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THE MORAL

ECONOMY OF HEALTH AND
AGING IN CANADA AND

THE UNITED STATES

Phillip G. Clark

Canadian seniors who re-
member whatitwaslikebefore
Medicare existed in their coun-
try, mobilizing to preserve and
protect it in the face of per-
ceived waning federal support
for the program; the elderly in
the U.S. and such powerful
lobby groups as the American
Association of Retired Persons,
bracing for Congressional
battles on the fate of Medicare
south of the border—these im-
ages have recently taken center
stage in both the media and the
public consciousness of the two
neighboring nations. They also
make apparent the important
connections between the eld-
erly and health care. These two
related topics—how they are
described, linked, and inevita-
bly addressed—have taken on
increasing prominence in pub-
lic debate in the United States
and Canada over the past sev-
eral months.

The fate of the Medicare
programs in both countries is
anissue of growing importance
socially, politically, and eco-
nomically. The ways the U.S.
and Canada grapple with the
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interconnected issues of the graying of their populations and the
escalating cost of health care reveal much about the social institu-
tions, public policies, and guiding principles of these North Ameri-
can neighbors. This is so because aging in a social context is both a
lensand a prism.!Itis alensbecause an examination of the experience
of growing older enables us to study the detailed relationships
among societal, political, and economic institutions that together
create the collective environment in which individual aging occurs.
But aging is also a prism, splitting up the shaded tones of moral
obligations, collective and individual responsibilities, and principles
of social justice that affect how the elderly are treated in a particular
social setting such as the health care system.

A comparative study of these issues across two societies can
help to shed much light on the differences and similarities between
them. While there has been growing interest in comparative geron-
tology between the U.S. and Canada,” there are also observers who
counsel caution about overly facile cross-national comparisons in
areas such as social policy and aging: “For every de Tocqueville there
is some number of superficial commentators whose observations are
best ignored.”® Nevertheless, cross-national explorations of the ag-
ing experience help illuminate how the differences among societies
(with regard to their institutions, shared principles of social justice,
and resultant social and health care policies and programs) can have
a profound impact on how aging is defined, experienced, and under-

Phillip G. Clark is professor and director of the Program in Gerontol-
ogy at the University of Rhode Island. As a visiting professor at the
Universities of Toronto and Guelph during 1988-89, he focused on com-
parative U.S. and Canadian geriatric health care policy. He is the author
of "Public Policy in Canada and the United States: Individual Lives,
Family Obligation, and Public Responsibility,” in |. Hendricks and C.
Rosenthal, eds., The Remainder of Their Days: Domestic Policy and
Older Families in the United States and Canada (New York: Garland,
1993): "Moral Discourse and Public Policy in Aging: Framing Problems,
Seeking Solutions, and 'Public Ethics’, " Canadian Journal on Aging 12
(1993): "Ethical Dimensions of Quality of Life in Aging: Autonomy vs.
Collectivism in the United States and Canada,” The Gerontologist 31
(1991).

2 Canadian-American Public Policy

stood. In particular, the emerging field of comparative gerontology
must become more cognizant of the need to develop a theoretical
framework for understanding cross-cultural comparisons and not
rely on descriptive information alone.*

The framework to be utilized throughout this discussion has
been recently conceptualized by Minkler and Estes as the “moral
economy of aging." This approach “helps to surface and make
explicit the often implicit cultural beliefs and values underlying
societal policies and practices affecting the old.”® An exploration of
the interrelationships among moral principles, aging, and public
policy has also been proposed in the concept of “public ethics” which
deals with uncovering and examining the principal values underly-
ing and guiding the public policy process.® In particular, the ap-
proach of public ethics can help to examine the assumptions implicit
in definitions of public policy “problems” and to evaluate the range
of “solutions” proposed to address them. Some observers in the field
of aging have suggested that we sorely need greater reliance on
public ethics in clarifying the goals and methods of public policies
affecting the elderly,” especially because the phenomenon of aging
forces upon societies and governments challenges in the form of
policy choices that have major underlying value implications.?

The discussion that follows attempts to develop a framework
for thinking about these issues as they currently emerge from an
historical backdrop of social institutions and health care policies.
Because the health care context in both countries is rapidly changing,
and anything published will quickly become out of date, my goal is
to develop an analytic tool that can further an understanding of the
current debates surrounding health care and aging policies in both
countries. Pursuing a comparative “moral economy” approach to
exploring these concerns, this discussion will be divided into four
major sections. First, emerging issues in the current concerns of both
countries about the effects of aging on health care policy consider-
ations, particularly cost, will be explored. Health care policy in both
countries is under intense scrutiny and reassessment, an examina-
tion fueled in part by growing concerns over the perceived effects of
population aging on the skyrocketing costs of health care services. It
should be noted here that this analysis will focus specifically on
issues linked to aging, as other recent discussions have provided
excellent comparative analyses of current health care policy reform
initiatives in both countries.” Second, the backdrop to these current
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discussions will be examined, particularly in the context of previous
studies, reports, and projections that sketched out the assumed
linkages between aging and health care service needs. Here, a strik-
ing contrast between Canada and the U.S. will start to emerge. The
third section will highlight differences in the changing normative
underpinnings of health and social service policy between the two
societies, including reflection on the shifting balance between the
competing values of individual and collective responsibility for
health care. In particular, implications of changing values for the
process of policy reassessment and development will be considered.
Finally, the conclusion will summarize the major themes in this cross-
national comparison, particularly with regard to the likely future of
health care policies and programs for the elderly in both countries.
Included also will be a discussion of the relevance of the moral
economy approach for furthering an understanding of both societal
aging and the development of new directions in health care policy.

I. EMERGING ISSUES IN AGING AND HEALTH

CARE POLICY

The growth in health care costs and the aging of the population
are frequently linked in the popular press, governmental reports,
academic studies, and public consciousness. After all, the elderly are
the heaviest users of health care, and their numbers are increasing
(particularly the “old old,” those 85 and older, who are the greatest
consumers of health care services of all), an assessment leading to the
obvious conclusion that health care costs will continue to skyrocket
in the future, fuelled by the volatile mixture of aging baby boomers
and high health care demands. We will examine this presumed
linkage, and the social creation of the “problem” of population aging,
in the next section.

Whatever the validity of this connection, itis certainly apparent
that seniors in the U.S. and Canada have played an active role
recently in the debates over the future of health care policy. In both
places they are concerned about the level of continued health care
program benefits, access to needed services, and the costs to the
consumer. The discussion below will “set the stage” for a more
comprehensive examination of issues in aging and health care policy
by describing some of the themes that have emerged in recent
discussions, reports, and conferences in both countries. What will
become clear is that there are major similarities as well as some
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striking differences in the public debate and discussion on aging and
health care in the U.S. and Canada.

A. The Struggle to Preserve Medicare in Canada

Persons 65 and older currently constitute 12.3 percent of the
Canadian population, and their numbers are expected to exceed 20
percent by around the year 2025. With regard to the costs of care,
health expenditures in Canada represented 9.9 percent of Gross
Domestic Product (GDP) in 1991, a figure that is the highest among
countries with national health insurance. In contrast, during the
1960s total spending on health care ranged from 5.5 to 7.0 percent of
GDP.1

While the linkage between aging and increasing health care
costsis seen to some degree in Canada, there are other more powerful
forces at work as well that tend to fuel the popular and governmental
perception of a looming crisis. The summary that follows is an
attempt simply to describe the current key issues and players in this
unfolding drama, organized around the following themes: (1) pre-
serving Medicare, (2) national debate and dialogue, (3) the concerns
of seniors, and (4) emergent directions for health care in Canada.

1. Preserving Medicare. Primary among current issues is the
tradition of universal access to medical services, available nationally
as Medicare in every province by 1971, based initially on a model of
physicianavailability and acute hospital care funded by equal match-
ing federal dollars to the provinces on a one-to-one basis. Hallmarks
of the system include universality, accessibility, comprehensiveness,
portability, and public funding. Important changes were made not
long after the original program was put into place. In 1977 the
Established Programs Financing (EPF) Act replaced the original
hospital and medical insurance legislation with block grants to the
provinces tied to rates of demographic and economic growth. Subse-
quent continuing legislation has further cut the amount of federal
transfer payments to the provinces, reducing the original “50 cent
dollars” to about “30 cent dollars”. Recent legislation provides the
basis for the eventual reduction of federal support for health care to
the provinces to zero. In spite of the federal government’s reassertion
in 1984 in the Canada Health Act of the importance of universal
access to services by its attempt to eliminate user fees and “extra
billing” by providers, recent legislation has undercut this policy by
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simultaneously increasing provincial taxing authority to make up for
the federal reduction and weakening the federal government’s abil-
ity to prevent extra-billing and insure comparable services across
provinces.! The burden of health care costs has now effectively been
shifted to the provinces, which are in turn being pressured to pass it
on to both providers and consumers.*

Fears about the future of the still very popular universal health
care system have led to major initiatives to assess the current state of
affairs with Medicare and to recommend ways to simultaneously
maintain its universality, reduce the rate of growth in health care
costs, and potentially expand its coverage to areas such as long-term
care in general and home and community-based care in particular.”

2. National debate and dialogue. Asserting that “Canada’s
health system is changing and there needs to be a national dialogue
with Canadians to chart the future, building on the fundamental
values that are embedded in the Canada Health Act,” in 1994 the
federal government created the National Forum on Health, a 24-
member citizen’s advisory group, to make sure that “national priori-
ties are identified and that Canadians are involved and informed
about the issues and options... The Forum will examine specific
issues, help focus discussion, and assist in developing solutions and
strategies to improve the health of Canadians and ensure that the
health system is equipped to deal with the challenges of the future.”**

As stated in public announcements about its work, the Forum
“seesits mandate as improving the health of Canadians as well as the
efficiancy and effectiveness of health services” and is guided by three
major principles: (1) supporting a national, universally accessible
health system, (2) strengthening public understanding of health and
health care and developing support for change, and (3) providing
government with recommendations for action, reflecting Canadian
values. At the outset, the Forum agreed to an integrated approach
leading to the creation of healthy public policy and identified four
major themes and work groups around which to organize its activi-
ties:

s Determinants of Health will assess current evidence on what
makes people healthy and what approaches have proven
successful, particularly with regard to special groups (such
as children and the elderly).
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* Evidence-Based Decision Making will attempt to discover what
is preventing desirable change from occurring within the
health system with regard to patient, provider, and policy.

* Values will seek a better understanding of how professional,
religious, social, and ethical values influence the develop-
ment of the principles and policies governing health and
health care in Canada, and identify those which should be
central to any policy change. Importantly, other influencing
factors, such as affordability, accountability, and appropri-
ateness, will also be studied.

* Striking a Balance represents the task of how best to achieve a
balance through making the optimal use of existing re-
sources, improving the efficiency of the system to create
resources, and identifying alternative uses of resources, while
informing the public and other stakeholders about the vari-
ous options available.!

The Forum considers its primary responsibility as investigating
issues, examining assumptions, and asking questions about health
care, its delivery and funding.’® Two presentations by key members
of the National Forum provide some insight into its orientation. In an
address to a conference in Toronto in May of 1995, Marie Fortier, the
Forum’s executive director, underscored the central importance of
maintaining a single-tier system of health care in Canada, based in no
small part on fundamental concerns about cost control and Canadian
values. With regard to the latter she emphasized the “fundamental
values of Canadian society: our compassion, fairness, and commu-
nity spirit. Canadians don’t want a society where the poor cannot get
quality health care. We are proud of a system that provides quality
service for everyone.”"” Secondly, in a March 1995 meeting of the
National Forum, members confirmed their support for the principles
articulated in the Canada Health Act and for public funding of the
system. They agreed with the observations of Robert Evans, profes-
sor of economics at the University of British Columbia (and member
of the Forum), that what the health care system needs is not more
money, but better management. In short, they said, “The public
system can be maintained through greater efficiency in delivering
care, from reducing duplication and by ensuring that money is spent
only onservices that produce good results and improved health. The
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question is how to promote better management, accountability, and
control—and better outcomes.”*®

The Forum has already generated both skepticism about its
overall mission and controversy over the perception that the federal
government has limited provincial participation.”” Nevertheless, its
formation is consistent with firmly held Canadian procedural values
about public participation in the policy process, to be discussed in
more detail below. In addition, although the National Forum will not
focus particularly on issues related to the elderly, it is clear that the
elderly are a major population group with which the Forum willhave
to deal. Indeed, seniors have already mobilized through governmen-
tal and national association efforts to make sure that their interests
are clearly and forcefully heard in the ongoing debate and discussion
over national health care and its reform and redirection.

3. Concerns of seniors. The uniqueissues relevant to the elderly
in the debate over the future of Medicare are represented by two
national organizations: the National Advisory Council on Aging
(NACA) and One Voice: The Canadian Seniors Network.

The National Advisory Council on Aging, created in 1980 and
receiving operational support from the Seniors Directorate of the
federal government, consists of 18 members from across Canada who
“assistand advise the Minister of Health onissuesrelated to the aging
of the Canadian population and the quality of life of seniors. NACA
reviews the needs and problems of seniors and recommends reme-
dial action, liaises with other groups interested in aging, encourages
public discussion, and publishes and disseminates information on
aging.”? In its recently published monograph, The NACA Position on
Determining Priorities in Health Care: The Seniors’ Perspective, NACA
offers specific principles and recommendations for establishing pri-
orities in health care based on consultation with major Canadian
seniors organizations and experts in the field. While recognizing that
“choices among health care services will have to be made if the health
care system is to remain affordable as well as universal,” the position
paper also reaffirms the belief that “Canada’s health care systemis a
source of pride for Canadians and a cherished symbol of the values
of equity and compassion that are intrinsic to our national identity.”
Supporting a single-tiered system of universal access to essential
health services, the report articulates a principled approach to both
the content and the process of health care reform, drawing on the
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ethical values of need, equality, utility, and liberty in determining
health care priorities and those of precision, accountability, and
autonomy in guiding the process by which decisions regarding the
allocation of publicresources are made.* While thereportrecognizes
that change in the health system is inevitable, it presents a strong case
for adopting an approach that preserves the most important values
for seniors of the present system, while incorporating new priorities
that more effectively capture what health care in general and specifi-
cally for the elderly should be and must become.

A second organization that speaks on behalf of seniors is One
Voice: The Canadian Seniors Network. It is a national seniors orga-
nization that lobbies, educates, and raises consciousness among
legislators and the public-at-large in Canada on issues affecting the
elderly. In September, 1994, nearly 250 delegates from across Canada
met in Montreal to answer the question, “How can we help save
Medicare?” and developed a report, entitled Healthy Aging: A Cana-
dian Commitment? that embodied their concerns and recommenda-
tions.”> Many conference participants remembered the days before
Medicare and were committed to its maintenance as an essential
strand in the social safety net in Canada, not only for seniors but for
all Canadians. Indeed, participants felt the need to maintain and
revitalize the political will needed to keep Medicare intact as an
expression of collective responsibility for health care in Canada,
especially in the face of the growing threats of deinsuring,
privatization, and user fees raised by the specter of shrinking federal
involvement and growing provincial responsibility and driven by
the apparent need to control costs, restrict access, and reduce ben-
efits.

The One Voice conference developed an action plan to voice its
concerns and implement its recommendations. Emphasis here was
on defending Medicare, building coalitions among groups, taking
national leadership in this area, and communicating among coali-
tions and organizations to “get the message out” to target audiences
including the media, governments, and all age groups, about the
threat to Medicare. The conference has already led to the formation
of a Seniors Health Action Group (SHAG) both to research what
effects proposed cuts in provincial transfer payments and block grant
funding would have on Medicare services, and to develop an action
plan to win widespread public support for a renewed vision of
universal health care and to stimulate action at the local, provincial,
and federal levels to achieve it.
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4. Emergent directions for health care in Canada. The current
debate over the future of Medicare has triggered a reconsideration of
how health care services should be defined (broadly or narrowly)
and what model (medical, social, or some combination) should
structure the system. For example, because of the history of Medicare’s
support for hospital and physician services, current health care is
based largely on an acute care, medical model, an approach that may
be difficult to change due to vested interests and system-wide inertia.
In addition to general concerns about the efficiency, organization,
and effectiveness of the services delivered by the health care system,
there are two areas in particular where discussion has been driven by
concerns relevant to the care of the elderly: long-term care, and
healthy public policy and disease prevention.

Long-term care in Canada exhibits great variation among the
provinces with regard to organization, payment, and dominant
models. While there may be consensus on the human values under-
lying the system, as for example, dignity, security, self-determina-
tion, and independence, there seems to be substantial variability in
otherareas.? Although Medicare established an essential foundation
of medical services upon which a long-term care system could be
built,* it simultaneously sharply narrowed the view of what consti-
tutes health and how to structure services to achieve it. Long-term
care to manage chronic illness and provide supports to improve
quality of life of the frail elderly falls considerably outside the
biomedical model associated with the acute care system. While long-
term services in institutional settings (chronic hospitals and nursing
homes) may be covered under Medicare and the Canada Assistance
Plan in some provinces, non-institutional home and community-
based services are covered only by a crazy-quilt payment system of
publicand private programs, including non-profit agencies and user
fees for consumers. Hence long-term care is increasingly discussed
and debated across the Canadian provinces, particularly the impor-
tance of increasing public support for home and community services
outside an institutional context.”

Chappell, for example, argues that there is widespread support
among federal and provincial governments for increased recognition
of community services, and the challenge now is to redistribute the
resources from the acute care system to the community one.” Other
authors have recently emphasized the importance of maintaining
diversity within the long-term care system to maximize individual

choice,” supporting the needs of families and other caregivers,? and
recognizing the perils and pitfalls of community involvement in
determining the priorities of the long-term care system without
adequate definitions for “community” and “involvement.”?

In addition to concerns about how to increase public support for
long-term care services across Canada, observers also emphasize the
importance of expanding the model of care to embody a more holistic
emphasis on health promotion and healthy public policy. Rather
than relying on a health care system that is reactive, “fixing” prob-
lems after they have arisen, observers are calling for a greater
emphasis (along with increased resources) on health promotion and
disease prevention. Thisis especially the case within the gerontological
community,® where authors have emphasized the importance of
preventing or postponing health problemsin designing astrategy for
maximizing well-being and quality of life for the elderly. More
broadly interpreted, this approach also includes greater recognition
of the need for “healthy public policy,” supported by the belief that
the scope for thinking about health and aging must be broadened
well beyond a model based simply on demography, economic costs,
and disease and operating within a system characterized by organi-
zational boundary disputes, lack of adequate data, and few mecha-
nisms to coordinate decision-making across the system.

B. Saving the Medicare Program in the United States

In the U.S, elderly persons currently make up about 12.6
percent of the population, with projected increases due to the aging
of the “baby boom” generation to approximately 21.8 percent in the
year 2030 and 22.6 percent in 2040.% As in Canada, concerns are also
directed on the southern side of the border toward the skyrocketing
cost of health care services, which in 1990 constituted 12.4 percent of
the Gross Domestic Product in the U.S® In particular, the U.S.
Medicare program has grown rapidly since its inception in 1965,
averaging 16 percent annual growth rate in its first 25 years of
existence.* In spite of efforts over the past few years to stem the rate
of growth, such as the development of Diagnostic Related Groups
(DRGs) which established limits on hospital care for the elderly,
current projections indicate that the trust fund for hospital insurance
will be depleted within seven years.*

Three developments in the U.S. have highlighted the interrela-
tionships between health and aging policy: (1) the centralimportance
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of health care issues at the 1995 White House Conference on Aging,
(2) the Clinton Administration’s attempt at health care reform, and
(3) the Congressional debate over the future of Medicare. An exami-
nation of the discussion surrounding them helps to illustrate current
issues related to geriatric health care and the core conflicts over them
evident in the U.S. today.

1. Health care issues at the 1995 White House Conference on
Aging. Over two thousand delegates representing all states and
territories participated in the fourth White House Conference on
Aging (WHCoA) held in Washington on May 2-5, 1995. Many “mini
White House Conferences” across the country preceded this national
forum, allowing states and organizations to develop specific recom-
mendations based on the concerns of the elderly on a number of
policy-related issues. Observers prior to this year’s conference sug-
gested it was particularly important because the country is about to
enter a new phase in national history when the challenges of aging
will become more critical. In particular, “The dramaticincrease in the
elderly population can provide the nation with unprecedented re-
sources of experience, support for younger generations, and
volunteerism. However, the growth in the population aged 85 and
older will place a strain on existing social and health services.”*
Although the balance between the potential crises and the opportu-
nities represented by an aging society is evident in this observation,
the conference itself tended to address mainly the perceived prob-
lems in the current system and anticipated issues for the near future.

Of the fifty resolutions adopted by Conference participants,
approximately half deal in some way, directly or indirectly, with
health care and long-term care. Because many of the resolutions
embody similar principles and recommendations, it is difficult to
present a unified picture. Nevertheless, the preservation of Medicare
benefits and coverage, the development of a universal health care
system, better support for a unified home and community-based
long-term care system, and more emphasis on health promotion and
disease prevention for the elderly are recurrent themes. Clearly,
health-related issues dominated the White House Conference, re-
vealing a continuing concern and anxiety over the future of health
care in the U.S. generally and especially with regard to the elderly.
This pattern was evident as well in the pre-White House Conference
state hearings. For example, in Rhode Island nearly 40 percent of
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comments at one series of public hearings dealt with health care in
general, and about 20 percent were related to long-term care in
particular.¥

2.The Clinton Administration’s attempt at health care reform.
The Clinton Administration’s proposed Health Security Plan, and
the resultant debate and ultimate failure of the proposal, can teach
many lessons relevant to health care reform in the U.S. The elderly
have been deeply involved in these issues because concerns over the
cost of health care for the older population continue to play a major
role in thinking about programs, benefits, and eligibility for services.
The Clinton plan included the concepts of universal coverage, com-
prehensive benefits, effective cost containment, national rules with
local flexibility, avoidance of explicit taxes, and reform of the health
care delivery system to remedy the current problems of cost and
access to services in the U.S. Its failure has been attributed variously
to the American distrust of government, to fears of increased costs
felt by small businesses, to general tax phobia, to provider and
insurer self-interest and profit motives, to the complexity of the plan
itself, to weak grassroots support, to lack of positive information, to
the spread of misinformation and misperception, and to political
partisanship.®®

The Clinton proposal generated considerable discussion in the
gerontological community about the relationship between the Medi-
care program, which was to have remained essentially independent
of the more systemic reforms under the Health Security Plan, and
health care reform in general. This examination took two forms: the
first was to assess the specificimpact of the proposed Clinton plan on
the health of older adults, particularly in creating “discontinuities” in
care that would have been introduced by two separate programs, one
for persons under 65 and one for those over it;* and the second dealt
more generally with the interrelationships between Medicare and
health care reform, including the lessons to be learned from the
former for the latter. This discussion will focus on the second aspect.

As a program, Medicare has some major lessons for health care
reform in general, regardless of the fate of specific proposals such as
the Clinton plan:

* Government programs can be popular. The elderly generally like
Medicare, as does the public at large, and it has made major

Health and Aging Policy / Clark 13



contributions to access to health care services and to eco-
nomic well-being.

s Ability of providers to adjust to change. Changes in hospital and
physician payment mechanisms, while causing short-term
opposition, did, in fact, serve to help hold down costs,
particularly in hospital services, without having major nega-
tive impacts on quality of care.

o Ability to reduce administrative costs. A major success of Medi-
care is its low administrative overhead: less than 3 percent
compared with 10 percent for private health insurance and as
much as 40 percent in the small group market. This signifi-
cant differential has important implications for reform in
other parts of the health care system.”

Another area highlighted in discussions about Medicare and
health care reform is that of long-term care. In particular, observers
have seen these debates as an opportunity to move the long-term care
agenda ahead as a major issue to be considered in any substantial
reform of the health care system in the U.S. For example, in spite of
the predominant acute care focus of Medicare (or because of it?), the
Clinton health care task force long-term care work group considered
adding a voluntary Part C Medicare benefit, enabling individuals to
purchase public insurance to protect up to $30,000 in assets.*

Some policy observers have suggested that there are major
issues which must be resolved before long-term care can really move
ahead on the health care reform agenda.”” These include:

s The place of long-term care on the health care reform agenda.
Although the focus of many attempts to reform health care is
on acute care services, long-term care is increasingly impor-
tant.

s Determining the proper balance between public and private roles.
The value or political ideology of governmental support
versus the responsibility of individuals and their families for
providing and paying for long-term care is central. In addi-
tion, the kinds of private sector programs that might be made
available, and their affordability, are critical: e.g., the provi-
sion of affordable, private, long-term care insurance.

» Institutional versus non-institutional services. The question of
how much resources to invest in home and community-
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based care efforts, as opposed to the traditional emphasis on
nursing-home care, is essential. Itis unlikely that policymakers
will invest more resources into institutional care until a more
balanced home and community-based alternative has been
developed.

Beyond these crucial “big picture” items are more specific
issues that will need attention in adding any long-term care benefit
to a health care reform package, including: what is the appropriate
role for the states? How will expenditures be controlled? Will there
be a broad benefit package and how does that affect service entitle-
ment? Will acute and long-term care services be integrated? How will
the needs of the elderly and nonelderly disabled be met? And, how
will adequate financing be assured?%

3. Congressional debate over the future of Medicare. Finally,
recent budgetary debates in the U.S. Congress have thrust Medicare
cost projections into the public consciousness, with resultant con-
cerns raised about the impending insolvency particularly of the
Hospital Insurance (HI) trust fund. Televised images of members of
Congress brandishing copies of the Medicare Trustees’ Report as
evidence that “something must be done” about “runaway” health
care costs for the elderly have contributed to a public perception of a
looming disaster. The Hospital Insurance program pays for inpatient
hospital and other related care for those aged 65 and over, and for the
long term disabled. In calendar year 1994, HI covered about 32
million aged and about 4 million disabled enrolles at a cost of $104.5
billion.* Under “intermediate” cost assumptions, projections of the
solvency of the HI trust fund indicate the fund will be exhausted in
only seven years, and suggest generally long- term financial instabil-
ity over the next seventy-five years. The cost of the HI program is
projected to increase from 1.6 percent of Gross Domestic Product to
4.4 percent in 2065, as a result of anticipated increases in hospital
admissions, the complexity of services provided, and changing de-
mographics. By the end of the seventy-five year projection period, the
study finds that the HI cost rate will be roughly three times the
income rate. The report also notes that currently about four workers
support each HI enrollee. This ratio will decline rapidly early in the
next century, however, even before the major demographic shifts
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associated with the baby boom begin to occur, and by the middle of
the century only about two workers will support each HI enrollee.®

In concluding their report to Congress, the trustees urge the
government to take action, based on their summary assessment that
there has been “deterioration in the long-range financial condition of
the Social Security and Medicare programs and an acceleration in the
projected dates of exhaustion in the related trust funds...These
adverse trends can be expected to continue and indicate the possibil-
ity of a future retirement crisis as the U.S. population begins to age
rapidly.”* While the report recognizes past achievements in slowing
down the rate of growth in Medicare HI expenditures, it strongly
suggests that “Medicare reform...be addressed urgently as a distinct
legislative initiative” in light of the failure of recent attempts to
introduce broader health care reform changes. For example, the
structure of parts A and B may require review and change.

What is clear at this writing is that Congress has undertaken a
major assessment of the future of Medicare, with both Democrats and
Republicans prepared to assess its benefits levels, structure, and rate
of growth. Urged by the twin specters of looming budget deficits and
the graying of the population, Congress seems intent on restricting
the annual rate of growth in Medicare by reassessing what it pays for
or where the money comes from—or both. The perceived “crisis” in
Medicare, as announced by its own trustees, will certainly strengthen
the hand of those who would not feed it any longer.*

Additionally, a comparison of current issues in geriatric health
care policy on both sides of the border gives evidence that mounting
concerns over the cost of health care, emerging from the lengthening
shadow cast by demographic aging, are increasingly driving public
discourse on the future of health care service delivery systems,
payment mechanisms, and appropriate care models. Whether or not
the two countries’ systems are converging from past histories repre-
senting very different assumptions about the role of government in
health care,®® what is clear is that the elderly and their health care
concerns are taking a prominent place in the intense current debate
over the future of the health care systemsinboth the U.S. and Canada.
In order to understand how these two countries arrived at their
current situations, we must examine their recent pasts in the context
of studies, reports, and forces shaping the nexus between aging and
health care policy and, in particular, the development of a perceived
“problem” of health and aging.
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II. IS POPULATION AGING A “PROBLEM
PARADIGM"”?: VIEWS FROM BOTH SIDES OF THE
BORDER

The current debates over aging and health care in Canada and
the U.S. have an interesting and important historical backdrop, an
understanding of which enriches our insights into the emerging
trends currently shaping health care policy in both countries. At
present health care services and policies are a “moving target,”
constantly changing and difficult to characterize in a single cross-
sectional “snapshot” in time. Rather than to admit defeat because of
this fact, however, we should examine the past, analyze the present,
and design a framework to think about the future. The development
of a meta-analysis of the patterns and themes in previous studies on
the relationships between population aging and health care can
capture the trends and forces shaping the issues facing a society and
its government and thereby provide a firm foundation for informing
our thinking about the future.

The development of the concept of aging as a “problem para-
digm” helps to provide a basis for this approach. For example,
studies of population aging may lead to forecasts of demographic
doom based on projections of age composition, dependency ratios,
disability rates, and the economicimpact of population structure into
the future, an activity characterized as “alarmist or apocalyptic
demography.”# In this approach there is an implicit faith that the
emphasis on quantitative data will free policymakers from the diffi-
cult (and ultimately value-based) decisions implicitin making choices
and establishing priorities. But no matter how interesting demo-
graphic projections may appear, their pattern of use in the present is
more revealing of their true intent and impact. Numbers may simply
be used to mask a call for more money to respond to an imminent
“health care crisis,” obscure important facts, or veil alternative op-
tions that should be considered by the policymaker. Numbers can be
manipulated and “massaged” to generate quite different conclusions
and interpretations.” Indeed, even recent demographic research
itself suggests that concerns over the negative impact of population
aging on rates of economic growth may have been greatly exagger-
ated."

In this same vein, Susan McDaniel reminds us that “ideas,
research and policy thinking about aging can never be divorced from
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the socio-economic context in which the phenomenon occurs.”* The
emergence of population as a “problem paradigm,” a model of
shared social reality, can be traced to the interaction between re-
searchers, policymakers, and program developers and funders. In
this view, demographic change becomes the engine driving a num-
ber of emerging crises, all of which are tied in some way to the
growing numbers of the elderly, rather than the underlying social
and economic relationships that characterize a society. This mindset
prevents us from seeing the “problem” of an aging society differ-
ently, and therefore limits the range of potential “solutions” that
might be considered.® Seen from this perspective, Canada and the
U.S. have different histories and emerging patterns.

A. Canadian Demographic Projections: Looking Beyond the
Numbers

The mid-1970s saw the beginning of published reports based on
the empirical study of population aging in Canada. Canadian observ-
ers have usually been more reluctant than their U.S. counterparts to
embrace a one-dimensional, quantitative approach to the aging
“problem.” For example, some of the earliest studies focused on
general issues and trends dealing with a changing age structure, or
more specifically with concerns about its impacts on health care
services.> There were also concerns raised early-on about the “prob-
lem” of population aging, especially with respect to its impact on
pensions and health care services.®

Alarmist themes could be detected in some of these early
studies, but most tended to downplay the “problem” of demographic
aging and to avoid the more apocalytic tones that were beginning to
emerge in the U.S. For example, in their 1978 study on health care
impact, Boulet and Grenier* used utilization and cost data on hospi-
tal and medical care services to project the effects of an aging
Canadian population to the year 2031. Although the graying of
Canada would have a significant impact, the authors concluded that
it would not be unmanageable in its effects on per capita growth of
medical and hospital costs. As Robert Evans concluded in his review
of this study, “This information is most important. It suggests that
present attempts to justify major increases in health system capacity
to cope with impending demographic  shifts
are...fallacious....Whatever drove or will drive increases, it is not
population structure.””’
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Similarly, at about the same time Ridler® accurately captured
the growing Canadian concern with questions about the country’s
ability to continue supporting pension programs and health care
services in the face of an aging population. He concluded that these
anxieties were overstated because: (1) the proportion and absolute
numbers of young Canadians would decrease, yielding savings in
the costs associated with education and family allowance payments;
(2) the proportion and absolute number of taxpayers could be ex-
pected to increase, offering a broader base to fund public programs;
and (3) the age structure of the Canadian population was not inevi-
table but was subject to conscious manipulation through economic
policies affecting fertility and immigration.

These early studies are significant because they set the tone that
the “problems” potentially associated with an aging population were
overblown and could be addressed through appropriate govern-
mental policies. Because there is sufficient time to prepare for the
potential impacts of an aging population, the crisis rhetoric is de-
fused and the “problem” becomes a socio-economic and political
“challenge” instead.

Skepticism with data-driven decrees of doom continued into
the decade of the 1980s. In 1984 the Canadian Medical Association
(CMA), asserting its professional stake in discussions of national
health care policy, released a report by the Task Force on the Alloca-
tion of Health Care Resources. ® This study devoted an entire section
tothe health care needs of the elderly with particular attention to their
impact on future health care costs. A separate research report ex-
plored the impacts of population aging over a forty-year period.®
Although this study did not answer the question of whether pro-
jected increases in health care service utilization would be economi-
cally manageable, it did examine the impact of such alternate forms
of care as, for example, substituting less costly community-based
services for institutional ones. The report concluded that the effect of
such resource re-direction would be considerable savings to the
health care system, and it observed that the overall impact of the
graying of Canadian society could be greatly reduced by appropri-
ately designed policies. The implication was that collective will and
governmental policies could prevent any “crisis” from being created
by growing numbers of the elderly.

This same theme has been sounded in over twenty years of
studies by Frank Denton, Byron Spencer, and their colleagues at
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McMaster University. Based on a series of earlier analyses® com-
pleted in the 1970s investigating the socio-economic impacts of a
changing demographic structure, Denton and Spencer concluded in
1987 that a significant proportion of elderly Canadians need not pose
a crisis for two reasons: (1) rising health care costs in the future will
at least be partially offset by increases in gross national product, and
(2) important reductions may occur in the cost of health care services
though advancements in technology, and the use of less expensive
forms and settings of care and health care professionals which could
generate substantial overall savings.®? That such policy choices may
not be easy is a point made by the same authors in 1988, when they
concluded that rather than a question of insufficient levels of social
resources to support the increased impact of the elderly, population
aging’s greatest challenge is to deal with shifting dependency ratios.
Government will have to decide whether and how to redirect social
resources and public spending for education, pension, and health
care programs.® This point underscores the importance of making
social choices and suggests that effective options depend less on
numbers and data than on shared societal consensus and collective
decision making.

Denton and Spencer® have carried this theme forward in their
most recent (1995) study, where they suggest that their projections of
population aging do, indeed, have major implications for the future
costs of health care services, and they summarize some of the recent
methods employed in Ontario to limit the rate of increase in health
care costs. But more importantly, they suggest that greater attention
mus: be paid to an integrated systems approach to health care policy,
emphasizing the interdependencies among different sectors of the
system. Such a perspective can lead to a more careful review of
existing services, based on their effectiveness and necessity, and the
possible elimination of ones not meeting certain criteria. The consis-
tent theme remains one of the necessity of making choices, based on
a firm working knowledge of the system and what expenses are
really necessary. In other words, government must take a hard look
at the system, keep what is good and necessary, and eliminate what
is bad and ineffective—a mission recently articulated by the National
Forum on Health.

Another study by Canada’s chief statistician in 1988 explored
trends in fertility, labor-force participation, and income and their
impacts on dependency ratios and the future costs of health care,
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pensions, and educational programs.®® Once again, the author con-
cluded that although population aging represents a significant chal-
lenge, more powerful than demographic forces are the kinds of social
and economic policies developed by government in response to
them. Public policy approaches to promoting healthier lifestyles
among the elderly, improved housing, and stronger informal sup-
port systems were all seen as sufficient measures to respond to the
challenge of an aging society.

Finally, Robert Evans, Morris Barer, and their colleagues at the
University of British Columbia have studied the “risks” associated
with an aging Canadian population for several years, and they have
consistently defused the apocalyptic rhetoric associated with the
looming “crisis” created by the perceived impact of the elderly on
health care service utilization. For example, in 1987 they drew
attention to the important distinction between simple population
aging and the ways in which the health care system responds to the
needs of the elderly and how these needs may be changing.* Draw-
ing on the political economy of aging perspective, the authors con-
cluded that the “problem” of the elderly has been created by vested
interests who perceive a new “growth industry” in the aged and seek
to divert more resources into the health care sector. They also
suggested that government might simply be using this “crisis” as a
lever to pry greater efficiency from the health care system. As stated
earlier, whatis importantis not the numbers themselves, but the way
in which they are used.

Similarly, Robert Evans argued in 1988 that challenges to the
Canadian universal health care system based on the pressures of an
aging population are factually and analytically wrong. Rather, they
aresimply thinly veiled professional or political agendas intended to
use a demographic smokescreen to hide other objectives. The real
challenge for an aging society is to develop a collective decision-
making context to determine how to understand health itself and to
delineate the appropriate boundaries of health care services: “[T]he
way ahead involves the development not only of programs and
policies, but of new intellectual and conceptual frameworks for
thinking about health in a broader social context, and about the
nature of the interrelationships and obligations among the indi-
vidual, the family...and the wider society”.”” From this perspective,
the “problem” of aging is simply a challenge to the community and
the government to respond reflectively to the needs of the elderly
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based on ashared dialogue about the appropriate objectives of health
care and how they can be met. For example, as we have already seen,
some critics of the current Canadian health care system suggest that
itis too medically oriented and should instead provide more support
for long-term care services (especially community-based programs)
that better serve the needs of the elderly and their families.

Most recently, Barer, Evans, and their colleagues attempt once
more to lay the demographic apocalytic rhetoric to rest:

The reality, as reflected in a steadily accumulating collec-
tion of research studies, is that to date the effects of aging
per se on health care costs have been quite
limited...Projections suggest that future effects...will ap-
pear gradually, and will be within the capacity of histori-
cal rates of economic growth. Yet these consistent research
findings, like a lighthouse lost in the fog, have remained
obscured by the persistent claims that the aging of the
population will bankrupt our health care systems.®

Using the metaphor of aging as a glacier, not an avalanche, they
explain the persistent grip of theimage of demographic doom as part
of the “problem paradigm” earlier explored by Canadians McDaniel
and Northcott.® Their suggestion for an antidote to this poisoned
projection is the realization that the forces driving health care cost
increases are the outcome of a struggle over social priorities, an
outcome that can be altered if the social and political will exists.
Patterns of health care for the elderly need to be changed, and this is
a management issue, not one dealing with absolute levels of social
resources. In other words, choices will have to be made and govern-
ment will have to make better decisions about how it spends its
money on health care in general and on the elderly in particular. This
theme is the same as that articulated recently by Evans on behalf of
the National Forum on Health.

B. Apocalyptic Aging in the United States

Optimistic and pessimistic studies and projections of the effects
of aging on health care costs can be found on both sides of the border.
But unlike the predominant skepticism north of the border, policy
analysts in the U.S. seem, on the whole, to have embraced quantita-
tive studies of population aging as an objective validation of “worst
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case” fears about the looming geriatric “crisis.” Some U.S. observers
suggest that this unquestioned reliance on numerical interpretations
of the gerontological “population problem” is tied to the emergence
of thebiomedical paradigm of aging.” The overall characterization of
this “culture of crisis” has four distinct but interrelated aspects: (1)
demographic, (2) epidemiologic, (3) economic, and (4) technologic.

1. Demographic forces. Simple numerical projections are often
used to create a sense of the helpless inevitability about the future
aging “crisis.” One recent study finds that “middle series projec-
tions” predict that the number of persons over age 65 will increase to
52 million by the year 2020 and to 68 million by the year 2040.” By the
year 2030 the elderly will constitute roughly 21 percent of the U.S.
population. Projections of the “aged dependency ratio” (i.e. the
number of aged persons per working population aged 19 to 64, a
crude measure of “dependency”) show similar supposedly alarming
trends: set at 20 percent in the mid-eighties, it is expected to increase
to 33 percent by the year 2025 and to 38 percent by 2050.”? Moreover,
persons 85 and older, those mostlikely to use health care services, are
the fastest growing population group; by the year 2020 there will be
7 million individuals in this group, or approximately 2.5 percent of
the total population, up from roughly 1.4 percent at present.”®

2. Epidemiological trends. Closely related in popular con-
sciousness to the demographic “facts” are epidemiological trends,
especially projections of the disease burden which the skyrocketing
numbers of the elderly represent. Based on the concept of the “fail-
ures of success” explaining the growing prevalence of chronicillness
due to the successful treatment of acute diseases,” epidemiologists
pointto the specter of a “pandemic of chronic diseases and associated
disabling conditions.””> Although more optimistic projections of
declining duration of chronic illness (the “compression of morbid-
ity” at the end of life) have been made by such observers as James
Fries,” many of his critics have suggested that there is little, if any,
evidence for this trend as yet.”” Indeed, with regard to the combined
effects of aging and chronic disease, most projections seem to agree
that “the number of very old people is increasing rapidly; the average
period of diminished vigor will probably rise; chronic diseases will
probably occupy a larger proportion of our life span; and the needs
for medical care in later life are likely to increase substantially”.”®
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Anincreased burden of chronicillness willimpact most directly
on the institutional long-term care system. A recent U.S. General
Accounting Office (GAO) report estimates that costs will almost
triple in the next 27 years and then nearly triple again by the middle
of the next century.” In constant 1987 dollars, costs are expected to
rise from $42 billion in 1988 to $120 billion in 2018 and $350 billion by
2048. The number of elderly persons using anursing home during the
course of a year is projected to increase 76 percent over the next 30
years, from roughly 2.3 million in 1988 to about 4 million in 2018. The
report also suggests that shifting dependency ratios will place a
greater burden on the working population in paying for these in-
creased costs.

3. Economic forces. Concerns about costs, especially those for
medical care, arise naturally from projections of the growing num-
bers of the elderly with chronic illness. Although the elderly cur-
rently represent over 12 percent of the American population, they use
roughly a third of the total U.S. expenditures on health care. A recent
study of future Medicare expenses concludes that “the projected total
cost...rises impressively during the upcoming decades, nearly dou-
bling by the year 2020....By 2040, the average age of a baby boomer
will be 85 years, and the level of Medicare spending...could range
from $147 to $212 billion” .2 In 1991, the Medicare Board of Trustees
projected that the Medicare hospital insurance (HI) fund would be
exhausted by the year 2005,* and the more recent 1995 alarmist
projections of insolvency by 2002 have already been discussed in the
previous section.

4. Technology. Progress in medical technology tends to be seen
by many observers as inevitable. Such progress also raises concerns
over whether our society will be able to continue funding unlimited
access to this technology. As ever more sophisticated and expensive
diagnostic procedures and interventions become available to treat
the symptoms and causes of chronic illness, and as more and more
members of our aging society have at least one chronic illness, it is
clear that the U.S. is increasingly likely to be caught in a medical
Malthusian dilemma: the demographic-epidemiologic demand will
far outstrip the economic “carrying capacity” of our society to meet
it. This widening gap will inevitably result in the need for explicit
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rationing of health care services.® The best known of age-based
rationing suggestions are those of Daniel Callahan, based on his
argument about the natural human lifespan and the necessity for
“setting limits.”® This suggestion has created controversy among its
reviewers, drawing fire based on philosophical, clinical, and policy-
related grounds.®

III. MORAL ECONOMY AND THE SOCIAL CON-
STRUCTION OF THE “CRISIS” OF AGING AND
HEALTH CARE

Differences in approaches between the U.S. and Canada with
regard to the interpretation of population aging and its impact on
health and social programs and resources suggest that there may be
underlying forces at work beyond simply different numbers. Indeed,
how data are defined and how information is collected, analyzed,
and presented reveal the presence of other social, economic, political,
and moral agendas. As Carroll Estes and her colleagues suggest,
“[E]ach of the crises making their way into the public consciousness
is socially “produced,” or constructed by what politicians, econo-
mists, experts, and the media have to say about orimpute to theissues
they address”.® In this regard, a comparison of the U.S. and Canada
reveals different approaches to the “crisis of aging,” to how the
“problem” of the elderly and their impact on the public purse is
defined. A clue to these differences is provided in an observation
made ten years ago by Robert and Rosalie Kane® who concluded
with respect to long-term care:

The difference between the Canadian and American re-
sponses to essentially the same demographic pressures is
instructive. The aging of the United States population has
been looked upon as a fiscal crisis. The effectiveness of
programs is measured by their ability to control costs....[I]t
appears that Canadians are more likely than we are to
approach long-term care primarily as a question of how to
meet the service needs of the functionally impaired. Some
serviceis assumed to be needed for the elderly population;
the issue is how to provide it decently and efficiently.
Public and scientific statements in Canada are calmer than
the crisis-oriented pronouncements in the United States.
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On both sides of the border, the projected growth of the
“old-old” population is recognized; but Canadian ana-
lysts make frequent reference to offsetting reductions in
the numbers of other dependent groups, especially chil-
dren, when they write about the needs of the elderly over
the next decades.

In summary, it appears that more is at stake in defining the
demographic “problem” of the elderly than simply numbers. It is
here that differences based on underlying values play an important
role, and where the approach of moral economy, outlined earlier, can
be instructive.

In a fundamental way, the resolution of geriatric health care
policy debates in the U.S. and Canada will depend on the outcome of
ashifting balance between the values of individualism and collectiv-
ism as they are interpreted within the politicalideologies of these two
countries. The elderly in Canada are concerned about the unravelling
of the welfare net that many of them can remember being woven: will
government retreat from its more recent historical commitment to
social programs that were built on a strong collectivistic ethos and
replace it instead with growing emphasis on individual responsibil-
ity? In Canada, seniors are fighting to preserve Medicare and to keep
its basic structure intact. Similarly, in the U.S. the elderly are lobbying
to preserve their Medicare benefits in the face of a Congress threat-
ening to dismantle or at least restrict or reduce them. And in the U.S.
there is no history of a strong role for government in supporting
universal health care for all Americans.

Collectivism versus individualism: this fundamental tension
lies at the core of the emerging social and political debate in both
countries with regard to the future of health care in general, and in
particular with respect to health care for the elderly. An examination
of these two value themes, as suggested by the moral economy
approach, can reveal underlying trends in the two countries and help
further an understanding of what may happen in the future. The
purpose of this discussion is to analyze Canada and the U.S. as
unique contexts, shaped by historical contingencies within which the
debate on policies for the elderly is unfolding. Within this analysis,
values and value conflicts play a major role.
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A. Universal Health Care in Canada: Eroding Consensus or Solid
Bedrock?

Differencesin social values, and their disputed role in determin-
ing something called “national character,” are hotly debated issues.
Itis striking that many observers of differences between Canada and
the U.S. have commented on a more collectivist ethos north of the
border, in both “popular” Canadian publications and presentations
in the U.5.#” and in the more “academic” literature.®® A fundamental
issue at stake in this debate is the origin and presumed permanence
of this difference. Some observers, such as Seymour Martin Lipset,®
Gad Horowitz,” and Louis Hartz”, argue that out of the American
Revolution emerged a relatively unchanging value system for the
U.S. and Canada: the U.S. moreindividualist, Canada more collectiv-
ist. Others have vigorously questioned the extent to which such
events were central to shaping national character differences and
suggest that this earlier thesis is now discredited among many
sociologists and historians.”? This is not to say that there are no value
differences between the two societies; it is just to assert that far from
being determined by some historical event in the distant past, these
values have evolved (and will continue to evolve) under the influ-
ence of changing social, political, and economic forces. John Conway*
asserts, for example, that the Canadian sense of community draws on
a political and religious history different from the U.S., extending
across generations to unite the society through time. In addition, he
observes that there is a less marked separation between church and
state in Canada. Historian John Herd Thompson® sees the real roots
of social democratic institutions in Canada as arising after 1945 and
during the Cold War, when the U.S. invested its resources into the
military-industrial complex and Canada into social welfare pro-
grams such as universal health care insurance.

In health care in particular, the universal system in effect in
Canada certainly embodies the collectivist principle that the commu-
nity has responsibility for the welfare of its members.” Robert Evans,
forexample, has argued that the different structures of the health care
systems in the U.S. and Canada may act as a mirror or a lens through
which their different value systems may be observed:

Each nation is both legatee and prisoner of its own history
and its enduring cultural values and symbols. Students of
comparative health care systems emphasize the funda-
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mental continuity of institutions....This underlying stabil-
ity reflects the fact that a nation’s health care system is a
massive and complex social undertaking...[I]t also serves
as a symbol of the fundamental shared values of the
society.”

Of course, a major issue here is the “durability” of these under-
lying social values and their tendency to shift in the face of changing
economic and political forces—themes explored throughout this
discussion.

Other observers have noted that collectivist ideals have differ-
entiated Canada in the past from the U.S. in defining the very nature
of the problems in geriatric health care and in quality of life consid-
erations for the elderly.”” Moreover, this universalist approach to
social welfare policy has effectively short-circuited any development
of polarizing “intergenerational equity” rhetoricin Canada by meet-
ing the health care needs of all persons across the entire family life
cycle.”® Some observers attribute this relative lack of divisiveness on
social welfare policy issues to less conflict over issues of race and
poverty, though the clash between English- and French-speaking
Canadians is obviously a major issue.”

Another expression of the value of collectivism is found in the
openness and vigor of public debate and dialogue over major social
issues in Canada and in differences in the political systems between
the two countries. For example, Canada has a parliamentary form of
government, greater citizen participation, and less domination of
politics by special interests (such as business)—what one set of
observers has called the greater likelihood that “public opinion will
be more easily translated into public policy” north of the border.'® In
addition, there has traditionally been a sense of reliance on govern-
ment to deal with pressing social issues, though there are signs that
this value is declining as the average citizen’s trust in government'’s
ability to confront major economic and political problems has been
eroded.

In spite of this, historically the universal health care system has
forced discussion of importantissues and priorities out into the open.
As Robert Evans and his colleagues have suggested,' a hallmark of
the Canadian health care system is continuing debate over health
care expenditures, as for example in annual fee negotiations between
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provincial medical societies and governments, and the establishment
of global hospital budgets. There is some faith that this open discus-
sion will serve to reveal the underlying social values necessary to
guide the health care system through difficult times.' As one partici-
pant suggested at a major Canadian conference on aging and health
care,

what is becoming more clear all of the time is that the

distribution and utilization of health care resources is a

public issue. As such, ethically sound decision making

cannot occur until the values in question are clarified. The

clarification of individual values is a first step. The clarifi-

cation of whether there is a public ethicis yet another step.

Let us reflect together then on some of the issues that need

to be clarified if we are to take any steps at all.’®

It is interesting that this same participant now chairs the “val-
ues” work group of the National Forum on Health, which is oversee-
ing the general public debate on health care reform currently occur-
ring in Canada. This effort is a striking example of both the tradition
of open debate on social issues and the recognition of the central
importance of values in this process.

It is also clear that major changes in thinking are occurring in
Canada that portend a reassessment of the traditional assumptions
about government. For example, Susan Fletcher, the executive direc-
tor of the Division of Aging and Seniors of Health Canada, spoke at
the annual meeting of the Canadian Association on Gerontology in
late 1995. Her message was that new “ways of doing business” will
characterize the federal government in the future. The commitment
to consultation and participation in discussion and consensus-build-
ing will remain an important principle. But a process of reviewing
existing programs to determine “core activities” has begun, includ-
ing an assessment of what are legitimate and necessary roles for
government and how programs and policies can be realigned to be
made more efficient and sustainable. Government will increasingly
become more of a “partner” than a “parent,” emphasizing the devel-
opment of interdepartmental, multi-sectoral, and horizontal collabo-
ration and partnerships. Leadership will continue, but “steering not
rowing” emerged as a major metaphorin Ms. Fletcher’s presentation.
The federal government is still committed to a universal health care
system, but it is clear that the meaning of this commitment will be
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influenced by major shifts in the ideology about government’s role in
health and health care.

Hence changing economic and socio-political contingencies
may once again influence the role of universalism in shaping health
care policies in Canada. Pressures exist that may cause change, but
the development of a health care system similar to that in the U.S.
seems opposed by everyone. Growing emphasis on population
health, the determinants of health, health promotion, and groups at
risk for health problems will expand the definition of health and
health care in Canada. Though the future is uncertain, it is clear that
major changes will, in fact, force a redirection of the relative roles of
federal, provincial, and local governments in promoting the health of
Canadians in general and that of the elderly in particular.

B. Social Values in Health Care in the United States

In considering the social value base of current political ideology
south of the border, it can be argued that the individual in the U.S.
serves both as the unit of need or service, and as the core organizing
principle around which government policy is formulated and devel-
oped. This perspective has achieved new prominence in the recent
ascendancy of the Republican party agenda in the Congress which
emphasizes the value of smaller and weaker central government and
of increased personal and local control over social problems. The
Republican victories in the last congressional elections could be
interpreted as a distinct rejection of broader principles of social
welfare policy, as evidenced in the recent congressional efforts to
dismantle 30 years of health care policy since Medicare and Medicaid
were enacted in 1965. This ideology is evident in the tendency to
define problems as individual rather than as social, political, or
economic, thereby making it more difficult to achieve far-reaching
social reforms.'™ Social researchers such as Robert Bellah and his
colleagues have found that individualism is a major characteristic
defining how persons in the U.S. view themselves and organize their
relationships and lives.'® Indeed, the pre-eminence of the individual
is enshrined in the notion of individual rights, which are reinforced
in our legal system and in ethical guidelines in such areas as health
care, and which make the individual the center of attention, profes-
sional obligation, and governmental and insurer scrutiny.

This individualistic ethos has profound implications for how
public policy is formulated. First, the individual is seen as bearing the

30 Canadian-American Public Policy

main responsibility for meeting his or her primary needs. Only when
the individual fails to do this will the government step in as a last
resort to guarantee some minimal level of social assistance. Within
the domain of health care, for example, services have traditionally
been allocated based on individual need and the ability to pay—in
other words, by a market-based mechanism. Even in theories of
social justice that could underlie an expanded health care system, a
strong bias toward individualism discourages dialogue and discus-
sion leading to a more universalist and less market-driven system.'®

Atasocial level, a perceived public policy polarization between
the young and the old, “kids versus canes,” in the intergenerational
equity debate further exemplifies the growing fragmentation and
group-based nature of U.S. politics. Originally presented as a demo-
graphic and economic argument,'” the intergenerational “war” has
been correctly unmasked as anideological struggle between compet-
ing forces over the future of the welfare state,'® the nature of social
inequities,’® and differing interpretations of the relationship be-
tween the state and families."" Unlike many other nations, the U.S.
particularizes and compartmentalizes social policies along lines of
individual or static group-based need, rather than seeing public
programs as responding to changing life course needs across the
entire society.!!! In this view, the U.S. has spawned the generational
equity debate precisely because it does not have adequate social
programs to meet the needs of families over the entire life course. In
spite of calls for recognizing the inextricably related needs of indi-
viduals and families across the generations'? and for a new
intergenerational politics to forge a common agenda uniting people
of all ages in expanding social welfare policies,' it remains unclear
how successful such efforts will be. At heart, the U.S. remains a
society based on individualist interpretations of social problems,
rather than joint efforts uniting people of different ages, cultures,
socioeconomic statuses, or political ideologies.

As a consequence, emphasis on individualism makes the devel-
opment of more universalist policies difficult, if not impossible. If
concern is directed mainly toward the self rather than to the welfare
of others, then there is little chance that a sense of community
responsibility will evolve to underwrite a significantly broadened
social policy base, such as universal health insurance. Indeed, little
sense of identification with the broader societal interest precludes the
kind of social discussion and debate that is needed to forge a moral
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consensus on new social priorities, especially in the health care field.
Increasing emphasis on cost-cutting measures and the blind pursuit
of the “perfect” technology cannot substitute for social discussion on
health care policies and priorities.’* The recent history of the Clinton
health care reform effort certainly reveals the enormous difficulty in
having arational and well-informed public debate and discussion on
health care in the U.S,, free from attempts at distortion, destruction,
and disintegration of facts and values. And as Antonia Maioni has
recently observed from a Canadian perspective about the frag-
mented state of health care reform in the U.S.,

the United States seems mired in a situation that, if we look
at historic precedent, does not bode well for the rapid
enactment of comprehensive reform. As in the past, oppo-
nents of health reform have been able to exercise much
more influence through the legislative process than in
Canada. Powerful lobbies, such as insurance and small
business interests, have been able to exploit a political
system in which groups with concerted interests and
financial resources can exert considerable influence."®

Indeed, as discussed earlier, not only is the U.S. currently not
making progress in expanding access to health care, but it is also
engaged in the virtual demolition of the foundation that some
observers hoped would eventually be built upon to provide health
care benefits for everyone, and not just the poor and the elderly.
Indeed, the focus of the recent White House Conference on Aging
was primarily on keeping in place those programs currently enjoyed
by the elderly rather than on enacting broader and more substantial
programs to meet other needs of the nation’s seniors.

IV. CONCLUSION: TOWARD A COMPARATIVE
MORAL ECONOMY OF AGING AND HEALTH CARE

Aging is a universal process affecting all individuals and,
inevitably, societies and governments as they deal with the design of
social policies and programs to respond to the unique challenges
represented by the experience of growing older. As noted eatlier, a
major weakness in the emerging field of comparative gerontology is
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the lack of a conceptual framework for facilitating cross-cultural
study of the experience of aging within a policy context. This essay
argues that a moral economy framework is essential if we are to
understand fully the similarities and differences both in the defini-
tion of the “problem” of aging and in the development of “solutions”
to it found in different countries. A major task for comparative
gerontology is to uncover these differences and examine their impli-
cations for designing humane social and health care policies.

In this process, we must consider both the facts and the values
implicit in any policy debate.!' In spite of what policymakers might
like to believe, purely quantitative or factual approaches are insuffi-
cient for a complete understanding of a social “problem.” Empirical
data canbe used as an instrument to advance agendas based on social
ideology and embodying values rooted in historical, social and
political assumptions about the nature of the state and the responsi-
bilities and obligations of individuals and families. Thus aging may
be seen as a “problem” to be “solved,” rather than as a modern
triumph of the maintenance and extension of life on a scale unparal-
leled in human history. Instead of seeing the elderly as the “enemy”
and aburden, we must come to see them as embodying needslike any
other social group—a group that we are all becoming. As Pogo, the
cartoon character, once observed: “We have met the enemy, and he
isus.”

The moral economy perspective allows observers to uncover
and study the prevailing social values underlying current public
policy discussions and debates, allowing insightinto questions about
our relative priorities as a society and whether these are the right
priorities. That thisis a dynamic process hasbeen made evidentin the
preceding description of the shifting balance between individualism
and collectivism in the U.S. and Canada. South of the border, the
debate a few years ago on health care reform seemed to suggest that
the U.S. was moving toward a realization that government must play
a greater role in ensuring more equitable access to health care
services, and not be concerned only about cost issues, though the
means to achieve this goal were bitterly contested because of divisive
political ideologies and loyalties. Now this role for the federal gov-
ernment has been cast into doubt by the Republicanization of Con-
gress. Conversely, in Canada government seems to be engaged in a
process of reinterpreting the meaning of the value of universal access,
with greater emphasis on concerns about costs, including cost-
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limiting and cost-sharing strategies. Whether the two countries are
actually converging from very different recenthistories remains tobe
seen.'”

What is apparent in both countries is that the elderly and their
advocates are moving health care policy toward embracing abroader
vision of health than has traditionally been evident in either nation.
Growing recognition of the importance of disease and disability
prevention, as well as long-term care for the chronically ill, has
emerged from the realization that the prevailing acute care, medical
model is not adequate to deal with the unique health problems of the
elderly. Whatis yet to be seen, however, is whether and how this new
and expanded interpretation of health will actually be translated into
real policy shifts and new programs. Canada’s traditional reliance on
anopen process to involve all elements of society in determining new
policy directions, as well as its current commitment to changing the
ways in which the health care system is managed, seem to offer a
brighter future for this possibility thanin the U.S. Butsome observers
remain skeptical and emphasize the sometimes large gap between
rhetoric and reality. South of the 49th parallel, gridlock in any
attempts to bring about major changes in health care seems to be the
norm, particularly in the absence of any tradition of collective re-
sponsibility for ensuring universal access to it and in light of current
efforts to turn back the clock on social welfare policies in general.

In sum, it seems that the fundamental conflict evident in health
care concerns driven by the recognition of an aging society isbetween
collectivist and individualist values. On a stage of competing values
in a theater constructed by historical, social and political forces, the
emerging drama of geriatric health care policy will be acted out in
each nation. In this play, however, we need to be aware not only of
the stage, but also of what is going on in the theater with regard to
assumptions about the nature of the aging “problem.” Reality may go
beyond appearances and in fact be obscured by the social construc-
tion of the “stage set”, or social “problems” in the service of other
agendas. In reviewing how this play is performed in both the Cana-
dian and the U.S. we can gain much insight into why aging can be
seen as both alens to magnify and scrutinize social institutions in our
two countries, and as a prism to separate the underlying moral
assumptions that make living in society possible and enriching.
Taken together, more light will be shed both on aging as an indi-
vidual and social experience, and on the underlying assumptions of
public policies that respond to it.
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