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OVERVIEW 
HEALTH CARE AND VALUES: CURRENT 
CONSENSUS AND EMERGING DIVISIONS 

It has become something of a truism to note that 
public debate about the health care system must 
ultimately confront the issue of values. But 
beyond the broad consensus that the health care 
system is profoundly linked to core societal 
values, what are the nature of these 
connections? More importantly, what are the 
real world implications for the future of the health 
cars system? 

These are difficult questions which are made 
even more challenging by the somewhat 
amorphous nature of the notion of "values". A 
rational economic framework may provide more 
precision in estimating the costlbenefit ratios of 
various options, but rt also runs the risk of 
missing the essential foundations of the debate 
in the public's mind. The current research vividly 
underlines the difficulty of applying a purely 
rational calculus to these complex problems. 

The National Heatth Forum has squarely 
acknowledged the cantrality of values in the 
debate about health care. This research project 
examines the role of values in the debate about 
heatth care. It attempts to refine our 
understanding of the way that values shape 
public preferences for the future of heatth care in 
Canada. This ressarch builds on existing 
quantitative research on values and health care 
conducted under the aegis of the Rethinking 
Government project. Quantitative survey 
research provides a useful but limrted vehicle for 
understanding this problem. The current project 
uses a combination of linked qualitative and 
quantitative research tools in order to secure a 
deeper insight into this problem. 

If we understand values broadly to refer to 
relatively stable cultural propositions about what 
is deemed to be good or bad by a society, then 
we are close to the definrtion used in this study. 
This normative domain can only be roughly 
approximated in survey research. The current 
research uses qualitative focus groups to 
approach this problem. It also uses concrete 
scenarios specifically designed to provide real 
world examples of the nature of the tradeoffs 
involved in deciding about the future of health 
care. Both the discussion and the actual 
decisions made by the groups are designed to 
illustrate the underlying values (or interests) 
which are most instrumental in shaping public 
judgements. It is important to note that values 
do not operate in isolation. It is the pote nt 
interaction of strong values and high vested 
interests which produces such high levels of 
concern about health care. Once we combine 
various images and knowledge about health 
care, with a general sense that the system is 
under pressure, we have an incendiary 
combination. 

The current research also includes a hybrid 
quantitative design. The broader communities 
where groups were conducted were surveyed in 
order to provide statisticaily reliable data. We 
also measured focus group participants before 
and after the discussion sessions to assess the 
impact of talking about these questions. Finally, 
we rotated the application of a basic package of 
"objective" information in order to test the impact 
of this knowledge on attitude formation. 
Together these design refinements provide a 
strong basis for assessing the role of values in 
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this debate. Following are some of the key 
themes emerging from this exercise: 

Basic Images and Conœms: The 
Emerging Dejining Issue?' 

The groups revealed an unusual mixture of 
concern and eloquence. Few topies we have 
researched generate such a blend of articulate 
and passionate responses. It is the powerful 
interaction of strong vested interests (everyone 
can get sick, ail will die) and powerful values 
(pride, equality, compassion, national identity) 
which produces the capacity for more heat than 
light in future debates. 

Images of the health care system are incomplete 
and dominated by the more visible, traditional 
institutional structure (viz. hospitals, doctors). 
There is a broad consensus that the Canadian 
health care system is a collective 
accomplishment, a source of pride and a symbol 
of core Canadian values. The values of equality, 
access and compassion are salient to 
perceptions of the system and often held in 
contradistinction to perceptions of the American 
system. Moreover, the system is seen as 
relatively effective and sound. It may be the only 
area of current public endeavour which is seen 
as a clear success story. 

It may then be ironic that this singular public 
success story is also seen as under clear threat. 
There is a consensus that the system is under 
acute pressure. The public are increasingly wary 
of the signais and actions they see in this area 
and feel frustrated with changes which are 
clearly producing declining confidence. Unlike 
other areas of public endeavour, where there is 
a sense that the system doesn't work, or costs 
far too much, the public are actually satisfied, 
comfortable and even proud 'of the health care 
system. It is therefore not surprising that they 
feel frustrated and frightened by ominous signais 
about its fragility. 

This sense of declining confidence is fuelled by 
a barrage of messages and real world examples 
of declining service. The public perceptions of 
problems in the health care system reflect many 
of the themes evident in broader'concerns about 
government. One of these themes is a growing 
wariness of "expert" prescriptions for the hsalth 

care system. Participants speke of conflicting 
interests of different expert stakeholders (e.g., 
doctors advising on the use of alternative 
medical practitioners with whom they compete). 
Although trust in individual doctors remains high, 
there is deteriorating trust in the broader 
profession. The expert-public gap on the debate 
about health care is a recurring theme of broader 
research. With the stakes so high, and strong 
perceptions of mixed motives amongst various 
experts, the public are insisting on inclusion and 
real influence on these issues. 

The participants seemed to believe that the 
affordability problems currently plaguing the 
system are the legacy of abuse and 
mismanagement. Much like broader views on 
government overspending, it is much easier for 
participants to attribute this to waste or 
inefficiency than a fundamental shortfall in public 
resources against services delivered. This 
conviction of abuse and inefficiency was 
pervasive and often alloyed with numerous real 
world examples (e.g., doctors overprescribing, 
patients burdening the system with frivolous 
ailments). 

Does dialogue matter? Does 
information matter? 

The research design supports the conclusion that 
talking about these problems has a significant 
impact on attitudes and judgements. It also 
shows a modest but somewhat puzzling impact 
from providing basic information. Further testing 
of "deliberative" impacts, however, is necessary 
before drawing conclusions about the impact of 
information. 

Sy far the more important influence was the 
simple process of sitting down and talking about 
these issues in a small group. Three major 
impacts were detected as a consequence of 
discussing the issues: 

(i) People became more confident in the 
system. The sense of imminent decline (and 
perhaps collapse) of the current system was 
significantly Iower alter these discussions 
occurred. This suggests that there are 
exaggerated fears about the system which can 
be sornewhat calmed through a process of 
dialogue. 
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(ii) The role of values Incf9ases and the 
role of economies declines. Participants are 
more likely to see the debate as essentially 
about values rather than economics following the 
discussion. This reflects a broader tendency for 
the groups to reject a rational calculus in 
approaching hsalth care. This may partly reflect 
the social psychology of small group discussions 
where moral imperatives are more "socially 
desirable" than pecuniary criteria. 

(iii) Issues around two-tier produce 
polarization. Of those going to groups, the clear 
majority changed their views about two-tier 
issues. Unlike the change in values or 
confidence (which produced greater consensus), 
the groups generated stronger polarization on the 
two-tier issues. This may weil serve as a 
harbinger of the eventual divisiveness of the two­ 
tier issue in the real world. Interestingly, most of 
the other values and attitudes tested were fairly 
stable. 

Soft Resolve Around Hard 
ChDices 

The groups had great difficulty with many of the 
choices. In summary, we can conclude that 
most groups eschewed a rational calculus of 
decision-making where real human we~are (i.e., 
illness) was seen as threatened. Despite the 
apparent plausibility, or even inevitability, of 
many of the tradeoffs and choices presented, the 
groups were ingenious at avoiding the hard 
choices. Often the basic premises of the 
exercise (e.g., we simply can't afford to do this 
any more) were rejected. We get the sense that 
public and experts do not shars a common 
universe of discourse about the public policy 
issues. 

Whatever the reasoning or judgement involved, 
this finding has important implications for the 
Forum. If the public reject hard choices even in 
the controlled environment of a small group, with 
specifie scenarios designed to illustrate the 
points, then the prospects for a rational debate in 
the broader public arena are even lower. This 
finding reconfirms a consistent conclusion of 
other research in this area - the gap between 
expert rationality and public values. It would be 
prudent to acknowledge the public's entrenched 

resistance to a purely economic mode on health 
care. 

77te Priority ofValu.es ODer 
Economies 

Another way of seeing this question is by noting 
the pre-eminence of moral considerations over 
economic considerations. The core values which 
seem to be impervious to economic questions 
are accessibility and the quality of the system 
itse~. These link to other values such as 
security, well-being and compassion. It is also 
important to note that these issues are being 
connected (spontaneously) to issues of national 
identity and national unity. In the aggravated 
unit y environment following October 30, and in a 
world where federal withdrawal is registering 
uncertainties and anxieties about our societal 
character, the issue of health care assumes even 
greater symbolic significance. Particularly in 
English Canada the connections of preservation 
of health care to the maintenance of a distinct 
Canadian identity is an important issue. 

IRl1Ol1ation: Pragm~ 
Scepticism and Guarded 

Receptivity 

The groups tested attitudes to a number of 
forms of innovation (e.g., shift to a more 
prevention-based approach, more family 
responsibilities for care-giving, private clinics, 
"alternative" medical approaches). A number of 
key conclusions are evident. First, people were 
generally loath to tradeoff elements of the current 
system against the promise of better or fairer 
future performance. This reflected a general 
scepticism that reform and innovation may weil 
be code for withdrawal. It also reflects fairly high 
attachment to the current system, which is seen 
as successful. Why trade the uncertainties of 
potential improvemenl in results, fairness or 
costs against the proven security of a working 
system? Il was not that people could not 
appreciate the value or logic of innovations, but 
rather that they were reluctant to exchange 
innovations for the core system. Receptivity 
varied by area tested. 

Alternative medical approachss received 
relatively strong support - althouqh not as a 
replacement for the traditional system but as a 
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complement, the key criteria here were pragmatic 
(what works). Preventive approaches and social 
programming to reduce heatth costs were 
understood in principle, but rejected in practice. 
The logic was too speculative, the payoff too 
~elayed, the potential for abuse too high, to 
justity a major shift from current approaches to 
prevention. These approaches were fine, up to 
the point where they threatened treating sick 
people (the way we currently do). This reflects 
our earlier quantitative research showing that 
enthusiasm for innovation declines as one 
worries about one's personal heatth. 

The issue of increased family responsibility for 
the cars of sick family members was rejected 
outnght. It was seen as a particularly offensive 
and intrus ive form of off Ioading broader societal 
responsibilities. 

The issue of private clinics and "two-tier" 
system.s deserves special attention. Although 
charnplonsd by many (including a growing 
number of doctors) as a solution to the fiscal 
problems confronting the heatth care system, 
private clinics are clearly rejected by most 
participants. They are se en as a part of a 
slippery slope which will lead to an American 
style system and sacrifice the core values and 
merit of our system. 

Although this conclusion is largely consistent with 
our earlier research, we offer the following 
caveat. There is evidence of growing support for 
private clinics and other two-tisr features 
particularly in the quantitative component of thi~ 
research. The potential support for two-tier may 
weil be understated in the focus groups. In fact, 
those supporting these approaches are rather 
meek in the face of strenuous group support for 
more socially desirable values such as 
compassion and equal access. Yet the 
quantitative data show growing (albeit still 
minority) support for two-tisr. Moreover, there is 
heightened polarization which is clearly 
connected to one's sense of economic and 
heatth security. Health and wealth are also 
strongly interdependent. 

ln general, we find that enthusiasm for terms 
such as innovation, etficiency, freedom of choice 
and prevention is systematically higher amongst 
the more secure members of society. Stripped 
of the moderating influence of the group, the 

quiet power of the checkbook may weil provide 
a more rapid tilt to two-tier approaches, once 
these options take root in the medical market 
place. 

Final Synthesi.s 

The public is highly concerned about the heatth 
care system and it may weil be emerging as the 
defining issue for governments in the near future. 
People are proud of the existing system and see 
it as a source of collective values and national 
identity. They are worried about the future 
viability o~ the system and are resistant to man y 
of the options/alternatives currently on the table. 
Cynicism about change is high and the public 
rej~ct many of the premises for "retorm". They 
believs co st problems are rooted in 
mis management and abuse and would prefer to 
see these dealt with first, Failing this solution, 
people prefer fuelling the system with new public 
resources in order to preserve its integrity and 
core values. 

The public will be resistant to a rational discourse 
on the costs issues because they are more likely 
to see these issues in terms of higher order 
values. The evidence suggests that further 
dialogue will tilt the debate more to values than 
economics. The public will insist on inclusion 
and influence in this crucial debate and they will 
reje~t elite and expert authority. Finally, we 
predict growing division around two-tier questions 
with heightened support for those who see this 
option serving their personal economic or heatth 
interests. 
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CHAPTER 

1 INTRODUCTION 

1.1 Study Objectives 

In establishing the broader public policy context within which health care 
issues are currently situated, the drive to reduce public indebtedness looms large over 
the horizon. At both the federal and provinciallevel, the 1990'5 has confirmed deficit 
reduction as the dominant factor over pro gram and resource decisions. The dominance 
of the deficit reduction agenda has been premised, however, on the promise of 
something more tangible than a clean balance sheet. At the federallevel,for example, 
great emphasis has been placed on the linkage between deficit reduction, economie 
prosperity and sustainability of cherished programs such as health care. 

In pursuing these principles, governments have attempted to prioritize 
their existing spending habits requiring extremely difficult choices over what to 
preserve, what ta reduce and what to eliminate. Inevitably, health care, as the single 
largest consumer of public expenditures, has been central to this debate and both 
provincial and federal governments have begun to struggle with these tough choices. 
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At the same time, there can be little doubt that the issues surrounding 

the country' s health care system have gained significant eurrency in recent years 
because they touch cherished and core values of Canadians. Indeed, at a time when 
other traditional elements of the Canadian value system have been placed under 
demonstrable stress, health care has increased in both importance and prominence as 
a shared and common value. In fact, health care has always engendered strongly 
positive characteristics among Canadians: shared risk, compassion, faimess and 
common responsibility. In recent years, however, its significance has broadened into 
symbolic ter ms as a defining characteristic of being Canadian, one of the national 

tenets of our citizenship. 

~-k:> he purpose of this research was to help decision-rnakers and 
S' -- ............ JI staKe1loICiefs understand the values and priorities that Canadians want to see reflected 

as health care in Canada evolves to meet the public policy challenges of the coming 
years. Specifically, the two prime research objectives of this study were: 

? [ to conduct a focused dialogue about health with a cross-section of 
Canadians; and 

~3 Q to identify underlying values and tradeoffs. ~+) 

1.2 Organization of this Report 

The qualitative and quantitative results are presented separately. The 
following chapter presents the findings of the foeus group research. Chapter three is 
devoted to an analysis of the quantitative data produced by this study. The fourth and 
final chapter of this report con tains a synthesis and integration of the key foeus group 
and quantitative findings and presents the conclusions of the study. This reports also 
contains five Appendices. Appendix A includes the text of the eight scenarios which 
were diseussed in the focus groups. Appendix B con tains the moderator's guide. The 
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handout used in the deliberative exercise is presented in Appendix C. The survey 

questionnaire used to co11ect ail of the quantitative data is found in Appendix D. 

Finally, verbatim comments on the health care system are found in Appendix E. 

, . 
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