 a new 26 bed hospital and attacheâ 30 bed Bayside PCH is opened. Shamrock 
Haven PCH doses that year. 

1980: In April the Tri-Lake Heaith District is established by O in C #327/80 to serve the Town of 
Killarney, the Villages of Cartwright and Dunrea, the RMs of Turtle Mountain and Roblin, 
and part of the RM of Riverside. Board: 9 ( All appointed). District: Type 1. Services: 
DHC; DPCH; Clinic (Dunrea); Ambulance Sewice. 

1989: Tri-Lake DHC RBC 26. Bayside DPCH RBC 30. Lakeview PCH RBC 39. DHC 
Classification: Mun. The DHCDPCH Board is different from that of PCH wttich is 
govemed by a municipal board. 

LAC du BONNETiEasteni/South-East/Eastman 
PSA: 
1949: 

Town of Lac du Bonnet, part of the RM of Lac du Bonnet, Community of Great Falls. 
No Listing ((Served by Selkirk, Beausejour, and later Pinawa) 
In September 1971 planning for a DHC is initiated when a committee of residents writes 
Mr. Toupin requesting an acute care facility in the community. In 1972 meetings with 
the White Paper Working Group resuit in agreement that the wmrnunity's greatest need 
is expanded primary care capacity as the hospital at Pinawa is located near the 
community. As a result, The Lac du Bonnet DHC Board is formed in May 1973 as a non- 
profrt Type lllA corporation under the province's Company's Act. It begins providing 
services in January 1974 to residents of the Village of Lac du Bonnet, the RM of Lac du 
Bonnet, part of the LGDs of Alexander and 
Reynolds, and the settlements of Great Falls and Pointe du Bois. The range of services 
includes: dinical medical care; Public Health Nursing; Community Mental Health 
Nursing; Home Care; Social Services; Environmental Health Sewices; Visiting 
optometric Services. Board: 8 eleded and 4 appointed. 
In 1985 the 30 bed Lac du Bonnet DPCH is opened. 

1989: Lac du Bonnet DHCfDPCH RBC 30. DPCH Classification: Lay. 

LEAF RAPIDSINorthemlNorthemlNonnan 
PSA: Town of Leaf Rapids 
1949: No Listing 

In 1972 planning for the Leaf Rapids Heatth Centre begins as part of the development of 
a new mining community in northem Manitoba. This Type III centre began operations in 
1973 providing the following services: Clinicat Medical Services; Public Heatth Nutsing; 
Mental Health Nursing; Social Services; Occupational Therapy; Physiotherapy; Home 
Care. 
In 1974 eight in-patient beds were added to the Centre. 

1986: In March the Leaf Rapids DHC is established by O in C #241/86 to serve the Town of 
Leaf Rapids. Board: 8 (All appointed). Type III. 

1989: Leaf Rapids DHC RBC 8. Classification: Mun. 

LYNN LAKElNorthemlNorthernlNorman 
PSA: LGD of Lynn Lake. 
1949: No Listing 

In dg52 the Shenitt Gordon Mines Hospital opens with an RBC of 11. 
In 1971 the new 25 bed Lynn Lake DH is opened. 

1989: Lynn Lake DH RBC 25. Classification: Mun. 



MacGREGOR iEastem1South WesüCentral 
PSA: Town of MacGregor, RM of North Norfolk. 
1949: No Listing 

In 1953 the 6 bed North Norfolk-Maceregor MNU is opened. 
In 1968 the MNU expands to 12 beds. 
In 1982 the 20 bed MacGregor PCH attached to the MNU is opened. 

1985: In March the MacGregor and Distrid Heaith Centre is established by O in C #265/85 to 
serve MacGregor and the RM of North Norfolk. Board: 7 (All appointed). District: Type 
1. Services: DHC; DPCH; Ambulance Service. 

1989: MacGregor DHC RBC 6. MacGregor DPCH RBC 20. M C  Classification: Mun. 

MANlTOU/EastemlSouth-We-entral 
PSA: Village of Manitou, RM of Pembina. 
1949: No Listing 

In 1952 the 8 bed Pembina-Manitou MNU is opened. 
In 1969 the MNU is expanded to 14 beds. 

1982: In August The Pembina-Manitou Heaith District is established by O in C #1014/82 to 
sewe the Village of Manitou and the RM of Pembina. Board: 7 (All appointed). District: 
Type 1. Senrices: DHC; Ambulance Service 

1989: Manitou DHC RBC 14. DHC Classification: Mun. 

McCREARY/NorthernllSouth-WestlParkland 
PSA: Village of McCreary, RM of McCreary, part of the LGD of Alonsa. 
1949: No Listing 

In 1954 the McCreary MNU opens with an RBC of 8. 
In 1964 the MNU is expanded to 16 M s .  

1977: In April The McCreary Alonsa Health Centre is established by O in C #443/77 to serve 
the Viflage of McCreary, the RM of McCreary, and part of the LGD of Alonsa. Board: 8 
(All appointed). District: Type 1. Services: DHC; DPCH. 
In 1978 the 20 bed McCreary-Alonsa DPCH is opened. 

1989: McCreary-Alonsa DHC RBC 13. McCreary-Alonsa DPCH RBC 20. DHC Classification: 
Mun. 

MELITANUestemlSout h-West/Westman 
PSA: Town of Melita, Villages of Waskada and Napinka, RMs of Arthur, Edward, Albert, and 

paR of the RM of Brenda. 
1949: No Listing 

In 1955 the Wilson Mernorial DH opens with an RBC of 22. 
In 1977 the 20 bed Melita PCH is attached to the DH. 

1984: In May The South West Health District is established by O in C #ô38184 to serve the 
Towns of Deloraine and Melita, the Villages of Waskada and Napinka, and the RMs of 
Winchester, Brenda, Arthur, Edward and Albert. Board: 15 (Ail appointed). District: Type 
1. Services: DHC; DPCH; Ambulance Service 

1989: Melita DHC RBC 11. Melita DPCH RBC 20. DHC Classification: Mun. 

MINNEDOSA MlesternlSouth-WestMlestman 
PSA: Town of Minnedosa, Village of Rapid City. RMs of Minto, Odanah, and Saskatchewan. 
1949: Minnedosa DH RBC 9. 

ln 1950 the Minnedosa DH expands to 26 beds. 
In 1951 the Lady Minto PCH opens with an RBC of 22. 
In 1975 the.50 bed Minnedosa PCH opens attached to the DH and the Lady Minto PCH 
closes. 



MINNEDOSA (continuecl) 
1987: In March The Minnedosa Heaith District is established by O in C W56187 to serve the 

Town of Minnedosa, the Village of Rapid City and teh RMs of Minto, Odanah, and 
Saskatchewan. Board:15 (All appointed). District: Type 1. Services: DHC; DPCH; 
Ambulance Service. 

1989: Minnedosa DHC RBC 35. Minnedosa DPCH RBC 50. DHC Classification: Mun. 

MORDENIEastemlSouth-Wementral 
PSA: Town of Morden, RM of Stanley, parts of the RMs of Pembina, Thompson, and Roland. 
1949: Morden DH RBC 22. 

In 1952 the Morden DH expands to 56 beds 
In 1957 the 30 bed Tabor Home PCH is opened. 
In 1969 the Morden OH adds 20 beds bringing its RBC to 48 AT127 ET. 
In 1969 the Tabor Home expands to 60 beds. 

1982: In August the Morden Health District is established by O in C #1014/82 to serve the 
Town of Morden, the RM of Stanley, and parts of the RMs of Pembina, Thompson, and 
Roland. Board: 10 (All appointed). District: Type 1. Services: DHC; Ambulance Service. 

1989: Morden DH RBC 48 AT123 ET. Tabor Home PCH RBC 60. OH Classification: Mun. OH 
Board different from that of the PCH. 

MORRIS1 EastemJSouth-Wementral 
PSA: Town of Monis, RM of Moms, part of the RM of Montcalm. 
1949: Moms DH RBC 1 1. 

In 1950 the Morris DH expands to 21 beds. 
In 1959 the Moms Eventide Horne PCH opens with an RBC of 26. 
In 1960 the Mom's DH is expanded to 52 beds. 
In 1974 the 40 bed Red River Valley PCH is attachecl to the DH. 

1983: In March the Red River Valley Health Di~tf id  is established by O in C IF24483 to serve 
the Toms of Emerson and Moms, the RMs of Moms, Montcalm, and Franklin, and parts 
of the RM of DeSalabeny. Board: 12 (All appointed). District: Type: 1. Services: DHC; 
DPCH. 

1989: Morris DHC RBC 39. Red River Valley DPCH RBC 40. Moms Eventide Home PCH 
RBC 26. DHC Classification: Mun. The DHCIDPCH Board is different from that of the 
PCH. 

NEEPAWAMlestemlSouth-WestMIestman 
PSA: Town of Neepawa. RM of Langford, and part of the RMs of Rosedale Glenelta and 

Lansdowne. 
1949: Neepawa DH RBC 23. 

In 1950 the Neepawa DH expands to 35 beds. 
In 1958 the Osborne PCH opens with an RBC of 26. 
In 1967 the 75 bed East View Lodge PCH is opened. 
In 1974 East View Lodge expands to 125 beds. 
In 1986 Osborne PCH closes. 

1989: Neepawa DH RBC 38. East View PCH RBC 125. DH Classification: Mun. The DH and 
PCH Boards are different. 

NOTRE DAME de LOURDES/Eastem/South-WestlCentral 
PSA: Village of Notre Dame, parts of the RMs of South Norfolk and Lorne. 
1949: No Listing 

ln 1952 the Notre Dame MNU opens with an RBC of 8. 
In 1959 the Foyer Notre Dame PCH opens with an RBC of 15. 
ln 1962 the Foyer Notre Dame PCH expands to 42 beds. 
In 1972 the Foyer Notre Dame PCH expands to 68 beds. 



NOTRE DAME de LOURDES (continued) 
1989: Centre de Sante Notre Dame RBC 1 O. Centre de Sante Notre Dame Foyer PCH RBC 

61. Classification: Mun. OH and PCH have the sarne board. 

PILOT MOUNDIEastemlSouth-WestMlman 
PSA: Village of Pilot Mound, parts of the RMs of Louise and Argyle. 
1949: No Listing 

In 1954 the Pilot Mound MNU opens with an RBC of 8. 
In 1966 the Prairie View PCH opens with an RBC of 30. 

1977: In November the Rock Lake Healtti District is established by O in C #1248/77 to sewe 
the Villages of Crystal City and Pilot Mound, the RM of Louise, and part of the RM of 
Argyle. Board: 13 (AI1 appointed). District: Type 1. Sewices: DHC (Crystal City); DPCH 
(Pilot Mound). 
ln 1979 the MNU is replaced by the 24 bed Rock Lake PCH. 

1989: Rock Lake DPCH RBC 24. Prairie VÏew PCH RBC 30. DPCH Ciassification: Mun. 
DHCIDPCH Board differs from that of the PCH, 

PINE FALLS IEastemlSouth-East/EaSanan 
PSA: Town of Pine Falls, Village of Powerview, Village of Great Falls, LGD of Alexander, RM 

of Victoria Beach. 
1949: Manitoba Paper Company Hospital RBC 15. 

In 1952 the Paper Company Hospital is expanded to an RBC of 30. 
In 1964 the Pine Falls DH is established and the hospital building is expanded to 48 bed 
to replace beds lost with the closure of the Fort Alexander Federal Hospital the same 
year. 
In 1987 a new 35 bed DH is opened. 

1989: Pine Falls DH RBC 35. OH Classification: Lay. 

PORTAGE LA PRAIRIUEastemlSouth-WestlCentml 
PSA: City of Portage la Prairie, RM of Portage la Prairie. 
1949: Portage DH RBC 60. 

In 1953 the Portage DH is expanded to an RBC of 80. 
In 1956 the 20 bed Holiday Retreat PCH is opened. 
In f 957 the 30 bed Municipal Fann Home PCH is opened. 
In 1963 the Holiday Retreat PCH expands to 48 beds. 
In 1970 the 100 bed Lions Manor PCH opens. The Municipal Fam Home closes that 
year. 
In 1974 a 45 bed DH expansion is completed bringing the RBC to 104 AT and 35 ET. 
In 1978 the Lions Manor PCH expands to an RBC of 150. 
In 1987 Holiday Retreat PCH closes. 

1989: Portage DH RBC 104 AT/27 Ef. Lions Prairie Manor PCH RBC 151. DH Classification: 
Mun. DH and PCH boards are different. 

RESTON/Western/ South-West/ Westman 
PSA: Part of the RM of Pipestone (facility part of the Virden HD). 
1949: No Listing 

In 1952 the Reston MNU opens with an RBC of 8. 
In 1961 the MNU expands to 17 beds. 
In 1984 the 20 bed Willowview PCH opens. 

1987: In March Health District No. 10 is established by O in C #255/87 to serve the Town of 
Virden, the Villages of Elkhom and Reston, the RMs of Wallace, Pipestone, and part of 
the RM of Woodworth. Board: 15 (AI1 Appointed). District: Type 1. Services: DHC; 
DPCH, Ambulance Semice. 

1989: Reston DHC RBC 17. Willowview Home DPCH RBC 20. DHCDPCH Classification:Mun. 



RiVERSMlestemlSouth-West/Westman 
PSA: Town of Rivers, RM of Dafy. 
1949: No Listing 

In 1959 Riverdale DH opens with an RBC of 20. 
1980: In Decernber Riverdale Health Services District is established by O in C #1194/80 to 

serve the Town of Rivers and the RM of Daly. Board: 8 (AU appointed). District: Type 1. 
Services: DCH: DPCH. 
In 1981 the 20 bed Riverdale DPCH is opened. 

1989: Riverdale DHC RBC 16. Riverdale DPCH RBC 20. DHC Classification: Mun. 

ROBLININorthem/Park/Parkfand 
PSA: Town of Roblin, RMs of Shell River and Hillsburg, parts of the RMs of Shellmouth and 

Boulton, and the LGD of Park. 
1949: No Listing 

In 1950 the Roblin DH opens with an RBC of 28. 
In 1976 a new 25 bed DH and the attached 30 bed Roblin PCH opens. 

1985: In May the Roblin Health District is established by O in C #573/85 to serve the Town of 
Roblin, The RMs of Shell River and Hillsburg, and parts of the RMs of Shellmouth, 
Boulton and the LGD of Park. Board: 15 (All appointed). District: Type 1. Services: 
DHC; DPCH. 

1989: Roblin DHC RBC 25. Roblin DPCH RBC 20. DHC Classification: Mun. 

ROSSBURNMlestemlSouth-WestMlestman 
PSA: Village of Rossbum, RM of Rossbum and part of the LGD of Park. 
1949: No Listing 

In 1952 the Rossburn MNU opens with an RBC of 10. 
In 1959 the MNU expands to 16 beds. 

1981: In Febniary The Rossbum District Health Centre is established by O in C #153/81 to 
serve the Village and RM of Rossbum. Board: 7 (All appointed). District: Type 1. 
Services: DCH; DPCH; Ambulance Service. 
In 1982 the 20 bed Rossbum PCH is opened. 

1989: Rossbum DHC RBC 10. Rossbum DPCH RBC 20. DHC Classification: Mun. 

RUSSELUWestemlSouth-WestMlestman 
PSA: Town of Russell, Village of Binscarth, RMs of Russel and Silver Creek, and part of the 

RMs of Sheflmouth and Boulton. 
1949: Sacred Heart Hospital RBC 35. 

In 1970 a DH Board is fomed and the hospital is expanded to an RBC of 38. 
In 1972 the 40 Russell PCH is opened. 

1989: Russell DH RBC 30. Russell PCH RBC 40. DH Classification: Mun. The DH and PCH 
boards are different. 

STE. ANNE /Eastem/South€ast/Eastman 
PSA: Village of Ste. Anne, RMs of Ste. Anne and Tache. 
1949: No Listing 

In 1954 the Ste. Anne MNU opens with an RBC of 8. 
In 1954 the Greenland PCH with an RBC of 10. 
In 1959 the Greenland PCH expands to 22 beds. 
In 1966 the 25 bed Villa Youville PCH is opened. 
In 1972 the Villa Youville PCH expands to 75 beds. 
In 1980 G~enland PCH closes. 
In 1982 a new 18 bed DH is opened. 

1989: Ste. Anne DH RBC 21. Villa Youville PCH RBC 75. DH Classification: Mun. The DH 
and PCH boards are different. 



STE. ROSE du LAC/NorthernîPariûParkIand 
PSA: Village of Ste. Rose du Lac, RMs of Ste. Rose and Lawrence, part of the RM of Ockre 

River, part of the LGD of Alonsa. 
1949: Ste. Rose Hospital RBC 27. 

In 1959 the Ste. Rose Hospital expands to an RBC of 71. 
In 1975 the 40 hi Dr. Gendreau Memorial PCH is opened. 

1989: Ste. Rose Hospital RBC 68. Dr. Gendreau Memorial PCH RBC 40. Hospital 
Classification: Rel. The Hospital and PCH boards are different. 

ST. CLAUDUEastemtSouth-WestlCentraI 
PSA: RM of Grey. 
1949: No Listing 

In 1957 St. Claude MNU opens with an RBC of 13. 
In 1 982 the 20 bed Manior de St. Claude PCH is opened. 
In 1984 a new 12 bed DH building is opened. 

1989: St. Claude OH RBC 12. Manoir de St. Claude PCH RBC 18. DH Classification: Mun. 
The DH and PCH have the same board. 

ST. PIERRE30LYS/Eastem/South-Eaffistman 
PSA: Village of St. Pierre-Jolys, RM of De Salabeny. 
1949: No Listing 

In 1950 the De Salaberry MNU opens with an RBC of 12. 
In 1956 the MNU expands to 21 beds. 
In 1957 the Providence St. Theresa PCH in Otterbume opens with an RBC of 42. 
In 1974 the St. Pierre ?CH opens with an RBC of 16. 
In 1979 the Providence St. Theresa PCH closes. 

1984: In November the Centre Medico-Social De Salabeny District Health Centre is 
established by O in C #1252/84 to serve the Village of St. Pierre-Jolys and the RM of De 
Salabeny. Board: 7 (AI1 appointed). District: Type 1. Services: DHC; DPCH, Ambulance 
Seivice. 

1989: De Salabeny DHC RBC 16. Manoir St. Pierre DPCH RBC 16. DHC Classification: Mun. 

SELKIRK/Eastem/lnteriake/lnterlake 
PSA: Town of Selkirk, RMs of St. Andrews and St. Clements. 
1949: Selkirk DH RBC 42. 

In 1952 the Bethania PCH (St. Andrews) opens with an RBC of 82. 
In 1955 the Selkirk DH expands to 74 beds. 
In 1956 the Selkirk PCH opens with an RBC of 67. 
In 1969 the Betal PCH opens with an RBC of 62. 
In 1970 the Bethenia PCH closes when the new 76 bed Tudor House PCH opens. 
In 1981 Selkirk PCH closes when the a new 104 bed Red River Place PCH opens. 
In 1984 a new 75 bed DH is opened. 

1989: Selkirk DH RBC 75. Betel PCH RBC 94. Tudor House PCH RBC 76. Red River Place 
PCH RBC 104. DH Classification: Mun. The DH and al1 PCH boards are different. 

SHOAL LAKEMIestemISouth-WestMlestman 
PSA: Villages of Shoal Lake and Strathclair, the RMs of Shoal Lake and Strathclair, and part 

of the LGD of Park. 
1949: Shoal Lake DH RBC 15. 

In 1953 the DH expands to an RBC of 23. 
In 1974 the Morely House PCH opens with an RBC of 40. 



SHOAL LAKE (continued) 
1981 : In February the Shoal Lake-Strathclair Health Centre is established by O in C W52181 to 

sewe the Village of Shoal Lake. the RMs of Shoal Lake and Strathclair, and part of the 
LGD of Park. Board: 11 (All appointed). District: Type 1. Services: DHC;DPCH; 
Ambulance Service. 

1989: Shoal Lake-Strathdair DHC RBC: 23. Moriey House OPCH RBC 40. DHC 
Classification: Mun. 

SNOW LAKE/Northeni/Northeni/Nornan 
PSA: Town of Snow Lake 
1949: Hudson Bay Mining Employees' Health Ass. Hospital RBC 7. 

In 1980 the Snow Lake HC opens with an RBC of 7. 
1989: Snow Lake HC RBC 4. HC Classification: Mun. 

SOURISMlestenilSouth-WestMlesbnan 
PSA: Town of Souris, RM of Glenwood, parts of the RMs of Whitehead, Oakland, Whitewater, 

and Sifton. 
1949: Souris DH RBC 25. 

In 1954 the DH expands to 34 beds. 
In 1956 Riverbend PCH opens with an RBC of 16. 
In 1965 Victoria Park Lodge PCH opens with an RBC of 24. 
In 1971 a new 36 bed DH is opened. Riverbend PCH closes. 
In 1976 the 34 bed Souris PCH opens. It is attached to the DH. 

1986: ln September The Souris Health District is established by O in C #IO44186 to serve the 
Toms of Souris and Hartney, the RMs of Cameron and GIenwood; and parts of the RM 
of Oakland, Siflon, Whitehead, and Whitewater. Board: 15 (All appointed). District: Type 
1. Services: DHC; DPCH, Ambulance Senrice. 

1989: Souris DHC RBC 30. Souris DPCH RBC 34. Vidoda Park Lodge PCH RBC 20. DHC 
Classification: Mun. DHC/DPCH board differs from that of the PCH board.. 

STElNBACHIEastemlSouth-East/Eastman 
PSA: Town of Steinbach, RMs of Hanover and La Broquerie containing the comrnunities of St. 

Adolph and Grunthal. 
1949: Bethesda DH RBC 43. 

In 1959 the Mennonite lnvalid Home PCH opens with an RBC of 30. 
In 1963 the Mennonite lnvalid Home is renamed the Rest Haven Home. 
In 1963 the Menno Home for the Aged opens in Grunthal with an RBC of 31. 
In 1964 a new 65 bed DH is opened. 
In 1972 the Bethesda PCH opens with an RBC of 60. 
In 1973 the 40 bed St. Adolph PCH opens in St. Adolph. 

1988: In October The Bethesda Health and Social Sewices District is created by O in C 
Ml7188 to serve the Town of Steinbach and RMs of Hanover and La Broquerie. Board: 
12 (All appointed). District: Type 1. Services: DHC; DPCH. 

1989: Bethesda DHC RBC 60 AT/ 20 ET. Bethesda DPCH RBC 60. Rest Haven PCH RBC 60. 
Menno Home for the Aged PCH RBC 40. St. Adolph PCH RBC 42. DHC Classification: 
Mun. The DHCIDPCH board differs from those of the PCHs. 

STONEWALUEasternllnterlake/lnterlake 
PSA: Town of Stonewall; parts of the RMs of Rockwood and Woodlands. 
1949: No Listing 

In 1952 the Rockwood-Stonewall MNU opens with an RBC of 8. 
In 1961 the MNU is expanded to a DH with an RBC of 18. 
In 1976 the 30 bed Rosewood Lodge PCH is attached to the DH. 



STONEWAU (continued) 
1981 : tn February the Stonewalt 8 District Health Centre is established by O in C #124/81 to 

sewe the Town of Stonewall, the RM of Rosser, and parts of the RMs of Woodlands and 
Rockwood. Board: 9 (Al1 appointed). District: Type 1. Services: DHC; PCH, Ambulance 
Sewice. 

1989: Dr. Evelyn Memorial DHC RBC 18. Rosewood Lodge OPCH RBC 30. DHC 
Classification: Mun. 

SWAN LAKEMlesterniSouth-WestMlesbnan 
PSA: The RM of Lome. 
1949: No Listing 

In 1955 the Lome Memonal MNU opens with an RBC of 11. 
In 1969 the MNU expands to 22 beds. 
In 1980 the MNU converts to a DH with an RBC of 22. 

1989: Lome Mernorial DH RBC 22. DH Classification: Mun. 

SWAN RlVERINorthem/Park/Parkland 
PSA: Town of Swan River; Part of the RM of Swan River, RM of Minitonas; LGD of Mountain 

(induding Birch River). 
1949: Swan River DH RBC 30. 

In 1949 the Birch River MNU opens with an RBC of t O. 
In 1958 the Swan River DH expands to 42 beds. 
In 1962 the Swan River Valley Lodge PCH opens with an RBC of 53. 
In 1966 the DH expands to an RBC of 68ATf 20 ET. 
In 1973 the Swan River Valley PCH opens with an RBC of 60. 
In 1975 the Birch River MNU is closed. 

1989: Swan River DH RBC 68ATl19 ET. Swan River Valley Lodge PCH RBC 50. Swan River 
Valley PCH RBC 60. DH Classification: Mun. All facilities are under the same board. 

TEULONIEasternllnterlake/lnteriake 
PSA: Village of Teulon, parts of the RMs of Rockwood, Woodlands and St. Laurent. 
1949: Hunter Memorial DH RBC 30. 

In 1955 a new 20 bed DH is opened. 
In 1977 a new 20 bed DH is opened along with the attached Goodwin Lodge PCH with 
an RBC of 20. 

1986: In January the Teulon-Hunter Memorial Health Centre is established by O in C #93/86 to 
serve the Village of Teulon and parts of the RMs of Rockwood, Woodlands, and St. 
Laurent. Board: 11 (Al appointed). District: Type 1. Services: DHC; DPCH; Ambulance 
Service. 

1989: Teulon-Hunter Mernorial DHC RBC 20. Goodwin Lodge DPCH RBC 20. DHC/DPCH 
Classification: Mun. 

THE PAS/NorthemlNorthernINonnan 
PSA: Tovm of The Pas, LGD of Consol. 
1949: St. Anthony's Hospital RBC 76. 

In 1951 St. Anthony's Hospital expands to a RBC of 96. 
In 1958 the 96 bed Eventide PCH is opened, 
In 1969 the Eventide PCH is renovated and renarned St. Paul's PCH with an RBC of 72. 

1989: St. Anthony's Hospital RBC 84. St. Paul's PCH RBC 70. Hospital Classification: Lay. 
Both facilities are owned by The Pas Heaith Complex Inc. 



THOMPSON/Northe~oRhem/Thompson 
PSA: City of Thompson, LGD of Mystery Lake 
1949: No Listing 

In 1960 the International Nickel Company Hospital opens in 1960 with a RBC of 32. 
In 1967 the hospital is converted to a Provincial facility and expands to 75 beds. 

1989: 1 hompson General Hospital RBC 100. Classification: Prov. 

TREHERNE/Eastem/South-WesWCentral 
PSA: Village of Treheme, RM of Victoria, part of the RM of South Norfolk. 
1949: NoListing 

In 1955 the Victoria, South-Norfolk Treheme DH opens with an RBC of 22. 
In 1976 the 22 bed Tiger Hills PCH opens. 

1984: In February the Tiger Hills Health District is established by O in C #Il4184 to serve the 
Village of Treheme, the RM of Victoria and part of the RM of South Norfolk. Board: 8 
(Al1 appointed). District Type 1. Services: DHC; DPCH; Ambulance Sewice. 

1989: Tiger Hills DHC RBC 18. Tiger Hills DPCH RBC 22. DHC Classification: Mun. 

VIRDENiWestemlSouth-WesüWestman 
PSA: Town of Virden, parts of the RMs of Wallace, Pipestone, Woodworth and Sifton. 
1949: Virden DH RBC 18. 

In 1952 the Virden DH RBC expands to 32. 
In 1965 the 50 bed Sherwood PCH is opened. 
In 1972 the 50 bed Westman PCH is opened. 

1987: In March Heaith District No. 10 is established by O in C #255/87 to sewe the Town of 
Virden, the Villages of Elkhom and Reston, the RMs of Wallace and Pipestone and 
parts of the RMs of Woodworth and Sifton. Board: 15 (All Appointed). District: Type 1. 
Services: DHC; DPCH, Ambulance Sewice. 

1989: Virden DHC 32. The Sherwood PCH RBC 50. Westman PCH RBC 50. DHC 
Classification: Mun. The DHC and PCHs boards are different. 

VITA/Eastern/South-EastlEastman 
PSA: Village of Via, LGDs of Stuartbum and Piney. 
1949: VitaDHRBC18. 
1954: Via DH RBC 18. 

In 1976 the 30 bed Shevchenko PCH is attached to the OH. The DH RBC drops to 13. 
1980: In January the V ia  and DistrÏct Health Centre is established by O in C #26/80 to serve 

parts of the LGDs of Piney and Stuartbum. Board: 9 (4 appointed,5 elected). District 
Type 1. Senrices: DHC; DPCH; Ambulance Service. 

1989: Vita DHC RBC 'î j.  Shevchenko PCH RBC 30. DHC Classification: Mun. 

WAWANESAMlestenilSouth-WestMlestman 
PSA: Village of Wawanesa, parts of the RMs of Riverside Oakland and South Cypress. 
1 949: No Listing 

In 1953 the Wawanesa MNU opens with an RBC of 10. 
1979: ln November the Wawanesa & District Mernorial Health Centre is established by O in C 

#1127/79 to serve the village of Wawanesa and parts of the RMs of Oakland, Riverside, 
and South Cypress. Board: 9 (AI1 appointed). Distrid Type 1. Services: DHC; DPCH; 
Ambulance Service. 
In 1981 the 20 bed Wawanesa PCH is opened. 

1989: Wawanesa DHC RBC 9. Wawanesa DPCH RBC 20. DHC Classification: Mun. 



WHlTEMOUTH/Eastem/South-East/Eaman 
PSA: Village of Whitemouth, RM of Whitemouth, LGD of Reynolds. 
1949: No Listing 

In 1950 the Whitemouth MNU opens with an RBC of 10. 
1985: In June the Whitemouth District Heaith Centre is established by O in C #?O6185 to serve 

the RM of Whitemouth and part of the CGD of Reynolds. Board: 5 (AI1 appointed). 
District Type 1. Services: DHC; DPCH. 
In 1987 the 20 bed Whiternouth PCH is opened. 

1989: Whiternouth DHC R8C 6. Whitemouth DPCH RBC 20. DHC Classification: Mun. 

WNKLER/Eastem/South-WeMCentral Reg ion 
PSA: Town of Winkler, parts of the RMs of Stanley, Rhineland, and Roland. 
1949: Bethel DH RBC 32. 

In 1958 the 90 bed Salem PCH opens. 
In 1965 the DH is expanded to an RBC of 57 beds. 
In 1973 the Salem PCH is expanded to an RBC of 118. 

1989: Bethel DH RBC 57. Salem PCH RBC 125. DH Classification: Mun. The DH and PCH 
boards are different. 

WINNIPEGOSlS~orthem/ParWPa~tand 
PSA: Village of Winnipegosis, RM of Mossey River, part of the LGD of Mountain. 
1949: Crerar Hospital RBC 14. 

In 1966 a new OH building opens with an RBC of 22. 
In 1981 the 20 bed Winnipegosis-Mossey River PCH opens. 

1989: Winnipegosis General Hospital RBC 18. Winnipegosis-Mossey River PCH RBC 20. GH 
Classification: Rel. 60th facilities have the same board. 



APPENOIX C: 
WINNIPEG'S INSTITUTIONAL SECTOR 

This Appendix reviews capacity changes in hospitals and fong-term care facilities funded 
by the Province during the time frame of this study as well as the service delivery roles of 
Community Health Centres established, in al1 but one case, foflowing the eledion of the 
Schreyer administration in 1969. 

The geographic area utilized for the facilities described in this Appendix was first defined 
by the Roblin administration when it implemented a metropolitan system of government for the 
City of Winnipeg and its surrounding rnunicipalities in 1960. While the implementation of this 
system integrated a range of administrative fundions, such as planning, zoning, tax assessment 
and garbage disposal, public health services remained a local undertaking within the jurisdiction 
of the municipal governments participating in the metropditan system. 

In 1972 the Schreyer administration implemented the Unicity system which 
amalgamated the City of Winnipeg with twelve adjacent rnunicipalities to forrn a single 
municipal government. The twelve municipalities included in unicity were; the Cities of St. 
Boniface and St. James. the Towns of Tuxedo and Transcona, and the RMs of Assiniboia, 
Ctiarleswood, East Kildonan, Fort Gary, North Kildonan, Old Kildonan, St. Vital, and West 
Kildonan. 

While the geographic boundanes of the Unicity define the Winnipeg Region for the 
purposes of these profiles, it is noteworthy that within the boundaries of the old City of Winnipeg, 
responsibility for the delivery of public health services was retained by the City of Winnipeg. 
LHUs funded by the other municipalities included in Unicity were integrated within the province's 
regional system in 1973. 

PUBLIC GENERAL HOSPITALS 

The Childrenas Hospital 
This Hospital was established in 1909 and operated from at site in Winnipeg's Redwood 

and Main street area until a new facility was constructed in 1956 at the Manitoba Medical Centre 
site. 
1949: RBC 77 

In 1956 a new facility opens on the Manitoba Medical Centre site. 
1959: RBC 232 
1969: RBC 232 

In 1973 the facility becomes part of the Heafth Sciences Centre. 

Concordia Hospitai 
This Hospital was established in 1934 by the Mennonite Hospital Society through the 

purchase of the Winnipeg Sanatorium building located in the Elmwood area of Winnipeg. 
1949: RBC 50 
1959 RBC 81 
1969: RBC 69 

In 1973 a new 132 bed facility is opened in the east Elmwood area. 
1977: RBC 124 
1981: RBC132 
1989: RBC 136 



D A  Stewart Rehabilitation Hospital 
This Hospital began operations in 1962 on the Manitoba Medical Centre site. It was 

operated by the Sanatorium Board of Manitoba prior to its integration with the HSC. 
1964: RBC 160 
1969: RBC 234 

In 1973 the facility becornes part of the Health Sciences Centre. 

Gmce Hospital 
This Hospital was established in 19û6 in the Ariington Street area by the Salvation Amy. 

lt prirnary service area was the west Winnipeg area. 
1949: RBC 260 

In 1955 reriovations reduce the number of beds. 
1959: RBC 208 

In 1966 a new 260 bed facility opens in the St. James. 
1969: RBC 258 

In 1971 a 40 bed psychiatrie unit is opened. 
19n: RBC 302 
1981: RBC 302 
1989: RBC 301 

Heatth Sciences Centre 
The HSC was established in 1973 through the amalgamation of the Winnipeg General 

and Children's Hospitals, the D.A. Stuart Centre, the Winnipeg Psychiatrie Institute, and 
the Women's Pavifion. It is located in central Winnipeg on the fonner Manitoba Medical Centre 
site. 
1974: RBC 1404 

In 1976 Phase I planning for the redeveloprnent of the HSC site is approved with a 
capital budget of $26-5 million. This planning focuses on the reduction of in-patient beds 
and increases in the Centre's ambulatory and emergency capacity. Major construction 
starts in the fall of 1979. 

1 977: RBC 1339 
1981 : RBC 1277 
1989: RBC1113 

Misericordia General Hospital 
The Misericordia General Hospital was established in 1907 by the Les Soeurs de 

Misericorde, a group attached to the Catholic Church. It is located in the south central area of 
Winnipeg and sewes residents from that area and adjacent municipalities to the south and west. 
1949: RBC 247 

In 1950 27 new beds are added. 
In 1957 a 150 bed expansion is completed. 

1959: RBC 427 
1969: RBC 418 
1977: RBC 409 
1981: RBC 409 
1989: RBC 409 

Shrinef s Hospital/Rehabilitation Centre for Children 
This Hospital was established in 1950 by the Shriner Khartum Temple to provide 

orthopaedic services to children in Manitoba. It opened with an RBC of 40. 
1959: RBC 40 
1969: RBC 40 

In 1975 an agreement between the province and the Khartum Temple converts this 
facility to an out-patient rehabilitation centre. 



Shnnef s H~spitaVRehabil~tation Centre for Children (continued) 
1977: RBC 40 

On March 2, 1981 this centre is i~UXp~rat€?d as an extended treatrnerit facility and is 
renamed the Rehabilitation Centre for Children. 

1989: RBC 20 

St. Boniface Hospital 
This Hospital was established in 1871 by the Sisters of Chanty Grey Nuns. It is located 

in the St. Boniface area of Winnipeg and serves residents from that area and municipalities to 
the south and east of Winnipeg. 
1949: RBC 427 

In 1955 a new wing is opened expanding the total bed capacity. 
1959: RBC 723 
1969: RBC 658 
1977: RBC 605 

In 1981 a 48 bed psychiatn'c residence is opened. 
1981: RBC 624 
1989: RBC 617 

Seven Oaks Hospital 
The construction of this facility, in the northem part of Winnipeg, was announced by the 

Sctireyer administration in 1974 ,however construction did not begin until 1977. It was largely 
completed in late 1980 and the first patient was admitted on January 14, 1981. The faciMy 
combines 216 adive treatment beds with 120 extended treatment beds. 
1984: RBC 332 
1989: RBC 326 

Victoria Geneml Hospital 
This Hospital began operations in 1912 at a site in central Winnipeg. In 1970 it moved 

to the Fort Garry area on the south-west side of the City. 
1949: RBC 78 

In 1950 a new 80 bed wing opens. 
1959: RBC 145 
1969: RBC 139 

In 1970 a new 254 hospital tocated in south Fort Gany opens. 
1977: RBC 254 
1981: RBC 252 
1989: RBC 246 

Winnipeg General Hospital 
This Hospital was established in 1872. Located at the former Manitoba Medical Centre 

site in central Winnipeg, it became part of the Health Sciences Centre cornplex in 1973. 
1949: RBC 613 

In 1950 a new 150 bed wing is completed . 
In 1 958 further expansion increases total bed capacity . 

1959: RBC 864 
In 1966 a 175 bed expansion opens. 

1969: RBC 967 
ln 1973 the facility becomes part of the Health Sciences Centre. 



EXTENDED TREATMENT HOSPITALS 
Deer Lodge Hospital 

This Hospital began operations in 1916 as a federal convalescent facility for WW 1 
veterans. Located in the old City of St. James it served veterans from Manitoba and northem 
Ontario as well as Amed Forces and RCMP staff from those areas. In 1949 its RBC was 440 
which decreased to 300 beds by1981. In 1982 the Province and the Federal govemment signs 
an agreement giving the province to take ownership of the facility effective April 1, 1983. That 
year province rnoved patients from the facility and began renovations. 
1984: RBC 94 

In 1987 the construction of a 200 bed expansion is announced. 
1989: RBC 106. 

St. V'bl Hospital 
This Hospital was constructeci in the 1920s in the RM of St. Vital by the Sisters of Charity 

Grey Nuns to serve as an extended treatment facility and was originally called the St. Boniface 
Convalescent Hospital. 
1949: RBC 40 
1959: RBC 40 
1964: RBC 40 

In 1966 the facility is renovated and expanded. 
1969: RBC 188 
1977: RBC 188 
1981 : RSC 188 
1988: RBC 184 

Winnipeg Municipal Hospitals 
This complex of facilities began operations in 1912 with the construction of the King 

Edward Memorial Hospital as a tuberculosis treatment facility. In 1914 the King George Hospital 
was added for the treatment of infectious diseases. In 1950 the Princes Elizabeth Hospital was 
build as a chronic treatment facility. 
1949: RBC 299 (King Edward:124/King George:1 75) 

In 1950 the King George's RBC falls to 80 with the addition of the Princess Elizabeth 
Hospital with an RBC of 208. 

1959: RBC 503 
1969: RBC 401 
1977: RBC 401 
1981: RBC 401 

In 1985 a major redevelopment of the Hospital is announced. 
1989: RBC 337 

LONG-TERM CAR€ FAClLlTlES 

Provincial reporting of the capacity of these facilities did not begin until 1963. As a 
result, this section begins with the 1964 capacity of proprietary and non proprietary nursing 
homes and hostels in metropolitan Winnipeg. 
1964: 29 institutions: Total RBC 1883 
1969: 35 institutions: Total RBC 2520 
1977: 36 institutions: Total RBC 4275 
1981 : 34 institutions: Total RBC 4048 
1989: 33 institutions: Total R0C 4594 



COMMUNIW HEALTH CENTRES 

Heatth Action Centre 
Planning for this Centre began in 1971 when a community gmup was awarded a Local 

lmpmvement Projed (LIP) grant to hire nine persons to undertake heaith promotion and out- 
reach programs in Winnipeg's core area. In 1974 the Citizen's Heatth Action Centre was 
incorporated as a non-profrt corporation under the province's Company's Act to provide services 
to inner city residents. The Centre is govemed by the board of the Heaith Sciences Centre. 
The range of services indude: clinical medical services; public health nursing; cornmunity 
mental health nursing; child day Gare, preventive out-reach progmms. 

Hope Community Health Centre 
This Centre began operations in April 1986 in the core area of Winnipeg. Its mandate is 

to provide services to First Nations persons living in the core area. The range of services 
indude: pubic heakh nursing, social services, and preventive out-reach prograrns. 

Klinic 
Winic began as a crisis intervention "street dinicm in the late 1960s with funding from 

federal grants related to the non-medical use of dnigs. Psychological and social services 
counselling along with public health nursing was added to Klinic's service base in June 1972 
through funding by the provincial Department of Health and Social Development. Klinic's 
service base was further expanded in 1974 when the MHSC agreed to fund the senAces of a 
physician. f he centre is govemed by a board eleded by the sitting board and serves residents 
from ail areas of Winnipeg. The range of services indudes: dinical medical c m ;  nursing 
outf-each, community mental health services; occupational heaffh services; social services; crisis 
intervention. 

Mount Carmel Clinic 
Mount Carmel Clinic was founded in 1926 as a Jewish charity providing medical services 

to immigrants. It is located in north central Winnipeg and is govemed by a board made up of 
persons appointed by local organizations and efected from the community served by the Clinic. 
Mount Carmel pioneered many of the services common to C,H.C.s in Manitoba and maintains a 
number of unique prograrns in the area of phannaceutical services and out-reach preventive 
services. Between 1958 and 1974 the Clinic was Iatgely financed by three sources: fee-for- 
service billings to provincial health insurance programs; grants from the province for specialized 
services; and grants from the United Way. In 1974 the Clinic was placed on a block payment 
system with costs shared by the MHSC and the Department of Health and Social Development. 
On September 24, 1982 a new clinic building was opened. The range of services includes: 
clinical medical services; public health nursing and out-reach services; occupational health 
services social services; pharrnacy services; home care; dental sewices. 

Nor'-west Co-operative Health and Social Services Centre 
Planning for this centre began in 1972 based on a survey of health and social services 

needs by the Co-operative Housing Association of Manitoba who intended to develop new 
services to its members. While the original intent of the centre was not realized, it began 
operations in 1974 as a CHC for residents in the northwestem part of Winnipeg. It is governed 
by a fifteen member board elected by the rnembership of the co-operative. The range of 
services includes: clinical medical services; public heatth nursing and out-reach senrices with a 
focus on the needs of first nations persons. 



Youville Clinic 
This centre was estabfished by the Grey Nuns in 1984 to provide services to persons in 

the St. Boniface area of Winnipeg. The prirnary focus of this centre is the provision of nursing 
services and health education to persons in their homes. 

Village C h i c  
This centre was opened in eariy 1984 and concentrates on medical, nursing and social 

services supports to persons with HIVtAIDS. It serves al1 residents of Winnipeg and offers out- 
reach support to residents of niml Manitoba. The range of services includes: dinical medical 
services, nursing and out-reach services, counselling program, community education programs. 

Womenas Health Centre 
The focus of this Centre is to provide prirnary medical services and counselling services 

in the area of reproductive health. The Centre serves residents of Winnipeg and rural Manitoba. 
The range of setvices indudes: reproductive counselling; self-help groups. 



APPENDIX D: 
SUPPLEMENTARY DATA 

This Appendix contains Figures and Tables that sente as the data base for the Tables 
containeci in Chapters 3 through 8. The data in the Tables has been colleded from a variety of 
sources including the 1952 Advisory Heaith Suwey Cornmittee Report, the 1959 Hospital Survey 
Board Report, Department of Heatth Annual Reports, and MHC/MHSC Annual Reports and 
Statistical Supplements. The contents of this Appendk include: 

Figures 

Figure 0.1 : 1959 LHU Boundaries 
Figure 0.2: 1950 Hospital District Boundaries 
Figure D.3: 1974 MHSC Regional Boundaries 

Tables 

Table DA: Provincial Facilities Growth 1949 to 1959 
Table 0.2: Provincial Heaith Expenditures 1949 to 1959 
Table 0.3: Provincial Facilities Growth 1959 to 1969 
Table 0.4: Provincial Health Expenditures 1 959 to 1969 
Table D.5: Cornmissioner of Hospitalization/MHC Budgets 1959 to 1969 
Table 0.6: Provincial Facilities Growth 1969 to 1977 
Table 0.7: Provincial Heatth Expenditures 1969 to 1978 
Table 0.8: MHC/MHSC Budgets 1969 to 1979 
Table D.9: Provincial Facilities Growth 1977 to 1981 
Table 0.1 0: Provincial Health Expenditures 1978 to 1981 
Table 0.1 1 : MHSC Budgets 1979 to 1981 
Table 0.1 2: Provincial Facilities Growth 1981 to 1989 
Table 0.13: Provincial Heaith Expenditures 1981 to 1989 
Table O. 14: MHSC Budgets 1981 to 1989 
Table D.15: Provincial Hospital Growth 1949 to 1989 
Table D.16: Provincial LTC Growth 1959 to 1989 
Table 0.17: Rural DHC Growth 
Table 0.18: Provincial Heaith Care Expenditures 1949 to 1989 



Figure D.1: 1959 LHU BoundarÏes 



Figure D.2: t 950 Hospital DistrÏct Boundaries 
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Figure 0.3: 1974 MHSC Regional Boundaries 
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1 Table D-1: 1 

- - - - - . . 

1 Provincial Facilities Growth 
11949 ta 1959 I 

/Centtaln=13 I I 

30 29 1 ~i tona ( 30 1 O 
1 carman 19 43 42 I O 
! Emerson O O 10 O 
Gladstone 8 22 22 O j ~aff iregor O 6 6 O 

i Manitou O 8 1 O O r 

l Morden 22 28 57 33 

1 Notre Dame O 8 8 1 14 
l~ortage La Prairie 60 80 1 83 1 50 1 
1 St. Claude O O l 13 I O t 

j Treheme O I O 22 O 
Winkler 32 32 I 25 [ 93 

1 Total Rated Capacity 182 277 349 218 , 

I Communities with Facilities 7 10 13 5 
1 
I 

1 Eastman n = 8 
1 Beausejour O 22 22 O 
Lac du Bonnet O O O O 

I Pine Falls 15 30 30 O 
1 Ste. Anne O 8 13 22 
i St. PierreJolys O 12 21 42 
' Steinbach 43 42 42 30 
h a  18 18 13 O 

- - 

i Whitemouth O 10 10 O 
Total Rated Capacity 76 142 151 94 

s Communities with Facilities 3 7 7 3 

ilnterlake n = 7 
+ Arborg & FB O 18 19 O 
Ashem O 9 10 , O 

i Eriksdale 10 10 9 O 
1 Gimli 36 36 24 91 
Selkirk 42 42 7 1 149 
Stonewall O 8 9 O 
Teulon 30 30 20 O 
Total Rated Capacity 118 153 162 240 
Communities with Facilities 4 7 7 2 



i Table D.l (continued): 1 I 

hovincial Facilities Growth I 

1949 to 1959 Rated Beds a Rated Beds 1 fbted Beds iLTC Beds 

 lin Flon 48 88 117 i O 

$eaf Rapids O O O 0 
jLynn Lake O 11 II ' O 
! Snow Lake 7 7 10 O 
i The Pas 76 96 100 ! 96 . 
jThornpson O O O O A 

.Total Rated Capacity 131 202 238 96 
lcommunities wlh  Facilities 2 4 4 1 
I 

i 

L 

[Parkland n = 9 t 
_Benito O 10 10 I O 
, Dauphin 89 89 I 63 1 42 
Gilbert Plains 10 10 10 0 1  

, Grandview 8 l 8 20 12 1 
McC rea ry O 8 8 1 0 '  
Roblin O 28 I 32 O 

Ste. Rose 27 27 71 O 
4 

Swan River 30 42 52 O 
1 ~innipegosis 14 14 ! 17 a O 
!Total Rated Capacity 178 236 283 54 
/ Communities with Facilities 6 9 9 2 
i 

)  estm man n = 27 
Baldur O 8 8 O 
Birtle 8 8 28 O 
Bosseva in 10 10 17 O 

! Brandon 202 202 367 392 
Carberry O 10 16 14 
Cartwnght O 8 8 O 

i Crystal City 10 10 16 O 
Deloraine 14 16 20 16 - 
Elkhom O 9 9 O 

I Erikson O 6 15 20 ' 

1 Gienbom O O IO 16 A 

1 Hamiota 8 26 28 O 
' Hartney O 4 4 O 
Killarney 30 30 3 1 41 
Melita O O 22 O 

i Minnedosa 9 26 25 22 
Neepawa 23 34 35 26 
Pilot Mound O 8 8 O 
Reston O 8 8 O 
Rivers O O 20 O 
R O S S ~ U ~  O 10 16 : O 1  
R U S S ~  35 35 28 O ; 
Shoal Lake 15 23 24 O I 



i Table DA (continued): 
I Provincial Faciliües Growth 
11949 to 1989 
Westman (continued) I 

! Souris 25 34 34 16 
i Swan Lake O O 11 O 
j Virden 18 32 33 1 0  
Wawa nesa O l 5 l 10 j O 
Total Rated Capacity 407 562 851 1 563 
Communities with Facilities 13 23 27 9 

1 

I 
t Winnipeg Public Hosptials Rated Beds Rated Beds , Rated 6eds ltTC Be* 

i ' 1949 1954 , 1959 1959 
1 Children's 77 232 
l Concordia 50 81 
i G R C ~  260 208 
, Misericordia 247 427 
-Winnipeg Municipal Hospitals ' 175 ' 543 . 
St. Boniface 427 I 723 

40 3. Vaal Convalescent 40 ' 

-Shriners Hospital O l 40 1 d 

Vidona I 78 , 145 
Winnipeg 61 3 864 
Total 1967 ! 3303 

LTC Facil ities 700 1883 ; 

b 

! Sources: 1953 Manitoba Advisoiy Health Suwey Cornmittee Report 
I : 1961 Manitoba Hospital Survey Board Report 



Table 0.2: I 1 

I Provincial Heaith Care Expenditures 
7 i 

11949 to 1959 1949 1 I 1959 ' 
t 
I 

I 

I 1 1 1 I 

3752221 4 i i 85356800/ 1 Total Provincial Expenditures 4 

Total Provincial Revenues 3752221 4 1 1 85356800f 1 

f 

i 

Surplus @eficit) 0 1 I O 1 1 
l 1 1 

I I 

Heaith ~udget  ( k p t  ~ivsions) 1 % Total j 1 %  ~ o t a l  1 

L t 

1 Heatth Expenditures as % of Total Expendlures ! 10.03392 1 - 12.69933 / 
, 

~xecutive Division 17773114.720675i 43625114.0245521 
Psychiatrie Services Division 180841 5 i 48.03292 1 3975474 i 36.67499 1 

Public Heaith Services Division i 1 %  Total 1 1 % Total 
Division Administration ! 6567 1 0.5377% 21 809 1 0.852095, 

, Environmental Sanitation l 
I 389141 3.18ô561! 7521 5 1 2.93871 i 

Public Heaîth Services Division 1221191132.43579 
Institutional Services 55761 2 / 14.81 061 

' Total Health Expenditures 3764949 i 100 

Food Contml 7060 1 12435 1 1 l 

, -  

2559456~23.61178j 
3868561 : 35.68868 i 

1 08397421 100 1 

1 Industrial Hygiene 11071 1 ! 20578 I 

t 

Preventive Medical Sewices 7750 1 0.634626 1 14322 1 0.559572 
,, Disease Control 261 197 i 21 -38871 1 637921 j 24.92409 
,TB Control 390791 1 32.00081 i 1008983 1 39.421 78 
Matemal & Child Hygiene 10753 1 1 1 3649 t 

1 Public Heaith Nursing 5831 1 i 4.774929 1 91 920; 3.591 388 1 
/ Local Heatth Services 19699 / 1.61 3097 1 7683i 0.300181 I 

1 

1 Local Health Units 255801 1 20.94685 1 31 7920 i 12.42139 ' 
1 Diagnostic Units 28838 2.361465 1 128630; 5.025677 
Medical Care 1563 [ l 3772 1 

/ Graduate Training 14900 1 44142 1 
I 
4 

MOHS in Unorganized Tenitories 5855 1 0.47945 I 12646 1 0.494089 
1 Emergency Air Services 1464 1 6363 1 

&Dental Care 18548; 1.518845! 27902 ' 1 -0901 54 , 
1 Provincial Lab Services 4791 9 I 3.923956 I 9401 7 3.67332 j 

184191 19549 1 1 Research Grants 
1 

1 

15771 ! i Physical Fitness 
Total 1221191 1 2559456i 

! lnstitutional Services l 

1 

1 Hospital Services and Grants 374995 67.2501 7 ' 31 96987 1 82.64021 j 
1 Hosmal Construction Grants 18261 7 1 32.74983 1 541 61 2 14.00035 ( 
] LTC Construction Grants 

1 
1 129962 i 3.35944 1 

1 Total 55761 2 1 1001 3868561 IOO] 
1 1 
1 Sources: Public Accounts of Manitoba Fiscal 1948-49 and 1958-59. l I 



i Table D.3: 1 

i Provincial FacilÏües Growth 
11959 to 1969 
1 I 

i ~ u r a l  Region and Key Rated Beds iLTC Bad4 Rated Beds i Ratad Beds , LTC Beds 1 
j Communiües 1959 ' 1959 1964 i 1969 1969 i 

1 Central n = 13 1 
I 

1 Cannan 42 O 42 . 42 70 
/ Emerson 10 O 8 18 O ; 
j Gladstone 22 O 22 25 O ; 
I MacGregor 6 O 6 12 O , 

1 Manitou 10 O 10 14 O / Morden 57 33 57 75 60 
Moms 21 28 52 52 , 26 

1 

Notre Dame 8 14 8 10 44 
:Portage La Prairie 

I 

83 50 94 94 82 l 

-St. Claude 13 ' O i  13 15 O 
Treherne 22 ' O 24 l 22 O i 

i Winkler 25 93 ' 26 1 57 70 ' 
l fotal Rated Capacity 349 218 1 400 474 400 
) ~ommuniües with Facilities 13 5 i 13 I 13 7 1 

' Eastman n = 8 
1 

Beausejour 22 O 21 21 O 
t i Lac du Bonnet O O O O O 

I Pine Falls 30 O 48 48 O 
; Ste. Anne 13 22 13 18 47 i 
1 St. Pierre-Jolys 21 42 - 21 2 1 42 
: Steinbach 42 30 65 95 107 1 
, Via 13 O 13 13 O ; 
1 Whitemouth 1 O O 10 10 O '  
Total Rated Capacity 151 94 191 1 226 196 

, Communities with Facilities 7 3 7 I 7 3 j 
I 1 

Interiake n = 7 l 
I * 

A m r g  8 FB 19 O 26 30 50 
Ashem 10 O 10 10 O 

1 Eriksdale 9 O 17 17 O i 

Gimli 24 9 1 24 24 85 1 
' Selkirk 71 149 74 77 203 q 

Stonewall 9 O 18 18 O 
: Teulon 20 O 20 23 O 
Total Rated Capacity 162 240 189 199 338 

j communities with Facilities 7 2 7 7 3 



1 Table D.3 (continued): l 1 
! 1 Provincial Facilities Growth : i 

il959 to f 969 . Rated Beds ~LTC Beda Rated Beds 1 Rated Beds i LTC Beds 1 
1 1959 : 1959 i 1964 1969 i 1969 ; 
Norman n = 8 1 I 1 

Churchill O O 41 I 41 I O t  

Flin Flon 117 O 119 ; 119 O ! 
O 1 0  O I 15 Gillam I O I 

I 

1 Leaf Rapids O O O O I O 
Lynn Lake 11 O 5 .  10 O 1 

I Snow Lake 10 O 7 1 7 i O 
The Pas 100 96 74 n 203 

l Thompson O O 32 75 O 
:Total Rated Capacity 238 96 278 1 344 ' 203 

1 6 I 7 1 Communities with Facilities 1 4 1 

I 

Paricland n = 9 1 1 1 I 
I 

Benito 1 O O 10 10 1 0 ;  
1 

-Dauphin I 63 1 42 139 ! 139 1 70 1 
10 O 21 t Gilbert Plains l 21 1 O 

Grandview 20 12 17 17 i 12 
McCreary I 8 O '  16 I I 16 i O 

i Roblin 32 j O 32 O 32 ! O !  
1 1 

Ste. Rose 71 \ O  71 l 68 
I 

0 
Swan River 52 O '  52 98 55 j 
Winnipegosis 17 ] O 17 22 I O '  
Total Rated Capacity 283 54 375 423 137 

, Cornmunities with Facilities 9 2 9 I 9 3 
I 
1 I 
I I Westman n = 27 1 

1 Baldur 8 O 16 I 16 O 1 
28 O 28 28 Birîle l O 

1 Bossevain 17 1 0  17 14 46 ; 
1 Brandon 367 392 406 41 3 474 ! 

/ ~arberry 16 14 29 29 16 
1 Cartwright 8 O 8 7 O 1 

/ Crystal City 16 O 16 16 1 O 1 

1 Deloraine 20 16 20 2 1 30 
T 

1 Elkhom 9 O 9 8 O ; 
l Erikson 15 20 14 14 22 l 

/ Glenboro 10 16 16 16 16 
I Hamiota 28 O 25 25 O 
i Hartney 4 O 5 9 O 
i Killamey 31 41 3 1 29 46 
i Melita 22 O 17 17 O 
' Minnedoça 25 22 25 35 22 
Neepawa 35 26 35 34 101 
Pilot Mound 8 O 8 8 30 

! Reston 8 0 15 17 O 
Rivers 20 O 20 1 20 O 

16 0 1  16 16 I O I hRossburn 
0 '  28 1 28 Russell 28 I O i  

+Shoal Lake 24 O 23 1 23 1 O 1 



1 Table D.3 (conünued): I , I 

i Provincial Facilities Growth l , 

i 1959 to 1969 
1 I 
1 

Westman (continued) 1 

l I 

' Souris 34 16 33 34 40 ! l 

,Swan Lake 11 O 11 22 O 1 I 

!Virden 33 O 32 j 32 50 
1 Wawanesa 10 O 10 , 10 O 1 

1 Total Rated Capacity 851 563 913 , / 941 893 1 
1 Communiües wiUi Facilities 27 9 27 27 12 ; 
I 
b 

Winnipeq Public Hosptials Rated Beds LTC Beds Rated Beds ' Rated Beds LTC Beds / 
1 1959 1959 1964 , 1969 1969 1 
j Children's 232 232 232 1 

[Concordia 81 79 69 l 

! Grace i 208 208 j 258 + 
~ikricordia 1 427 418 ! 418 ' t 

1 Rehabilitation Hospital I 160 ! 224 
St. Boniface 723 1 655 t 648 I 

St. Vital Convalescent 1 40 I 40 1 188 
Shriners Hospital 40 I 40 40 + 

' 145 145 1 139 Victoria 1 

Winnipeg General 864 ' 943 967 
t 
i 

j~ources : 1961 Manitoba Hospital Survey Board Report , 
l l 
I : 1969 Statistical Supplernent of the MHC - I 



:fable D.4: 
Provincial Heatth Care Expenditures 
1959 to 1969 1959 i 1969 

, , 

Total Provincial Expenditures 85356800 1 i 357331901 
1 Total Provincial Revenues 853S800 1 357331901 

0 : Surplus (Deficit) O 

1 1 
Heatth Expenditures as % of Total Expenditures : 12.69933 ! 

t 1 12.29765 ! 
I 

1 
, 

l 

1 

Health Budget (Dept. Divsions) : % Total l 

, Executive Division .r**C. 4jrcd 1 1 4.024552 ( 91 5930 
, Mental Health Division 3975474 i 36.67499 I 12945948 
r~ubl ic  Healh Services Division 2559456 1 23.61 178 l 859Vl1 
Institutional Services' 3868561 i 35.68868 21 483854 

I Total Health Expenditures a 10839742: 100 43943443 

%Total ' 
2.084338j 
29.46048; 
19.56% 1 

48.88978i 
t O0 ' 

!Detail l l 

Public Health Services Division ' '%  Total 
Division Administration 21 809 1 0.852095, 1341 197 

%Total 
1 5.59947 

1 Industrial Hygiene 20578 1 I 

1 Preventive Medical Sentices 14322 1 0.559572 1 43621 9 
Disease Control 637921 i 24.92409 1 141 51 8 

! Research Grants 19549 ! 

Environmental Sanitation 7521 5 ! 2.93871 1 373480 1 4.3439474 

1 -4 

5.073664: 
1 -645996 1 

Matemal & Child Hygiene 1 3649 
/ Public Heatth Nursing 91 920 : 3.591 388 1 198725 
Local Health Services 7683 0.3001 81 : 127079 
,Local Health Units 31 7920 i 12.421 39 i 3447û67 
Diagnostic Units 128630 
Medical Care 3772 1 

44142 I Graduate Training 
j MOHS in Unorganized Territories 1 2646 
j Emergency Air Sentices 6363 1 0.248608 ! 3631 2 
!Dental Care 27902 . 1 .O901 54 2021 44 
l Provincial Lab Services 94017 3.67332 459246 

; Physical Fitness 
/ Rehabilitation Services 1834724 
Total 2559456 859771 1 

, TB Contml 1000983 i 39.421 78 

2.31 1371 1 
1 A78056 i 
40.09285 1 

0.422345, 
2.351 137 
5.341491 

1 

l 

Fources: Public Accuunts of Manitoba Fiscal 1958-59 and 1968-69. 
* This amount represents the province's expenditure only. It does not include 

1 federal transfers or premium revenues paid to the MHC. 1 

1 
t 

I Institutional Services O h  Total 
/ MHC/Other Hospital Services 3196987 82.64021 ; 21 O15000 
i HosptiaVLTC Construction Grants 671 574 17.35979 468854 ! Total 3868561 1 O0 1 21 483854 

OhTotal 
97.81764 
2.1 82355 

1001 



1 Table D.5 1 I l 1 
1 

1 Commissioner of HospitalizatiorilMHC Budgets 1959 to 1969 1 l 

1 
1 I I i 

1 I 

! : MHC Annual Report 1969 , I j I , 
i 

1 

I Revenues: ' 1959 i %Total 1964 %Total 1 1969 
1 Insurance Premiums , 12-8 1 47.05882 i 12.8 j 28.31 858 1 24.4 
f Provincial Funding 3.1 , 11 -39706 10.8 ( 23.89381 ( 21 

Expenditure mil 
, 
1 

4 

Administration 1.5 I 5.535055 1 1.5 1 3.296703 1 1.51 1.8518521 
General Hospitals 23.8 ; 87.82288 i 41 -1 1 90.32967 1 75 1 92.59259 : 

[ All dollar amounts are listed in millions of dollars l , I 1 

%Total 
28.31 858 
24.27746 : 

_Federal Hosptials I 1.2 
Other Hospiials 

1 

I 0.2 

Federal Funding 11.2i 41.176471 21 -4 1 47.3451 3 
Other I 0.1 I 0.367647 ' 0.2 1 0.442478 

1 Total Revenues l 27.2 1 100' 45.2 1 i 00 
1 

4.428044 
0.738007 

1 -7 1 3.736264 
0.6 1 1 -31 8û81 

39.9 [ 46.1271 7 ! 
1.2 1 1.387283 1 

86.5 1 100.1 105 1 
0 l 

Out-of-Province Bills 1 0.4 

2.5 
0.8 

Total I 27.1 1 100j 45.51 100 l 81 / 100T 
I 1 1 

1 
1 1 I ! 

1 Sources: Comrnissioner of Hospitilization Annual Report 1959 1 I I 

1 -47601 5 ! 0.6 j 1 -31 8681 

3.086421 
0,987654 

1.2 1 1.481481 i 



fa able D.6: O I I A l 

Provincial Facilities Growth : I 

196s to i sn 1 1 1 

l 1 - 
1 

Eastman n = 8 1 l I 1 
I 1 

21 , Beausejour O 30 I 60 1 I 

Lac du Bonnet O O I O O , 1973 1 1 
1 1 

Pine Falls 48 O [ 48 , O I 1 
4 

Ste. Anne 18 i 47 18 97 
St. Pierre-Jolys 

1 
21 42 19 1 16 I 

1 Steinbach 95 ' 107 
1 1 

1 95 126 1 i v ia  
1 

1 13 1 O 1 1  30 
1 Whitemouth 10 O '  10 O 1 

!Total Rated Capacity ' 226 196 231 329 
1 ~ommunities with Facilities - 7 3 7 5 1 ! 
1 

1 1 

1 lnteerlake n = 7 
J 

AWrq 8 FB 30 50 f 18 40 
1 10 l O 16 O , Ashern I 1 9 q  

1 ER ksdale 17 O i 17 O 1977 1 

[ ~ i m l i  24 85 45 135 ' 

/ Selkirk 77 203 77 243 
1 Stonewall 18 l O 18 30 
j Teulon 23 O 20 20 
! Total Rated Capacity 199 338 211 8 i 

I~ommunities with Facilities 7 3 j 7 5 2 1 



McC rea ry i 16 ! O j 17 i O I 1977 1 
1 

Roblin ! ! 32 0 i 25 1 14 t 

I Ste. Rose 68 i O I 1 
1 68 I 40 i 1 

Swan River 98 55 88 1 113 ! , 1 

Winnipegosis 22 l O 22 ! O 1 1 

Total Rated Capacity 423 1 137 373 ! 277 t i 
J 

Communities with Facilities j 9 3 l 9 I 5 1 I 1 

Table 0.6 (continued): I 

L 1 

Provincial Faciliües Growth 
i 

1 I 

1969 to 1977 Rated Beds , LTC Beds : Rated 6eds / LTC Beds 1 District , 
1969 1969 1 isn isn iformation, 

Norman n = 8 ? 1 l 

Churchill 4 1 O 31 ! O 4 1971 ! 
Flin Flon 119 O 125 ! 30 

1 

1 

Gillam I I 1 

1 15 O I 15 1 O I I 

Leaf Rapids O O 8 I O 1 1 973 
1 

Lynn Lake 10 O 23 I O , , 

Snow Lake 7 O 7 1 O + 

The Pas I 77 a 203 112 ; 72 
Thompson 75 O I O 0  , O 
Total Rated Capacity 344 203 423 102 
Comrnunities with Facilities 7 1 l 8 l 2 2 , t I 

l 
I 

1 

Westman n = 27 1 
1 1 

I 

Baldur 16 O 16 1 O 1 

Birtle 28 0 I 28 I O 1 

1 Bossevain 14 46 12 i I 
I 66 

1  rando on 41 3 474 j 433 628 l 
1 

1 Carberry 29 16 29 l 30 1 
] Cartwright 7 O 7 O 

Parkland n = 9 1 

,Crystal City 16 O 16 I O 1 977 
, Deloraine 21 30 21 I 30 , 

i Eikhom 8 O 8 I O 

1 

/ Erikson 14 I 22 14 I 36 I 

[~lenboro 
1 

16 16 
I 

19 \ 16 
j Hamiota 25 O 25 I O 1 974 i 
. Hartney 9 O 9 I O 
Killamey 29 46 26 73 
Meliia 17 O 17 t 20 
Minnedosa 35 22 35 50 
Jeepawa 34 101 38 149 
,Pilot Mound 8 30 1 8 30 1 977 ' 
. Reston 17 O 17 O 
-Rivers 20 O 20 I O I 

l 

Rossbum 16 O 17 I O 
Russell I 28 O I 38 I O 1 

1 I 1 1 Shoal Lake I 23 I O 23 i O I 

I 1 

Benito I 10 I O 10 1 O I 
1 

Dauphin ' 139 ! 70 104 ! 70 j 
1 1 , 

Gilbert Piains 21 I O i 21 1 O 
Grandview I 17 l 12 l 18 40 

+ 



1 Table D.6 (conünued): l 

1 Provincial Facilities Growth I 
I 

I 

11969 to 197? , I ' Distn'ct ' 
1 
I l Formation 
Westman (continued) , I 

1 Souris 34 40 30 l 34 1 

1 Wawanesa 
1 Total Rated Capacity 
Communities wïth Facilities 27 12 27 13 3 i 

L 

Winnipeg Public Hosptials Rated Beds LTC Beds , Rated Beds , LTC Beds ' 

1969 1969 1977 19?7 
1 Children's 232 Y HSC 
1 Concordia 69 124 I 

, Grace i 258 . l 302 ' t 

Heatth Sciences Centre 1339 l I I 

1 

Misericordia 41 8 1 409 j l I 
1 

.Rehabilitation Hospital 224 ! HSC ' f I Y a 

St. Boniface 648 ' 605 f 

1 St. Via1 Convalescent 188 ' 188 I 1 

Shriners Hospital 40 25 f I 
I 

Victoria 139 254 t 

1 Winnipeg General 967 HSC ' I l 

, Winnipeg Municipal Hospitals 401 401 
. Total 3584 2520 3647 4275 

1 Sources : 1969 Statistical Supplement of the MHC 
l 

1 

i : 1977-78 Statistical Supplement of the MHSC : 



- -  p. 1 Table 0.7: ! I i 1 

1 Provincial Healttr Cam Expenditures 1 

1 

11969 to 1978 j 1978 ' I 

1 Total Provincial Expenditures 
! Total Provincial Revenues 
j surplus ~eficit) 
I 

1 
[Health Expenditures as % of Total Expenditures ! 12.29765 1 : 28.01328 1 
1 1 1 
I 1 i I 

357331901 1 l 107798091 7 1 1 
357331901 1 

O i 1 

I 
1 
I 

, Heafth Budqet (Dept. Divsions) 
, Executive Division 
/ Psychiatrie Services Divison 
1 Public Healh Services Division 
MHSCfOZher Hospital Services' 

j 1 otat Heatth Expenditures 

: OhTotal i '%Total _ 
91 5930 i 2.084338 / 4349450 1 1.440321 i 

1 2945948 ; 29.46048 / 381 90330 1 12.64673 i 
859771 1 19.5654 1 34154047 / 11 -31 O1 2j 
21 483854' 48.88978 1 225284000 ' 74.60283 1 
43943443 100 1 301 977827 : 100; 

I I 
i Sources: Public Accounts of Manitoba Fiscal 1968-69 and 1977-78. 
!* This amount represents the province's expenditure only. It does not include 
[ federal transfers or premium revenues paid to the MHCIMHSC. 

I 

Division Administration 
. Preventive MedicaüMedical Public Heaith 
Environmental Sanitation 

, Disease Control 
Public Heaith Nursing 

! Local Heaith Sewices 127079 i 1 -478056 Community Field servi4 
1  oca al Heaith Units 
l Emergency Air Services 
Community Field Sewices 
Continuing Care Services (Home Care) 

j Dental Care 

3447067 ' 40.09285 / Community Field Servi 
3631 2 i 0.422345 1 Community Field S e d  

1 18424465 / 48.08937 1 
i 8281 71 8 1 24.2481 3 1 

202144 2.351 137 1 1522932 [ 4.459009 i 
Provincial Laboratory Services 

1 Healh Education and Library Services 
[ Rehabilitation Services 
j Total 

459246 ! 5.341 491 / Cornmuriity Field Servi< 
Medical Public Heakh 306380 10.8970531 

1 834724 ; 21 -33968 i 51 75997, 15.1 5486 i 
1 34154047: 859771 1 t 





Table 0.9: 
1 Provincial Facilities Growth 

l 1 

I 

Rural Region and Key ' Rated Beds LTC Beds Rated Beds 1 LTC Beds 1 District , 
, Communities 1977 I S ~  I 1981 1981 r Formation 1 

1 Central n = 13 1 I 

32 25 32 7 1 ! Altona 
I 

1980 
j Canan 35 70 35 70 

18 O 1 Emerson 12 20 
25 50 25 50 Gladstone 

1 

1 973 
1 Maffiregor 12 O 12 O 

O ' O  [Manitou 14 14 

1 Notre Dame 10 68 , I 10 65 I 
l 

Portage La Prairie 1 139 ; 150 : 131 176 1 l 

St. Claude 15 O O I 
I 15 

1 

1 Treheme 1 18 20 18 22 

l Communities 

' Winkler 57 118 57 118 1 4 I 

with 
Total Rated Capacity 1 502 i 601 ' 480 i 718 

Facilities 
I 

t 1 

kastman n = 8  1 

/ Beausejour 30 60 30 60 ' I 
I Lac du Bonnet O O O O I 19731 

1 Pine Falls 48 O 48 O 
! Ste. Anne 18 97 18 117 i l 

St. Pierre-Jolys 19 16 19 16 
1 Steinbach 95 1 26 77 167 1 
! via 11 30 11 30 1980, 
r  hit te mou th IO O IO O 
' Total Rated Capacity 231 329 21 3 390 
! Cornmunities with Facilities 7 5 7 5 2,  

1 Interiake n = 7 
Arborg 8 F B 18 40 18 40 1981 j 

! ~shern 16 O 16 O l 1977 
I Eriksdale 17 O 17 O t 1977 ' 1 

I Gimli 45 135 45 95 4 

l Selkirk 77 243 77 243 
1 Stonewall 18 30 18 30 1981 1 

/ Teulon 20 20 20 20 
Total Rated Capacity 21 1 468 21 1 428 

( Communities with Facilities 7 5 7 5 4 



L - - 

Provincial Facilities Growth l l 

1977 to 1981 Rated 8eds LTC Beds I Rated Beds ; LTC Beds : District 

' Churchill 3 1 O 3 1 O i 1975 ! 1 

Flin Flon 125 ' 30 100 i 60 1 I + 
Gillam 15 O 15 j O 1 I 

l 

Leaf Rapids 
4 

8 O 1 8 l l O 1973 1 

1 Lynn Lake 25 O 25 O I 

1 Snow Lake 7 l O 7 O 
The Pas 112 72 112 72 
Thornpson 1 O0 O 100 O 
Total Rated Capacity 423 102 398 132 , 

Communities with Facilities 8 2 8 2 2 i 
1 I 

Parkland n = 9 I I 
1 

Benito 10 O 10 1 O l 
l 

1 

, Dauphin 104 i 70 [ 124 135 i I 

Gilbert Plains 21 O 1 21 O t 1 1 

, Grandview 18 i 40 ! 18 : I 40 1 
McCreary 17 I O 1 13 1 20 
Roblin 25 14 25 i 30 j 

68 i 40 68 40 j Ste. Rose 
Swan River 88 113 ' 87 113 : 

- - -  
1 Winnipegosis 22 O I 22 O 
i ~o ta i  Rated Capacity 

l 

373 ' 277 388 ' 378 1 
[~ommunities with Facilities 9 5 9 6 1 

Westman n = 27 , l 

Baldur 16 O 16 O i 

1 Birtle 28 O 19 20 1978 i 
1 Bossevain 12 66 12 66 1 
[Brandon 433 628 433 628 1 

1 Carberry 29 30 29 30 
l CartMiaht 7 O 8 O 1 980 1 
/ Crysîal City 16 O 16 O 1 977 ; 
[ Deloraine 21 30 18 i 46 

1 Eri kson 14 36 14 36 j j 

/ Glenboro 19 16 19 16 1981 
j Harniota 25 O 25 O 1974 
Hartney 9 O 9 O 
Killarney 26 73 26 73 1 1980 

, Meliia 17 20 12 20 
Minnedosa 35 50 35 50 

, Neepawa 38 149 38 149 
Pilot Mound 8 30 O 54 1977: 
. Reston 17 O 17 O I 

I 

Rivers 20 O 20 O t I 1980 i 
-Ros~burn 17 O 17 O I 1981 1 

I 

, Russell 38 I O t 38 40 
Shoal Lake 23 O 23 40 ' 1981 ' 



l Table D.9 (continued): 
Provincial Faciiities Growth 1 I 
1977 to 1981 , / District 

1 1 Formation i 
-- - -- 

Westman (c%inued) p- , , ! 

Souris 30 34 30 58 
22 O 22 I O 1 Swan Lake 

Virden 
I 

32 50 32 i 100 
10 O Wawanesa 10 ! O 1 1979 i 
970 1212 9,46 ! 1426 1 , Total Rated Capacity 

13 [ ~ommunitks with Facilities i 27 I 26 16 1 11: 
1 

Winnipeq Public Hosptials i Rated Beds LTC Beds : Rated Beds i LTC Beds ! 
i i 1977 i 1977 1981 . 1981 j 
( ~h i ld  ren's HSC ! HSC 1 I 

.Concordia 124 132 I 
I 

1 

Grace 302 302 I 

Heatth Sciences Centre 1339 1 1277 ' I a 

Misencordia 409 1 1 409 
Rehabilitation Hospital 1 HSC ' I HSC ! 

i 

( 

St. Boniface 605 1 1 624 i 
, 1 
I 1 

1 

S. Via1 Convalescent 188 1 188 ' 1 1 fi 

O 336 
T 

Seven Oaks General i 4 

+ Shriners Hospital 25 25 l i l 
1 

, Victoria 254 252 , l 

Winnipeg General HSC HSC 1 
Winnipeg Municipal Hospitals 401 l 401 i 

Total 3647 4275 3946 4074 1 
t l 

- 
I Sources : 1977-78 Statistical Supplement of the MHSC 

1 

L 
: 1981-82 Statistical Supplement of the MHSC 



[ Table DAO: 
' Provincial Health Care Expenditures 
11978 to 1982 
4 

1 
1 1 

T 
1 

I 

1978 1 1 1982 I 

I 

[ ~ o t a l  Provincial Expenditures 
Total Provincia 1 Revenues 
Surplus (Defi&) 

I 

1 07798091 7 / / 2431 863998 / 
I 21 80821 120 ! 
I ! -2510428781 1 

HeaHh Budget (Dept. Divsions) 
Executive Division 
Psychiatrie Services Division 
.Public Heaith Services Division 
MHSC/ Other Hospital Services' 

I Total Health Expenditures 

1 
I 

1 1 4 

! %Total ; !%Total l 

4349450 1 1 -440321 1 6001 07 1 0.1 141 99; 
381 90330 1 12.64673 1 28821 686 1 5.484721 1 
341 54047 1 1 1 -31 01 2 1 179593711 3.41 764! 

225284000 1 74.60283 1 4781 09300 ' 90.98344 ) 
301 977827 ! 100 1 52549M64 i 100' 

1 4 

1 
r~eafth Expenditures as % of Total Expenditures 
I 

1 1 1 

28.01 328 ! 21.60855, 
I 1 

Public Heakh Services Division 
Division Administration 
. Preventive MedicaüMedical Public Health 
,Public Heath Nursing 
Community Field Services 
Continuing Care Seivices (Home Care) 

1 Dental Care 
1 Heaith Education and Library Sewices 
/ Rehabilitation Services 

I 1 
1 

Sources: Public Accounts of Manitoba Fiscal 1977-78 and 1981 -82. 1 l 1 

! * This amount represents the province's expenditure only. It does not indude 
1 

estirnated federal transfers or other revenues obtained by the MHSC. 

I 

1 Total 

t 

!%Total ! [%rotai 1 

i 1 

34154047 1 100 17959371) 100 / 
I l 

352204 
1910429 
179922 

16424465 
8281 71 8 
1 52S932 

1 .O31222 
/ 5.593566 
0.526796 
48.08937 
24.2481 3 
4.459009 

306380 / 0.897053. 
51 75997 1 1 S. 1 5486 

560766 1 3.12241 4! 
Preventive Medical Carq 

542709 ( 3.021871 1 
281 3884 15.66805 1 

l 1 

226383 
1365166 

1.260529! 
7.60141 3 

8750779 i 48.72542 
3699684 1 20.6003, 



7 

I Table D.ll: I l I 
! MHSC Budqets 1979 to 1981 

1 

4 
1 I 

Revenues: ! 1979 %Total 1 1981 %Total ' 
Provincial Funding j 444.2; 99.15179 1 566.1 t 99.61288 
Other I 3.8 t 0.84821 4 / 2.2 ! 0.3871 19 i 

I Total Revenues 
I 

448 1 100 1 568.3 i 10d 
1 

Expenditures ' 444.8 : 572.3 ! 
1 

1 

Op SurplusIDeficit a 3.2 ] 4 / L 

I I 

I Expenditures: % Sub %Sub . 
IFacilities&Adrnin Total Total i 
! Commission Admin 8.1 2.423698 9 1 2.077083j 
, General Hospitals 248 ! 74.20706, 323.4 i 74.63651 : 
Federal Hosptials 1 4.9 1 1.4661 88 1 7 ! 1 -61 5509 ' 

' Other Hospitals ! 4.4 ; 1.316577 1 5.8 i 1.338565 
Out-of-Province Bills j 4.9 1 1 -4661 88 1 6.3 1 1.453958- 
P.C.H.s 63.9 1 19.12029 1 81.8 / 18.87838 l 
, SU b-Total 1 334.2 i 1OOl 433.31 100/ 
% Total Expenditure ! 75.1 3409 1 1 75.71 204 ! I 

! 1 1 
1 

1 

Medical Senrices ; I 1 
1 I 

Dr.% Billings 90.7. 96.1 824 i 1 12.8 1 96.24573 1 
Other Dr.% Services 1 3.1 ! 3.287381 i 3-71 3.156997! 
Dentauoral Surgery 1 0.5, 0.530223 / 0.7 1 0.59727 1 
Su b-Total 94.3 ' 1001 117.21 100 1 

1 % Total Expenditure 1 21.20054, 1 20.47877 I 1 

1 Estimated Revenue* : 171.4 ! i 220.21 

1 m e r  Services , i 

1 Chiropradic Services ! 3.2 1 19.5241 1 4.7: 21.46119i 
Optornetric Services 1.9 1 1.59243 i 2.6 1 1.8721 5 1 

; Prosthetics/Orthotics 0.09 0.5491 15 1.2 5.4794521 
1 Phannacare 8 48.81 025 1 10.6 48.401 83 1 
Ambulance Grants 1.2, 7.321 538 1 1.3, 5.936073 1 

, Other 2 12.20256 1.5,6.84931 5 j 
' Sub-Total , 16.391 100 i 21.9 1001 
I0h Total Expenditure , 3.6û4û0Z1 3.826664 l 

f 
1 Source: 1978-79 and 1980-81 MHSC Annual Reports 1 
! :Al1 Data reported in Millions of Dollars 

This represents the estimated federal tranfer for facilities and ! 
.at 40% of the amounts billed for facilities and medical care. 



I Table 0.12: ! - - -  1 Provincial Facilities Growth 
- 

I 

1 Rural Region and Key Rated k d s  i LTC Beds i Rated Beds ; LTC Beds i District 
l Communities 1981 1981 1989 1989 Formation I 

1 1 
t 
t 

: Aiiona 32 7 1 32 1 71 1980 j 
Cannan 35 70 30 70 I 

cEmersun 12 20 12 20 1983 / 
l Gladstone 25 50 20 50 1973 1 
! Maffiragor 12 O 6 20 1985 1 
/ Manitou 14 O 14 O 1 982 
! Morden 67 60 7 1 60 1982 j 
Moms 52 66 39 66 1983 j 

, Notre Dame 10 65 10 61 

[Eastman n = 8 
1 

4 
1 

4 

Beausejour 30 60 30 60 
Lac du Bonnet O O O 30 1 973 1 
, Pine Falls 48 O 35 O 4 

l 

.Ste. Anne 18 I l 7  2 1 117 I 

St. Pierredolys 19 16 19 16 1 984 1 
[  tei in bach 77 , 167 80 160 1988 1 
, Via 11 30 11 30 1 980 ! 

1 Portage La Prairie 131 176 ' 131 151 1 

, St. Claude 15 O 12 1 18 

! Whitemouth 10 O 6 20 1985 1 , Total Rated Capacity 21 3 390 202 433 
1 Communities with Facilities 7 5 7 7 5 I 

Treherne 1 18 I 22 18 

lnterîake n = 7 
[AM~Q & FB 18 40 16 40 1981 1 
Ashem 16 O 16 20 1 977 ' 

1 Eriksdale 17 O 17 40 1 977 ' 
4s 95 35 95 i Gimli 

1 

' Selkirk 77 243 75 275 
/ Stonewall 18 30 18 30 1981 
LTeulon 20 20 20 20 1986 
f Total Rated Capacity 21 1 428 197 520 
/ Communities with Facilities 7 5 7 7 5 t 

22 1984 
Winkler 57 1 118 57 j 125 
Total Rated Capacity 1 480 1 718 452 1 734 * d 

Communities with Facilities ' 13 10 13 I 12 8 1 



Table 0.12 (continued): I 
I 

l 

Provincial Facilities Growth l 

1981 to 1989 Rated ûeds LTC Beds 1 Rated Beds j LTC Beds ' District l 

l 1981 1981 1989 1 1989 1 Formation ; 
Noman n = 8 I 1 

1 
1 

Churchill 31 O 31 O l 1975 1 
Flin Flon 100 60 100 ( 6 0  l 

. Gillarn 15 O 5 l O l 
1 

, Leaf Rapids 8 O 8 O 1973 1 
Lynn Lake 25 O 25 O , 1 

Snow Lake 7 O 4 l O 
1 The Pas 112 72 84 70 
, Thompson 1 O0 O 100 O 
Total Rated Capacity 398 132 357 130 
Cornmunities with F acilifies 8 2 8 2 2 1 

Paricland n = 9 I I 

1 
1 10 O 9 Benito l O - 

,Dauphin I 124 I 135 ' 125 135 I 

Gilbert Plains 1 21 l O I O j 30 19851 
, Grandview 18 ' 40 I 18 I 40 1 

1 

,McCreary I 13 I 20 i 13 I O I 1977i 
, Roblin 25 l 30 t 25 30 - 19851 
Ste. Rose 68 40 68 i 40 
,Swan River 87 113 l 87 1 110 

1 

Winnipegosis 22 O l 18 i 20 1 1 
t 

Total Rated Capacity 388 , 378 363 405 l 

~ommunities with Facitities 9 6 8 7 3 i 
I 1 

2 

, Westman n = 27 , 
l 1 

Baldur 16 O 16 1 20 1984 i 
Birtle 19 20 19 , 20 1978 1 
Bossevain 12 66 12 64 19W1 

1 Brandon 433 628 401 642 
1 Ca-ny 29 30 29 30 I 

1 Cartwright 8 O 10 l O 1980 
1 Crystal City 16 O 16 O 1977 ' 
Deloraine 18 46 18 ' 46 1984; 

, Elkhom 8 O 8 O 1987, 
Eri kson 14 36 14 : 36 1987j 

l Glenboro 19 16 14 20 1981 1 
1 Hamiota 25 O 21 30 1974 1 
; Hartney 9 O 9 O 1 986 l 
Killamey 26 73 26 69 19801 

' Melita 12 20 11 20 19841 
 inne ne dosa 35 50 35 50 1987 

38 149 38 125 / Neepawa 1 

1 Pilot Mound O 54 O 54 1977 1 
1 Reston 17 O 17 20 ' 1987, 
Rivers 20 O 16 20 1980 1 

R O S S ~ U ~  17 O 10 ; 20 1981 1 
Russell 38 40 38 1 40 

,Shoal Lake 23 I 40 23 
1 40 1981 1 





Provincial Heafth bre ExpandÏtures 
t 1981 to  1989 

I l I 
1 

1982 ' 1989 

/ Total Provincial Expenditures 
! Total Provincial Revenues 
Surplus (Deficit) 

I 
t 

2431 -8 1 ' 4484.3, 
21 80.8 1 4342.9 1 

1 

-251 1 -1 41.4 1 t 

1 Heaîth Budget (ûept. Divsions) 
1 Execut ive 8 Resources Division 

i I 

i Health Expenditures as % of Total Expenditures 1 
I 

i 21.60541 
4 

20.84829 j 

' %Total %Total I 
0.6 i 0.1 141 99 1 2.8 0.299497j 

i Psychiatrie ~eb i ces~ i v i s i on  
/ Public Health Services Division 
MHSCI Other Hospital Services* 1 Total Health Expendïtures 

I 

28.8 ; 5.481 538 1 40.1 4.289229 : 
17.9 1 3.406928 ! 87.9 9.402075 ! 

478.1 90.99734 : 804.1 86.00921 
525.4 i 1001 934.9 100i 

1 i 

; Total 1 17.9 1 100 , 87.9 1001 

-- --- 
~ P U  blic Healai Services Division 
1 Division Administration 
' Preventive MedicaVMedical Public Healh 
, Public Health Nursing 
' Community Field Services 
Continuing Care Services 
Dental Care 
Health Education and Library Services / Home Care 

1 

I 

I Sources: Public Accounts of Manitoba Fiscal 1981 -82 and 198û-89. l 

: All Data reported in Millions of Dollars ( 1 

I 

i This amount represents the province's expenditure only. It does not indude 
i estimated federal transfers or other revenues obtained by the MHSC. 

- 

]%Total ' %Total 1 

0.5 
2.8 
0.2 
1 -4 
8.7, 48.60335 1 0.9 1.023891 
3.7 f 20.67039) 4.5 1 5.1 19454, 
0.6 1 3.351 955 j 2.1 2.389078: 

Continuing Care j 391 44.36861 
I 

2.793296 1 0.9 1 .O23891 ' 
15.64246 12.9 14.67577, 
1 -1 1731 8 Community Field SI 
7.821 229 1 27.6 1 31 -39932, 



i Table D.14: 
I MHSC Budgets 1981 to 1989 I , 

f I 

1 
1 1 

1 Revenues: 1981 %Total 1984 , %Total 1 1989 I %Total . 
1 Provincial Funding 566.1 1 99.61288' 887 97.55829 1 1247.6 1 96.36953 ! 
1 Other 2.2 0.3871 19 22.2 l 2.441 707 1 471 3.630465 
1 Total Revenues 568.3 : 10On 909.21 100i 1294.61 100 

; Expenditures 572.3 : : 909.21 1 1294.6i 
i Op Surplus/Deficit 4 '  O i 1 0 i 

[ Expenditures: % Sub % Sub ! %  Sub 
1 Facilities & Admin Total Total I Total 

1 

1 Medical Services ' l , , i 

Commission Admin 9 2.077083 1 3.1 1 -895803 ! 18-61 1.86541, 1 General Hospitals 323.4 ! 74.63651 51 9.7 75.20984 1 742 i 74.41 581 
Feâeral Hosptials ! 7 j 1.61 5509 i 0.9j 0.130246l 1 -6 1 0.1 60465, 

I 

[ Estimated Revenues* ' 220.2 348.2 1 1 490.5 / 
1 1 

I 

/ Other Services 1 

1 Chiropractic Services 4.7 21 -461 19 l 6.5.16.75258 1 9 13.177161 
! Optometric Services 2.6 1 1 -8721 5 ' 3.9 10.05155 1 5.5 ' 8.052709 1 

1 Prosthetics/Orthotics . 1 -2 ,  5.479452 ' 2.5 1 6.443299 3.3 ' 4.831 625 
1 Pharmacare 1 0.6 48.401 83 i 21.5 55.41237, 40.4 t 59.1 5081 
f Ambulance Grants 1.3 5.936073 1.8 1 4.6391 75 1 4.2 6.149341 
1 Other 1 -5 ' 6.84931 5, 2.6 6.701 031 1 5.9 8.63836 
i Sub-Total 21.9. 100 1 38.8 1 100/ 68.3' 100 
/ 96 Total Expenditure , 3.826664 ' 4.267488 i 5.275761 ! 
l 

2.707853 Other i-iospitals 
1 

5.8 f 1.338565 1 9.4 1.360347 

1 Dr.% Billin~s 1 12.8 I 96.24573 ; 168.9 l 94.1 4716 
1 Other Dr.'s Services 3.7 3.1 56997 9.3 i 5.1 83946 

1 

1 sources: 198û-81 and 1988-89 MHSC Annual Reports 
r 

1 : AI1 Data reported in Millions of Dollars , , 
1 This represents the estimateci federal tranfer for facilities and 1 

I at 40% of the amounts billed for facilities and medical care. I 

27 

225.6 98.42932 
2.3 1 1 -00349: 

Out-of-Province Bills 6.3 1 1.453958 ; 9.3 1 1 345876 
P.C.H.s I 81 -8 1 18.87838 1 1 38.6 1 20.05789 

1 ~ e n t a ~ ~ r a l  Surgery 0.7 ' 0.59727' 1 -2 1 0.6ô8896 1.3 ; 0.5671 9" 
/ Sub-Total 117.2, 1OOi  179.4; 1001 229.2t 100; 
1 % Total Expenditure 20.47877 19.731 63 i 1 17.70431 : 
I 1 

18.2,1.825293 l 

189.7 ! 19.0251 7 
S ti b-Total 433.3 1 100 1 691 i 100 j 997.1 
% Total ExpendHute : 75.71204 ' 1 76.00088 1 I 77.01993 

, 100 1 

I 
l 1 



:fable 0.1 5: 
i Provincial Hospital Growth 

i 

;1949 to 1989 1 

I 
I 
I 

1 Rural Region and Key 1 Rated Beds Rated 8eds %Change 
I Communities 1949 1989 

1 Central n = 13 
' Altona 30 32 
Caman 19 30 I - 

/ Emerson I O 12 
Gladstone 8 20 1 Macûregor O 6 

 anit itou O 14 
Morden 22 71 , 

Moms 11 39 
O 10 &Notre Dame 

1 

l , 
-Portage La Prairie 60 131 
St. Claude I O 12 i 

O 18 l l .Treheme 
I 

-Win kler t 32 57 1 

Total Rated Capacity 182 t 452 1 148.35165! 
Communities with Facitities i 7 13 ' 85.714286 j 

I 

1 Eastman n = 8 
L 

1 

1 ~eauseiour O 30 l 

;Lac du Bonnet O O 
i Pine Falls 15 35 
l Ste. Anne O 21 I 

I St. Pierre-Jolys O 19 
I Steinbach 43 80 A 

\ Via 18 11 , , 

1 Whitemouth O 6 
Total Rated Capacity 76 1 202 165.78947 

' Communities with Faciiities 3 7 133.33333 1 

Interlake n = 7 
IArborg 8 FB o 16 
.Ashem O 16 
Eriksdale I 10 17 l 

Gimli 36 35 
i Selkirk 42 75 
[ Stonewall O 18 

4 7 1 Cammiinities with Faeilities l 



Table 0.1 5 (continued): 
i Provincial Hospital Growth 
1949 to 1989 Rated Beds Rated Beds %Change 

1949 1989 
' ~ o m a n n  = 8 
j Churchill O 31 
I Flin Flon 48 100 : Gillam O 5 
LLeaf Rapids O 8 l 

,Lynn Lake O 25 
Snow Lake 7 4 

*The Pas 76 8rl 
iThornpson O 100 
i Total Rated Capacity 131 357 172.51 908 
' Cornmunities with Facilities 2 8 300 

Parkland n = 9 
. Benito O 9 
.Dauphin 89 125 
,Gilbert Plains 10 O 
, Grandview 8 18 
- McCreary O 13 
1 Roblin O 25 
[Se.  Rose 27 68 
Swan River 30 87 

~~nnipegosis  14 18 
I Total Rated Capacity 178 363 , 103.93258 1 
I Communities with Facitities 6 8 33.333333 
I 

j Westman n = 27 
: Baldur O 16 
l Birtle 8 19 
' Bossevain 10 12 
Brandon 202 401 
Carberry O 29 

' C a W g h t  O 10 
t CrystaI City 10 16 
Deloraine 14 18 

l Elkhom O 8 
LE ri kson O 14 
' Glenboro O 14 
Hamiota 8 21 

[ HaRney O 9 
' Killamey 30 26 
Melita O 11 
Minnedosa 9 35 

l Neepawa 23 38 
:Pilot Mound O O 
j Reston O 17 
l Rivers O 16 
1 Rossbum O 10 
; Russell 35 38 l 

; Shoal Lake 15 23 



, Table D.15 (continued): 
[~mvincial Hospital Growth - 

: 1949 to 1989 '%Change . 
1 Westrnan (continued) 
j Souris 25 30 
f Swan Lake O 22 
1 Virden 18 32 
1 ~awanesa O 9 
I Total Rated Capacity 407 894 11 9.65602 
, Comrnunities with Facilities 13 26 100, 
1 
I Winnipeg Public Hosptials Rated Beds Rated Beds 
I l 1949 1989 
I Children's 77 HSC 
Concordia 50 136 

1 Grace 260 301 
HSC 1113 
Misericordia 247 409 [ 

St. Boniface 427 617 
St. VÏal Convalescent 40 1 84 
Seven Oaks General 326 
, Shnners Hospital 20 
Victoria 78 246 

j Winnipeg General 613 
Winnipeg Municipal Hospitals 175 337 

,Total 1967 3689 87.544484 

1 Average Rural Capacity lncrease 129.53299 
[ ~ v e r a ~ e  Provincial Capacity Increase 11 1.02828. 

; Rural RBC per Thousand 2.557377049 4.962791 78 i 94.05641 3 
Winnipeg RBC per Thousand , 6.052307692 : 5.867663432 ' -3.0508075 : 

i Total RBC per Thousand 4.06781 91 49 5.468277946 34.427755 
b 

;Sources: 1953 Manitoba Advisory Health Survey Cornmittee Report 
I : 1988-89 MHSC Statistical Supplement 
!Al1 population data reported in thousands of persons. 



' Table D.16: 1 

1 Provincial LTC Growth 
%8S to 1989 
i 
1 Rural Reqion and Key Rated Beds Rated Beds ' %Chanqe , 
1 Communities 1959 1989 
I 

/~entral n = 13 
O 71 1 Aitona 

d 

O 70 / Carman 
Emerson O 20 
Gladstone O 50 
Maceregor O 20 

1 Manitou O O 
! Morden 33 60 
Ihnoms 28 66 
Notre Dame 14 61 
Portage La Prairie 50 151 
St, Claude O 18 
Treheme O 22 t 

. Winkler 93 125 
Total Rated Capacity 218 ' 734 236.6972S1 
Communities with Facilities S 12 140; 

I 

Eastman n = 8 
Beausejour O 60 
Lac du Bonnet O 30 
Pine Falls O O 
Ste. Anne 22 117 
St. Pierre-Jolys 42 16 
Steinbach 30 160 
Via O 30 
WhÎtemouth O 20 
Total Rated Capacity 94 433 360.6383 1 
Communities with Facilities 3 7 133.33333, 

l 

1 lnterlake n = 7 
l ~ r b o r ~  & FB O 40 
'Ashem O 20 
[ Eriksdale O 40 
; Gimli 91 95 
i Selkirk 149 275 
j Stonewall O 30 
ITeulon O 20 
; Total Rated Capacity 240 520 11 6.66667 
1 Cornmunities with Facilities 2 7 250- 



: Table 0.1 6 (continued): 
i Provincial LTC Growth 
i 1959 to 1989 Rated B d s  Rated 8eds %Change 

1959 1989 
I 

i Churchill O O 
.Flin Flon O 60 
, Gillam O O 
1 Leaf Rapids O O 
1 Lynn Lake O O 
1 Snow Lake O O 
t The Pas 96 70 
O Thompson O O 
[iota! Rated Capacity 96 130 35.41 6667 
Communities with Facilities 1 2 100 

Parkland n = 9 
, Benito O O 
, Dauphin 42 135 
i Gilbert Plains O 30 

12 40 1 Grandview 
O O kz;nF, O 30 

1 Ste. Rose O 40 
[swan River O 110 
j Winnipegosis O 20 
i Total Rated Capacity 54 405 650 ' 
/ Comrnunities with Facilaies 2 7 250 : 

/ Baldur O 20 
1 Birtle O 20 
1 Bossevain O 64 
1 Brandon 392 642 
j Carbeny 14 30 
I Cartwright O O 
~Crystal City O O 
, Deloraine 16 46 
Elkhom O O 

.En kson 20 36 
1 Glenbom 16 20 
1 Hamiota O 30 
1 Hartney O O 
' Killarney 41 69 
/ Melita O 20 
I Minnedosa 22 50 
Neepawa 26 125 
Pilot Mound O 54 

/  esto on O 20 ' Rivers O 20 
1 Rossbum O 20 
1 Russell O 40 
j Shoal Lake O 40 1 



1 Table 0.16 (continued): 
j Provincial LTC Growth 
/ 1959 to dg89 Rated Beds , Rated Beds %Change 

j Westrnan (continued) . 
/ Souris 16 34 
j Swan Lake O O 

1 Total Rated Capacity 563 1520 , 169.98224' 
! Communiaes with Facilities 9 22 144.44444: 
I 1 

1 Winnipeq 1883 4594 1 143.97238 ! 

.Average Rural Capacity lncrease 261.56685 1 

.Average Provincial Capacity lncrease 244.76764, 
f 

Total Rural Population I 427 ' 496.7. 16.323185 1 
Total Winnipeg Population 325 I 628.7 ' 93.4461541 
Total Population 1 752, 11 25.4 1 49.654255 

, Rural RBC per Thousand 2.962529274 1 7.533722569 i 154.30036 : 
Winnipeg RBC per Thousand ' 5.7938461 54 ! 7.3071 41 721 26.1 1901 5 1 

i Total RBC pet Thousand 4.186170213 l 7.407144127. 76.943214; 
I 

--  

[ S O U ~  : 1961 Manitoba Hospital Survey- ~oarci Report 
l f : 198û-89 MHSC Statistical Supplement 
!Al1 population data in thousands of persons. 



/ Table D.17: j I 

1 Rural DHC Growth Hosptial ' LTC CYear I DType Board AS1 
I Rated Beds Rated Beds 1 I 

1 1989 1989 I 

! Central n = 13 I I 
[ ~ l t ona  32 71 I 1980 !Muni AA No 
1 Carman 30 70 I i Mun No 
1 Emerson 12 20 1 1983 / ~ u n l  1 AA . Yes 
Gladstone 20 50 1973 Mun111 I AIE Yes 
MacGregor 6 20 1985 1MunI AA , Yes 

, Manitou 14 O ' 1982 !Mun1 ' AA Yes 
1 Morden 7 1 60 , 1982 Mun1 ] AA No 
j ~ o m s  39 66 ; 1983 /Mun1 AA No 
; Notre Dame 10 61 I Mun I Yes 
1 Portage La Prairie 131 151 4 ' Mun No 
1 St. Claude 12 18 1 Mun l Yes . 
1 Treheme 18 22 1 1984 /Mun1 : AA Yes 
, Win kler 57 125 i i Mun I , No 
Total Rated Capacity 452 734 i A 

1 
I 

, Communities with Facilities f 3 12 \ 8  lType Ill 1 1 AIE ' 7ASI , 

,€aman n = 8 I 

1 1 

Beausejour 1 30 , 60 ! J Mun ! ' No 
Lac du Bonnet O 30 1 1973 IMunlllA 1 A/E Yes 

, Pine Falls 35 O ! Lay t 

' Yes a 

I Ste. Anne 21 117 1 Mun I No 
St. PierreJolys 19 16 1984 I Mun 1 AA . Yes 
Steinbach 80 160 1 1988 ~ u n 1  ' AA No . 

1 Via 11 30 : 1980 'Mun 1 A/€ Yes , 

/ ~hiternouth 6 20 , 1985 ,Mun1 AA . Yes 
/ Total Rated Capacity 202 433 
1 Communitks with Facilities 7 7 5 I IType l l l l  2 A E  SASI 
f lnterlake n = 7 
! ~ r b o r ~  & FB 16 40 1981 Mun 1 AA Yes , 

Ashem 16 20 1977 Mun 1 AA Yes , 

i Eriksdale 17 40 1977 Mun 1 AA Yes 
~ i r n l i  35 95 Mun No 

1 Selkirk 75 275 , Mun l No 
LStonewall 18 30 1981 Mun 1 AA Yes 
' Teulon 20 20 1986 !Mun 1 AA . Yes 
1 Total Rated Capacity 197 520 
j Communities with Facilities 7 7 5 10TypeIII !  ONE 5ASI 
1 Nonnan n = 8 
i Churchill 31 O 1975 !MuniIl A E  Yes 
j Flin Flon 1 O0 60 l Lay Yes 
1 Gillam 5 O , Lay Yes 
! Leaf Rapids 8 O 1973 iMun III ' AA Yes 
j Lynn Lake 25 O l Mun l Yes 
Snow Lake 4 O I , Mun Yes . 

/The Pas 84 70 Lay Yes 
Thompson 100 O i Prov Yes 

1 

Total Rated Capacity 357 130 1 1 

I 

1 Communities with Facilities 8 2 1 2 i2Type III! 1 N E  , 7ASI 



 able DA7 (continued): Hosptial LTC 1 Wear ' DType , Board AS1 
1 Rural DHC Growth Rated Beds Rated Beds l 

I 1989 1989 
i Parkland n = 9 I 

. Benito 9 O l Mun Yes 
Dauphin 125 135 Lay No 
.Gilbert Plains O 30 ' 1985  un AA Yes 
! Grandview 18 40 Mun 

1 

No 
1 McCreary 13 O 1977 /Mun 1 ' AA Yes 
, Roblin 25 30 19C5 i ~ u n 1  AA Yes 
,Ste. Rose 68 40 l Rel No 
1 Swan River 87 110 Mun Yes 
! Winnipegosis 18 20 l Rel Yes 
,Total Rated Capacity 363 405 , 

Communities with Facilities 8 7 3 OTypelll! OAE 6ASI 
1 Westman n = 27 

1 i 

. Baldur 16 20 , 1984 ;Mun1 AA ! Yes , 

, Birtle 19 20 i 1978 h u n l  / AA ; Yes 
Bossevain 12 64 / 1984 I ~ u n 1  ! AA i No 

401 , Brandon i 642 1 i Lay l No l 
! 

, Carberry 29 30 ? Mun I No 1 

, CartwngM 10 O : 1980 {Mun 1 t AA ! Yes 
,Crystal City 16 O [ 1977 )Mun1 AA No , 

- 1 Deloraine 18 l 46 1984 /Mun1 AA No 
f Elkhorn 8 O : 1987 :Mun1 AA Yes 
Erikson 14 36 1987 /Mun i  1 AA No , 

Glenboro 14 20 1981 !Mun 1 AA ! Yes 
1 Hamiota 21 30 1974 / ~ u n l I I  AA Yes 
Hartney 9 O 1986 iMun1 AA Yes I 

Kif lamey 26 69 . 1980 /Mun1 AA No 
! Melita 11 20 1984 ;Mun1 AA Yes 
Minnedosa 35 50 1987 i ~ u n 1  AA Yes 

j Neepawa 38 125 i Mun No 
1 Pilot Mound O 54 1977 i ~ u n 1  AA No 
l Reston 17 20 1987 t Mun 1 AA Yes 
/ Rivers 16 20 1980 Mun 1 AA Yes 
Rossbum 10 20 1981 'Mun 1 AA Yes 

1 Russell 38 40 , Mun No 
I Shoal Lake 23 40 1981 !Mun1 AA Yes 
[ souris 30 34 1986 I ~ u n  1 AA No 
1 Swan Lake 22 O !Mun : Yes 

1 Wawanesa 9 20 1979 /Mun1 AA Yes 
l Tata1 Rated Caoacitv 896 



I Table D.18: I l 

1 ~rovincial HealM Care 
l 

! Expenditums 1949 to 1989 ! 
* 

I I 
1 I 

1 ' 1949' 1959, 1969; 1978) t982/ 1989; 
t 

[ Total Expenditures l I I 1 , 
/ % of Total Pmv Budget I 10: 12-7 12.31 28! 21.61 20.81 
/ % Public Health Expenditure 1 32.4 ; 23.6 19.6 1 11.3 i 3.4 / 9.4, 
1 % Medical Care Expenditure 1 14.8 i 35.7 48.9 74.6 1 90.9 / 86, 

1 8 

t 1 lnsumd Medical Care I I G A 

[MHCMHSC Budget Lines i r l 

j Facilities 100 lOOi 75.1 75-71 77' 
i Medical Services I 21.2 20.5; 17.7, 
/ m e r  Services 3.7; 3.8i 5.3: 
, Total 1004 1008 1001 1OOi 1001 
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