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Series Editor’s Foreword

There is not, and has never been, a single Canadian health system. As 
subnational jurisdictions in one of the most decentralized federations in 
the world, provincial and territorial governments are the principal stew-
ards for publicly financed health services and coverage in Canada. This 
makes it very difficult to describe the “Canadian system,” much less com-
pare Canada’s system to national health systems in the rest of the world. 
These were the key challenges I faced when I researched and wrote the 
three editions of the Health Systems in Transition (HiT) study on Canada 
for the European Observatory on Health Systems and Policies and the 
World Health Organization (Marchildon, 2006, 2013; Marchildon & 
Allin, 2020). The HiT template was prepared for the comparative review 
of national health systems (Rechl, Maresso, & van Ginnekan, 2010). In 
order to generalize at the pan-Canadian level of analysis, I was forced to 
make a number of adjustments and compromises.

This experience convinced me that a series of provincial and territorial 
health system profiles would be of great utility to decision-makers, provid-
ers, scholars, and students alike. I experimented with adapting the HiT tem-
plate to the provincial context with an initial profile of the Saskatchewan 
health system (Marchildon & O’Fee, 2007). This was followed a few years 
later by a profile of Nunavut based on a two-year study of the health system 
of that vast northern Canadian territory (Marchildon & Torgerson, 2013).

In 2013, I began looking for lead authors to take on the task of 
researching and writing individual provincial and territorial health 
system profiles. The University of Toronto Press agreed to publish the 
series on the understanding that the content would eventually be made 
freely available after the first year of publication through the North 
American Observatory on Health Systems and Policies (NAO). The 
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purpose of the NAO is to examine and compare health systems and poli-
cies across jurisdictions, principally at the provincial and state level, and 
this series delivers an important component of that work for Canada. It 
is our hope that eventually, similar subnational studies will be initiated 
in the United States and Mexico, although the current HiT analyses for 
both countries outline the significance of the role of subnational health 
systems (Rice et al., 2021; González Block, 2021).

Each volume in this series focuses on the system and policies within an 
individual province or territory. A subject-matter template was developed 
requiring a diamond-hard focus on the jurisdiction in question – a single 
case study – with some compulsory data tables and figures putting that 
jurisdiction in a more pan-Canadian context. This case-study approach, 
relying heavily on the grey literature, is essential given the lack of any 
extensive secondary literature on the health systems and policies in most 
jurisdictions. Wherever possible, however, the authors have been encour-
aged to link critical health system and policy challenges in their particu-
lar province or territory to the scholarly literature that focuses on the 
issue. The overall intent of this series is to provide a base line for future 
scholarly work and to encourage the development of a richer compara-
tive literature on provincial and territorial health systems and policies.

Templates of the sort used in this series must also be flexible enough 
to allow authors the flexibility to focus on areas that may be unique 
to the jurisdiction in question. As a consequence, individual volume 
authors were encouraged to go beyond the template as long as they 
could keep the length of the profile reasonable. In addition, the prov-
inces and territories vary considerably in size – both population and 
geography – and both fiscal and administrative capacity. These facts 
also speak to allowing some flexibility within the template. In the end, 
however, target lengths were set for the volumes with one principle in 
mind: to achieve a comfortable balance between studies that are con-
cise enough to be of use to busy decision-makers and providers but still 
detailed enough to be of utility for scholars and students.

Although provincial and territorial health policies and programs are 
nested within a pan-Canadian system in which the federal government as 
well as intergovernmental venues and organizations can play an impor-
tant role, authors were asked to focus on their particular provincial or 
territorial system. For example, the Canada Health Act and the federal 
hospital and medical care legislation that preceded it were instrumental 
in shaping provincial and territorial “Medicare” regulatory and policy 
approaches. However, there are important variations in provincial and 
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territorial Medicare laws, policies, and approaches across Canada, and 
these have not been adequately described, much less compared. Those 
readers interested in a national health system study or pan-Canadian – 
whether federal or intergovernmental – policy initiatives and structures 
are encouraged to consult the existing HiT study on Canada now in its 
third edition. In many respects, the Canada HiT – published by both the 
WHO Regional Office for Europe (on behalf of the European Observa-
tory) and the University of Toronto Press – should be treated as a con-
tributing volume in the series. This approach avoids repetition among 
individual volumes while economizing on the page length of each book.

It is important to note that the data tables required of all the provin-
cial- territorial studies rely heavily on two very different sources. The 
first are the data held by the Canadian Institute for Health Informa-
tion, an organization that has put considerable effort into ensuring that 
administrative and financial data have been defined and collected in 
ways that make it usefully comparable. The second are the data from 
provincial and territorial ministries of health. Here, we can make few 
guarantees of comparability across jurisdictions, although the authors 
have been asked to be as precise as possible about the meaning assigned 
to terms by individual governments.

Each volume in this series has been put through the University of 
Toronto Press’s peer-review process. While this has lengthened the 
time to publication – a significant consideration in contemporary 
policy studies of this type – we felt that the importance of peer review 
outweighed the cost of the time involved. Moreover, we felt that these 
volumes contain much that is of permanent value, and therefore pub-
lishing through a highly reputable academic publisher would ensure 
longevity in a way that cannot be matched by relying solely on web-
based, electronic dissemination. Indeed, in our unique arrangement 
with the University of Toronto Press, we hope we have achieved the best 
of two worlds: the high scholarly standards that come with traditional 
academic publication and the widest possible dissemination that comes 
with internet-based distribution one year after paper publication.

It is my hope that these studies will form the essential foundation 
for future comparative health system and policy study in Canada. They 
should be seen as a place for researchers to begin their case study 
or comparative health systems and policy research. No doubt we will 
refine and improve the template for future editions of these provincial 
and territorial profiles, so we encourage your feedback as interested 
readers.
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Stephen Bornstein and his co-authors John Abbott, Victor Maddalena, 
Aimee Letto, Melissa Sullivan, and Pablo Navarro have devoted three 
years of research and writing into this volume. A province like no other 
in Canada, Newfoundland and Labrador’s health system has some very 
unique characteristics. Joining the federation only in 1949, the prov-
ince has a political and policy culture that stands out from the provin-
cial cultures in the rest of the country including the three other Atlantic 
provinces. I am personally thankful to Stephen for agreeing to take on 
this enormous project and for putting together this talented team, 
including one author (John Abbott) who previously served as deputy 
minister of health for the province. I am grateful to all the authors for 
devoting so much of their time and energy in researching, writing, and 
preparing this volume for publication. I would also like to thank Sara 
Allin, the director of operations for the NAO, for her editorial advice 
and efforts, as well as the anonymous peer reviewers.

Gregory P. Marchildon, Series Editor
Professor and Ontario Research Chair in Health Policy  

and System Design
Institute of Health Policy, Management and Evaluation

University of Toronto
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Chapter One

Introduction and Overview

This chapter presents some of the basic facts about the province of New-
foundland and Labrador and its health care system. Although being a 
component of Canada’s national policy network makes the province’s 
health care system resemble that of the other provinces to a consider-
able extent, the system also has a number of distinctive features that 
are related both to its unique history as a latecomer to Confederation 
(which it joined only in 1949) and to the specifics of its geography, popu-
lation dynamics, political and economic contexts, and population health 
challenges.

1.1  Geography and sociodemography

Newfoundland and Labrador, Canada’s newest and most easterly prov-
ince, is composed of two distinct geographic areas separated by the Strait 
of Belle Isle: Newfoundland, a large island surrounded by the Atlantic 
Ocean (Figure 1.1), and Labrador, a larger mainland territory that 
borders Quebec and Nunavut and is surrounded to the north and east 
by the Labrador Sea (Figure 1.2). The island of Newfoundland covers 
111,390 square kilometres, while Labrador covers 294,330 square kilo-
metres (Government of Newfoundland and Labrador [GovNL], 2018a). 
In total, the province spans a vast geographic area that is more than 
three times the combined area of the other three Atlantic provinces 
(Nova Scotia, New Brunswick, and Prince Edward Island) and includes 
approximately 4.1 per cent of Canada’s total land mass (GovNL, 2018a; 
Statistics Canada, 2011, p. 220).

Newfoundland and Labrador’s large geographic footprint covers five 
degrees of latitude and two different time zones and contains seven 
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Figure 1.1  Map of Newfoundland

Source: Map Room, Queen Elizabeth II Library, Memorial University, May 2020.
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Figure 1.2  Map of Labrador

Source: Map Room, Queen Elizabeth II Library, Memorial University, May 2020.
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different climate areas. In broad terms, the island of Newfoundland 
has a cool summer subtype with a humid continental climate greatly 
influenced by its proximity to the ocean, as no part of the island is more 
than 100 kilometres from the Atlantic Ocean. Northern Labrador is 
classified as having a polar tundra climate, and southern Labrador has 
a subarctic climate (Heritage Newfoundland and Labrador, 1999). The 
province can experience highly challenging weather conditions such as 
fog, high winds, snow, and rain, often on the same day. The weather can 
frequently impede or totally prevent transportation via road, ferry, or 
air into and out of the province or within it.

In 2019, the population of Newfoundland and Labrador was esti-
mated to be 523,476, with a population density of 1.4 people per square 
kilometre, the lowest of the Canadian provinces (Newfoundland and 
Labrador Statistics Agency, 2020a). From 1971 to 2019, the province’s 
share of the national population fell from 2.4 per cent to 1.4 per cent. 
Approximately 95 per cent of the province’s population lives on the 
island of Newfoundland, with just over half (53 per cent) living on the 
Avalon Peninsula, which is home to the provincial capital, St. John’s 
(Newfoundland and Labrador Statistics Agency, 2017). In 2016, the St. 
John’s census metropolitan area – which includes St. John’s, Concep-
tion Bay South, Mount Pearl, Paradise, Portugal Cove-St. Philip’s, Tor-
bay, Logy Bay-Middle Cove-Outer Cove, Pouch Cove, Flatrock, Witless 
Bay, Bay Bulls, Petty Harbour-Maddox Cove, and Bauline – had a total 
population of 205,955, representing 39.6 per cent of the province, a 
4.6 per cent increase from 2011 (Table 1.1). This number makes it the 
twentieth largest census metropolitan area in Canada (Statistics Canada, 
2017b). The Census also showed that 243,356 people in the province 
live outside a census metropolitan area or a census agglomeration. They 
represent 46.8 per cent of the population as compared to the national 
rate of 16.8 per cent (Statistics Canada, 2017b). Not only do more New-
foundlanders and Labradorians live in rural areas than the national 
average but a large number of them live in truly remote locales, since 
many of the smaller communities of the province are not merely rural 
but truly remote, with some even inaccessible by road, either all year 
round or on a seasonal basis. Approximately one third of the province’s 
residents live in remote areas, the highest percentage among Canadian 
provinces (Marchildon & Mou, 2014).

Newfoundland and Labrador (NL) has a particularly homogeneous 
population, with the vast majority of residents tracing their origin to 
the southwestern counties of England or to southeastern Ireland. Most 
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Newfoundland 
and 
Labrador

568,474 552,156 512,930 505,469 514,536 519,716 1.0

St. John’s 104,659 101,936 99,182 100,646 106,172 108,860 2.5 1

Conception 
Bay South

17,590 19,265 19,772 21,966 24,848 26,199 5.4 2

Mount Pearl 23,676 25,531 24,964 24,671 24,284 22,957 –5.5 3

Paradise 7,358 7,948 9,598 12,584 17,695 21,389 20.9 4

Corner Brook 22,410 21,893 20,103 20,083 19,886 19,806 –0.4 5

Grand Falls-
Windsor

14,693 14,160 13,340 13,558 13,725 14,171 3.2 6

Gander 10,339 10,364 9,651 9,951 11,054 11,688 5.7 7

Portugal 
Cove-St. 
Philips

5,459 5,773 5,866 6,575 7,366 8,147 10.6 8

Happy Valley-
Goose Bay

8,610 8,655 7,969 7,572 7,552 8,109 7.4 9

Torbay 4,707 5,230 5,474 6,281 7,397 7,899 6.8 10

Labrador City 9,061 8,455 7,744 7,240 7,367 7,220 –2.0 11

Stephenville 7,621 7,764 7,109 6,588 6,719 6,623 –1.4 12

Note: Census subdivisions (CSDs) are classified into fifty-four types according to official designations 
adopted by provincial/territorial or federal authorities. Two exceptions are “subdivision of unorganized” 
(SNO) municipality in Newfoundland and Labrador, and “subdivision of county” (SC) municipality in 
Nova Scotia, which are geographic areas created as equivalents to municipalities by Statistics Canada, 
in cooperation with those provinces, for the purpose of disseminating statistical data.
Sources:
1. Statistics Canada. (1992). Profile of census divisions and subdivisions in Newfoundland, Part A, 1991 
Census. 1991 Census. Statistics Canada Catalogue no. 95-301. Ottawa, ON: Statistics Canada.
2. Statistics Canada. (1999). Profile of census divisions and subdivisions in Newfoundland, 1996 Cen-
sus. 1996 Census. Statistics Canada Catalogue no. 95-182-XPB. Ottawa, ON: Statistics Canada.
3. Statistics Canada. (2007). Population and dwelling counts, for Canada, provinces and territories, and 
census subdivisions (municipalities), 2006 and 2001 censuses – 100% data (table). Population and dwelling 
count highlight tables. Statistics Canada Catalogue no. 97-550-XWE2006002. Ottawa, ON: Statistics Canada.
4. Statistics Canada. (2017). Population and dwelling counts, for Canada, provinces and territories, and 
census subdivisions (municipalities), 2016 and 2011 censuses.
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of the migration to Newfoundland from England and Ireland occurred 
between the mid-eighteenth and mid-nineteenth centuries and was 
largely related to the fishery (Heritage Newfoundland and Labrador, 
2012). According to the 2016 Census, only 1.8 per cent of the popula-
tion identified as foreign born. The vast majority of people are Eng-
lish-speaking, with 97.2 per cent of the province’s residents identifying 
English as their mother tongue. There is a small but active francophone 
minority living mostly in the western part of the island, with 0.6 per cent 
of the population identifying French as their mother tongue (Statistics 
Canada, 2017b). Recent immigration has begun to increase the ethnic 
and cultural diversity of the province, but compared to other Canadian 
provinces, ethnic and linguistic diversity remains very limited.

According to the 2011 National Household Survey, the most recent 
to include religious affiliation, the most commonly reported religious 
denominations in the province were Roman Catholic (35.8 per cent), 
Anglican (25.1 per cent), and United Church (15.5 per cent). Non-
Christians comprised only 6.8 per cent of the population, with the major-
ity of these indicating “no religious affiliation” (6.2 per cent of the total 
population; Statistics Canada, 2013). Religion has played a key role in 
the province’s public school system, which was denominational until 
the 1998–99 school year (Higgins, 2011). Up to that point, there were 
four separate denominational school systems, with a total of twenty-seven 
school boards – Integrated Protestant, Pentecostal, Roman Catholic, 
and Seventh Day Adventist. The churches made decisions with respect 
to the location of schools, the certification and selection of teachers, 
the appointment of school board members, and all other administra-
tive matters (Department of Education, 1997). This situation changed 
in 1998, when legislation was passed to create a nondenominational sys-
tem with larger school districts and fewer schools. The current system is 
divided into an English board and a French board. (Higgins, 2011).

In 2016, Newfoundland and Labrador was home to 45,725 Indige-
nous people, making up 8.9 per cent of the population. They include 
the Innu, the Inuit, the Southern Inuit (formerly known as Métis), and 
the Mi’kmaq (Hanrahan, 2012). Most Indigenous people reported a 
single Indigenous identity: 62.1 per cent (28,375) identified as First 
Nations; 17.0 per cent (7,790) identified as Métis; and 14.1 per cent 
(6,450) identified as Inuit. Smaller numbers of people reported more 
than one Indigenous identity (555) or an Indigenous identity that was 
not included elsewhere (2,560; Statistics Canada, 2017b).The Inuit 
in the province live primarily in Nunatsiavut, an autonomous region 
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established through a land claims agreement in 2005. The Nunatsia-
vut seat of government is located in Nain and administers a region of 
approximately 15,800 square kilometres, with resource rights cover-
ing 72,520 square kilometres. Approximately 2,558 (Statistics Canada, 
2017b) Inuit live in the coastal communities of Nain, Hopedale, Post-
ville, Makkovik, and Rigolet (see Figure 1.2). The Nunatsiavut govern-
ment has six departments, including Health and Social Development. 
The Inuit language is Inuttitut, the Labrador dialect of Inuktitut, a lan-
guage spoken by Inuit throughout the Eastern Arctic.

Between 1,960 and 2,200 Innu live in Labrador, mainly in Sheshatshiu 
on Lake Melville in central Labrador and Natuashish on Labrador’s 
northern coast (Statistics Canada, 2018a, 2018c; Innu Nation, n.d.). 
They speak Innu-aimun, an Algonquian language with several regional 
dialects. The Innu live throughout Eastern Quebec and Labrador, from 
the Lower North Shore to Ungava Bay. Innu from the north of Eastern 
Quebec and Labrador were referred to as Naskapi and were tradition-
ally nomadic, distinct from Innu in the south. One group of Naskapi 
were relocated by a Newfoundland and Labrador government program 
to an island settlement on Davis Inlet and were later relocated inland to 
Natuashish. The Innu are formally recognized as bands by the govern-
ment of Canada. They are represented by the Innu Nation (previously 
the Naskapi Montagnais Innu Association) and are involved in ongoing 
land claims agreement negotiations. The Innu access health services 
directly through the provincial regional health authority.

The approximately 6,000 (NunatuKavut, 2020) Southern Inuit, 
formerly Métis, are related to but distinct from the Inuit of northern 
Labrador. They live in NunatuKavut, a region south of the Grand (or 
Churchill) River comprising a dozen communities (see Figure 1.2), 
although some members live in central Labrador and elsewhere 
(Hanrahan, 2012). The Southern Inuit have a complex heritage that 
mixes Inuit and descendants of English, French, and Basque heritage. 
Like the Innu, they access health services directly through the health 
authority for their region.

The Mi’kmaq live throughout the Atlantic provinces, as well as in Quebec 
(Gaspé) and northern Maine. In Newfoundland and Labrador, Mi’kmaq 
live all over the island but are concentrated on the west and south coasts 
and in central Newfoundland. The largest land-based Mi’kmaq commu-
nity is the Miawpukek First Nation in Conne River on the south coast of the 
island, with a population of 3,060 (Cape Breton University, 2020) includ-
ing 787 on-reserve and 1,779 off-reserve persons (Miawpukek First Nation, 
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2020). The Miawpukek band government provides a range of community-
based health services, while the regional health authority provides emer-
gency and acute care. In 2011, the government of Canada established 
the Qalipu Mi’kmaq First Nation band. Qalipu is a landless band with no 
reserve that comprises sixty-six traditional Mi’kmaq communities. With a 
membership of approximately 22,000 individuals, Qalipu is Canada’s sec-
ond largest First Nation by population (Government of Canada, 2020a).

The province’s Indigenous peoples, particularly those living in 
Labrador, have a history of deprivation, marginalization, and related 
population health outcomes. The Inuit of Nunatsiavut, for example, 
face a high prevalence of many chronic and communicable diseases 
such as diabetes and tuberculosis, high rates of smoking, and complex 
social issues around drinking, domestic violence, and intergenerational 
trauma. Their health is negatively impacted by many of the broader 
social determinants of health, such as low income, inadequate housing, 
and the high cost of living in the North, as well as by difficult access to 
timely health services in isolated communities. With its recently estab-
lished authority of self-government, the government of Nunatsiavut is 
seeking to combat these challenges while encouraging community tra-
ditions of resilience and solidarity (Nunatsiavut Government, 2013).

The size, distribution, and structure of the province’s population 
have been undergoing significant changes in recent years. In 1992, the 
federal government declared a moratorium on the Atlantic cod fishery 
because cod stocks had declined almost to extinction levels. Because the 
province’s fishery had been heavily dependent on cod and had always 
been a dominant component of the economy, the moratorium had a 
profound economic and social impact. During the fifteen-year period 
after 1992, the province’s population dropped by about 11 per cent, 
with rural parts of the province experiencing a net loss of nearly 60,000 
residents. Smaller, isolated rural communities were hit the hardest, as 
many of their inhabitants left the province or migrated to urban areas 
to seek employment (Higgins, 2008a). While many rural areas are still 
experiencing population decline, the St. John’s census metropolitan 
area has grown steadily from 176,443 in 2001 to 205,955 in 2016 (New-
foundland and Labrador Statistics Agency, 2017). For the past four dec-
ades, the number of births has been trending downward. Lower fertility 
rates, the out-migration of young people, and the declining number of 
women of child-bearing age have all contributed to the decline (Depart-
ment of Finance, 2020b). In 2016, the birthrate was 1.42 per woman, 
far below the 2.1 rate required to maintain current population levels 
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in the absence of out-migration or in-migration. Deaths in the prov-
ince now exceed births (Roberts, 2019; Department of Finance, 2020a; 
Figure 1.3). The province’s population is also aging rapidly. Declining 
birth rates are a major contributor, as are out-migration and longer 
lifespans, all of which have combined to produce the oldest median age 
in Canada and a very high and growing proportion of the population 
over the age of 65 (HCS, 2015b). The median age of the population 
has risen from 20.9 years in 1971 to 46.5 years in 2018 (McKinsey & 
Company, 2019). In 2016, people 65 years of age or older accounted 
for 19.4 per cent of the province’s population, compared to a 16.0 per 
cent Canadian average (Statistics Canada, 2017b; GovNL, 2016b; Table 
1.2). This pattern of change is most pronounced in rural communities: 
the Avalon Peninsula has a lower percentage of seniors (15.5 per cent) 
than the province as a whole, while almost a quarter (24.4 per cent) 
of the residents of the northern coast of the island are seniors. Most 
other parts of the province have a population that is about 20 per cent 
seniors (GovNL, 2016b). By 2036, it is anticipated that 31 per cent of 
the province’s population will be over the age of 65 (HCS, 2015b). The 
decline in the overall population and the shifting age pyramid can be 
expected to have a significant impact on the provincial labour market, 
as the number of people leaving the workforce through retirement or 
death exceeds the number of people entering it. Over the next decade, 
this gap is expected to widen even further (GovNL, 2015).

1.2  Political context

Although Newfoundland and Labrador had a long history as an inde-
pendent political unit prior to joining Canada as its tenth province in 
1949, many of the dominant traits of its current political culture are simi-
lar to the political cultures of the other three Atlantic provinces – Nova 
Scotia, New Brunswick, and Prince Edward Island. In his 2011 book ana-
lysing the political cultures of Canada’s provinces and regions, Nelson 
Wiseman, a political scientist at the University of Toronto, classified the 
political culture of the four Atlantic provinces taken as a group as “tra-
ditional,” using a typology borrowed from Harvard University’s Louis 
Hartz (Wiseman, 2007). As described by Wiseman, this type of politi-
cal culture involves a combination of traits: domination of the political 
process by a small number of long-established families and churches; 
pervasive localism in identification and values; persistent dominance of 
political life by “relatively closed and self-perpetuating political elites”; 
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Figure 1.3  Births and deaths by year, 1993–2017

Source: Newfoundland and Labrador Statistics Agency Community Accounts, 2017.
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a limited role of ideology in the political process and a tendency for 
politics to be seen as “a game”; a party system revolving around two tra-
ditional parties with rigorous party discipline and harsh punishment of 
party mavericks; and a “servile” approach to relations with the federal 
government on whom the province and its population depend heavily 
for financial subsidies (Wiseman, 2007). Wiseman then noted that politi-
cal scientists had recently begun to raise some doubts about whether 
this portrait, accurate for earlier decades, remained true. He suggested 
that the region’s political cultures had recently been converging in many 
ways towards national norms. Accordingly, he called for caution in apply-
ing the traditional model without incorporating a significant amount of 
recent and ongoing change.

Although Wiseman’s description of the political culture of the Atlan-
tic provinces may need some updating and refining, the model remains 
a useful guide to the distinctive features of the political system of New-
foundland and Labrador and their implications for how health service 
and policy issues are debated and decided in the province. Prior to join-
ing Canada as the country’s tenth province, Newfoundland had a long 
history as a separate political domain, first as a British colony and then as 
a dominion, like Canada, within the British Commonwealth. This long 
history produced a rich and complex culture of political institutions, 
organizations, and traditions, many of whose features persist to this day. 
The domination of political life by a small number of families and tight-
knit circles of elites is still a prominent feature of the province’s politi-
cal life, and religious linkages, if not churches as formal institutions, 
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Table 1.2  Population indicators, 1991–2016 (select census years)

Newfoundland and Labrador 1991 2001 2011 2016

Total population1 568,474 512,930 514,536 519,716

Population, male (% of total)1 49.9 48.9 48.7 48.9

Population, female (% of total)1 50.1 51.1 51.3 51.1

Population ages 0–14 (% of total)1 22.5 17.3 14.9 14.3

Population ages 65 and above (% of total)1 9.7 12.3 16 19.4

Population ages 80 and above (% of total)1 1.9 2.9 3.6 3.9

Rural population as % of total population 
(</1,000 population)** 1,2 46.0 42.0 41.0 42.0

Birth rate, crude (per 1000 people)3 – 9.0 8.5 *8.0

Death rate, crude (per 1000 people)4 6.6 8.0 8.6 *9.7

Fertility rate, number of live births per 1,000 
women of child-bearing age, 15–495 44.2 33.8 36.9 37.3

Note: * indicates preliminary data.
** Census rural: Rural population includes all people living in rural areas of census met-
ropolitan areas and census agglomerations, as well as those living in rural areas outside 
of these areas. Prior to 2011, rural areas were the residual after the delineation of urban 
areas (now called population centres). Prior to 2001, rural areas were the residual after 
the delineation of urban areas that was based on population data from the previous cen-
sus. Percentages for sex and age have been calculated using the raw numbers provided 
by the sources.
Sources:
1. Statistics Canada. 1991, 2001, 2011, and 2016, Census of population. Retrieved from 
https://www12.statcan.gc.ca/census-recensement/pc-eng.cfm
2. Statistics Canada. Selected population characteristics, Canada, provinces and territo-
ries. Table 17-10-0118-01 (formerly CANSIM 153-0037). Retrieved from https://www150 
.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1710011801
3. Statistics Canada, Demography Division. Crude birth rate, age-specific fertility rates 
and total fertility rate (live births). Table 13-10-0418-01 (formerly CANSIM 102-4505). 
Retrieved from https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1310041801
4. Statistics Canada, Demography Division. Mortality rates, by age group. Table 13-10-
0710-01 (formerly CANSIM 102-0504). Retrieved from https://www150.statcan.gc.ca/t1 
/tbl1/en/tv.action?pid=1310071001
5. Newfoundland and Labrador Statistics Agency. Fertility rate, 1991 to 2016.

https://www12.statcan.gc.ca/census-recensement/pc-eng.cfm
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1710011801
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1310041801
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1310071001
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1710011801
https://www150.statcan.gc.ca/t1/tbl1/en/tv.action?pid=1310071001
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remain an important basis of political identities and organizations. The 
province’s party system is still essentially a two-party system, with Liber-
als and Progressive Conservatives (PCs) alternating in power and the 
New Democratic Party playing a minor role, winning more than 10 per 
cent of the popular vote only three times since 1949. In all the elec-
tions since Newfoundland and Labrador joined Canada, the two domi-
nant parties have received a combined average of approximately 90 per 
cent of the popular vote (Wikipedia, 2021). Given the persistence of 
the first-past-the-post electoral system inherited and unchanged from 
British colonial times and the small number of seats in the House of 
Assembly, the province’s elections have almost always produced large 
“super-majority” governments (Koop, 2014). In the twenty NL provin-
cial elections since 1949, the leading party has won an average of 75.3 
per cent of the seats. In many cases, the opposition parties combined 
had only four seats or fewer. Only one election, in 1971, failed to pro-
duce a clear majority government. Governing parties have, moreover, 
tended to win several elections in a row, resulting in long periods of 
hegemony for one party or the other – the Liberals from 1949 to 1966, 
the PCs from 1971 to 1985, the Liberals from 1989 to 1999, and the 
PCs from 2003 to 2011. However, the most recent provincial election in 
May 2019 involved a notable deviation from this pattern. Although the 
two major parties continued to dominate, receiving a combined total 
of 86.1 per cent of the votes cast and all but five of the seats, neither 
secured a clear majority of seats. The Liberals fell from thirty-one seats 
in the previous House of Assembly to twenty seats (Office of the Chief 
Electoral Officer, 2019). The result was a minority government, a very 
unusual outcome for the province (McKenzie-Sutter, 2019).

To this well-established pattern of lengthy periods of one-party domi-
nance, we can add a number of other features of Newfoundland and 
Labrador political life that may be said to reinforce the tendency for 
policy-making to be a largely top-down affair derived either from the 
preferences of the premier or, increasingly in the most recent period, 
from the electoral program of the majority party (currently, the Lib-
erals’ The Way Forward, released in 2015 and updated periodically 
with comments about what has been achieved so far; GovNL, 2016d). 
These contributing features include hierarchically structured parties 
with tight party discipline; a tradition of first-ministerial primacy often 
reinforced by charismatic leadership, sometimes verging on a cult of 
personality; a history, only recently mitigated in part, of limited and 
under-institutionalized political and administrative accountability; 
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and the strong influence of senior public servants within the govern-
ment’s central agencies (Dunn, 2004; Marland, 2014). A further ele-
ment of Wiseman’s original model, which continues to be apposite 
and reinforces the top-down, elite-dominated nature of political life in 
Newfoundland and Labrador, is the limited role of ideology in the prov-
ince’s public opinion, party system, and policy-making. If Wiseman’s 
characterization of politics in Atlantic Canada as “a game” may be a bit 
exaggerated, it is true that all of the province’s parties are what politi-
cal scientists call “brokerage parties,” that is, moderate versions of their 
counterparts elsewhere in Canada rather than strongly ideological par-
ties (Koop, 2014). This designation includes the Progressive Conserva-
tives, who have retained the party’s original name rather than following 
their Canadian counterparts at both the provincial and federal levels in 
sliding to the right and renaming themselves as “Conservatives.” Party 
competition in the province, despite a tendency to grandiose rhetoric, 
tends to focus around issues of personalities and leadership capacities 
within a broad consensus on a set of shared values, including a strong 
provincial patriotism invoked by all parties, rather than about the mer-
its of those values (Vézina & Basta, 2014). The party affiliations of poli-
ticians, as well as the party identification and voting behaviour of the 
province’s residents, tend to pivot around geographical location, reli-
gious background, family history, and leaders’ personalities rather than 
around disagreements about the role of government, the virtues and 
limitations of market forces, or major policy issues.

The final stroke in Wiseman’s idealized portrait, if it is no longer 
as accurate as it used to be, is also still relevant. The relationship of 
Newfoundland and Labrador’s leaders to their counterparts in the fed-
eral government has become less subservient than it used to be, but 
with considerable variation depending on whether the party in power 
in Ottawa is from the same family or not and on the personalities of 
the provincial and federal leaders. As early as the 1990s, Clyde Wells 
strongly and almost single-handedly resisted Brian Mulroney’s efforts 
at constitutional reform. More recently, Danny Williams, a Conserva-
tive premier, took strong stands against Ottawa, including campaigning 
against the Harper Tories in the 2011 federal election on his slogan 
of “ABC” (Anything But Conservative). In recent years, the approach 
to Ottawa taken by the province’s political leaders has, except for the 
Williams’s years, been heavily shaped by whether they were from the 
same party as the majority party in Ottawa or not. In all cases, however, 
federal-provincial relations have remained one of the dominant issues 
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in NL politics and political competition, with an emphasis on the alloca-
tion of resources in the fishery and on revenues from petroleum pro-
duction as well as on overall federal funding for social programs. It is 
noteworthy, however, that funding for health services, an important fed-
eral contribution to the capacity of all Canadian governments, but espe-
cially of the country’s poorer provinces, has never been the source of 
much conflict between NL’s political elite and its federal counterparts.

The implications of this modified version of Wiseman’s model for 
the subject matter of this book – health policy and health services – 
are clear. With moderate brokerage parties usually holding large and 
repeated majorities and all three provincial parties lacking strong posi-
tions on health reform and operating within a broad popular consensus 
on the virtues of the existing health system, health policy and health ser-
vices issues have, like most other specific policy issues, tended to play a 
comparatively small role in the province’s political life. With occasional 
and sometimes dramatic exceptions, decision-making about these mat-
ters has tended to be a matter of bureaucratic incrementalism rather 
than one involving executive intervention or significant reforms and 
restructuring (Tomblin & Braun-Jackson, 2013; Matthews, 2014). The 
party politics of Newfoundland and Labrador tend not to focus on pol-
icy issues, and when they do, health rarely plays a prominent role. When 
the parties and the media focus on issues rather than personalities, it 
is other issues – oil royalties, management of the fisheries, economic 
development tactics, or rural/urban tensions – that predominate (Mat-
thews, 2014; Tomblin & Braun-Jackson, 2013).

This political culture helps make sense of the pattern discussed in 
chapter 8 – a lack of major transformations of the province’s health 
system in recent years. The significant changes that have occurred – 
the integration of multiple, independent hospital boards into fourteen 
regional health authorities in the mid-1990s, the consolidation of this 
regionalized system from fourteen units to four in 2004–05, the recent 
shift to an emphasis on mental health and addictions and enhanced 
services for seniors – have all been based on broad popular and mul-
tiparty consensus and consultations rather than on changes in party 
dominance or executive fiat (Tomblin & Braun-Jackson, 2009). Health 
has occasionally taken a front-stage role in the province’s political life, 
but only during difficult contract negotiations with doctors or nurses, 
or a major and embarrassing public health crisis – the discovery in 2005 
that the province’s pathology laboratories had committed an unusu-
ally high number of errors in their analysis of the hormone receptivity 
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of breast cancer patients (Matthews, 2014). The high cost of the prov-
ince’s health services has, at various points, been a subject of concern, 
but the “sustainability debate” has not taken on much of a partisan 
dimension. The principal dialogue on cost and value in the provincial 
health system in recent years has not been among the political parties 
but between the government and the NL Medical Association, which 
has proposed a significant reorganization and reallocation of the prov-
ince’s health services (Greenland, 2016). After a short burst of atten-
tion to the association’s report and the government’s (non)response, 
the province’s print and electronic media, which tend to focus their 
limited resources on horse-race politics and the day’s events rather than 
on in-depth investigation of issues, have turned to other matters.

1.3  Economic context

The economy of Newfoundland and Labrador has always been heavily 
dependent on natural resources, and the 1992 collapse of the cod fishery 
resulted in a severe challenge to the province’s economy. This pressure 
was partly relieved by the emergence of the offshore oil industry, begin-
ning in the 1980s and accelerating from the 1990s onward. The first 
major discovery came in 1979 at Hibernia on the Grand Banks just over 
300 kilometres east of St. John’s. In 1997, the platform at Hibernia began 
production from its estimated 880-million barrel reserves. Over the fol-
lowing years, additional platforms were developed nearby at Terra Nova, 
White Rose, and Hebron. Over this period, the construction of these off-
shore rigs and their exploitation produced an impressive transformation 
of the provincial economy in terms of direct and indirect employment 
and incomes, and a corresponding improvement of the province’s fiscal 
situation (Higgins, 2009; Masoudi, 2017; Table 1.3).

In 2008, as the result of increasing oil production and soaring crude 
oil prices, Ottawa announced that, for the first time ever, Newfound-
land and Labrador would not be receiving equalization payments. In 
2013, the new “have” province outperformed all other Canadian prov-
inces with a real gross domestic product (GDP) growth rate of 5.9 per 
cent (Department of Finance, 2017a). In 2014, it was estimated that the 
petroleum sector accounted for 25.7 per cent of the province’s nomi-
nal GDP (Department of Finance, 2016). The province’s dependence 
on volatile natural resource markets poses challenges for forecasting 
government revenues and planning government services when prices 
are high, and even more so in periods of declining production and/or 
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Table 1.3  Selected economic indicators, 2000–17

Newfoundland and Labrador 2000 2010 2015 2017

1. GDP (current prices, millions of $) 14,148 29,085 30,100 33,074
2. GDP per capita ($) 26,892 55,679 56,935 62,569
3. Government revenues per capita ($) 6,809 13,882 13,555 14,754
4. Unemployment rate (annual 

average, %)
16.60 14.70 12.80 14.80

5. Oil production (millions of barrels) 52.8 100.7 62.7 80.6
6. Total health spending per capita, 

constant $ in 1997 $
2,934 4,438 f 4,597 f 4,628

7. Share of provincial health spending 
out of total government spending (%) 

30.30 31.50 f 37.2 f 32.3

Note: f = forecasted; GDP = gross domestic product
Sources:
1. Statistics Canada. (2016). Provincial economic accounts (CANSIM 384-0038).
2. Newfoundland and Labrador Statistics Agency. (2015). Department of Finance, GDP 
per capita, 2000 to 2015.
3. Newfoundland and Labrador Statistics Agency, Department of Finance. Government 
revenue per capita, 2000 to 2013; Statistics Canada. (2017). Revenue per capita, Cana-
dian general government and provincial–territorial and local governments, 2016.
4., 5. Newfoundland and Labrador Statistics Agency, Department of Finance. (2017). 
Selected economic indicators, 2005 to 2016p. Retrieved from https://www.stats.gov.nl.ca 
/Statistics/Industry/PDF/Oil_Production.pdf
6., 7. Canadian Institute for Health Information. (2016). National health expenditure 
trends, 1975 to 2016, Table B.1.5, Total health expenditure, by province/territory and 
Canada, 1975 to 2016 – Constant dollars; Table B.4.5, Total provincial/territorial govern-
ment sector health expenditure as a proportion of total provincial and territorial govern-
ment expenditures, by province/territory and Canada, 1975 to 2016 – Current dollars.

prices that have predominated in recent years (Office of the Auditor 
General, 2018).

After several years of steady growth, economic conditions changed 
quickly in the summer of 2014. The primary cause was the steep down-
ward trend in global oil prices. By 2015, the median household income 
in Newfoundland and Labrador, at $ 67,272, had fallen below the Cana-
dian average of $70,336 (Statistics Canada, 2017b). In 2016–17, the 
NL economy experienced a bit of growth at 0.9 per cent, but its GDP 
remained the lowest among the provinces. The province’s unemploy-
ment rate has fluctuated over time, but has always been higher than 
the Canadian average: the average unemployment rate in the province 
from 2000 to 2016 was 14.3 per cent compared to Canada’s 7.1 per cent 
(Statistics Canada, 2016b), although it decreased to 11.7 per cent in 

https://www.stats.gov.nl.ca/Statistics/Industry/PDF/Oil_Production.pdf
https://www.stats.gov.nl.ca/Statistics/Industry/PDF/Oil_Production.pdf
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2017. These high levels of unemployment have been coupled with a low 
labour force participation rate averaging 59.4 per cent between 2000 
and 2016 (Statistics Canada, 2017d). A comparatively high proportion 
of jobs in the province have consistently been part-time and seasonal, 
and a significant number of the province’s workers have moved, at least 
temporarily, to other parts of the country for work. At the same time, it 
is important to note that the unemployment rate on the Avalon Penin-
sula, where the capital of St. John’s is located, has consistently been con-
siderably lower than in other parts of the province (Statistics Canada, 
2017c).

The provincial deficit for 2017–18 was $812 million, with a projected 
deficit for 2018–19 of $683 million and a plan to return to surplus only 
in 2022–23 (Department of Finance, 2018a, 2018b). To help combat 
the loss of revenues from lower commodity prices, the provincial gov-
ernment has increased direct and indirect taxes on consumers and busi-
nesses, and has introduced a range of cost-cutting measures including 
job cuts, hiring restraints, and wage freezes in the province’s large pub-
lic sector, including in health care (Bailey, 2016; GovNL, 2016b).

It is worth noting that, while spending on health care represents a 
substantial proportion of total government spending in the province, 
over the past twenty years this spending has represented no greater a 
proportion of provincial GDP than it has in the other Atlantic provinces 
and only slightly higher than the Canadian average (Table 1.4).

Table 1.4  Total health expenditure as a percentage of provincial/territorial GDP by  
province/territory and Canada, 2018

Year NL PE NS NB QC ON MA SK AB BC YT NWT NU
Canada 
(avg.)

2000 11.9 11.9 11.1 10.7 9.4 8.6 11.6 9.2 6.5 10.0 9.8 7.8 18.9 8.9
2005 10.1 13.2 12.5 12.9 10.5 10.2 13.1 9.9 6.8 10.3 11.8 7.2 26.2 9.9
2010 11.4 15.8 16.0 14.9 12.4 11.8 14.4 10.0 8.8 11.9 12.4 9.6 21.0 11.6
2015 12.3 15.1 15.7 14.7 12.8 11.1 13.7 9.8 8.9 11.3 14.1 13.3 23.0 11.3
2016 12.2 15.2 15.4 14.3 13.0 11.0 13.7 10.7 9.7 11.3 16.4 15.2 23.5 11.5
2017 f 12.0 15.3 15.6 14.3 13.0 10.9 13.7 10.4 9.3 11.1 16.7 14.6 23.6 11.3
2018 f 11.8 15.0 15.6 14.4 13.2 10.9 13.5 9.8 9.1 11.1 15.0 13.6 22.5 11.3

Note: f = forecast; AB = Alberta; MA = Manitoba; NB = New Brunswick; NL = Newfound-
land and Labrador; NS = Nova Scotia; NW = Northwest Territories; NU = Nunavut; ON = 
Ontario; PE = Prince Edward Island; QC = Quebec; SK = Saskatchewan; YT = Yukon.
Source: CIHI. (2018). National health expenditure database, B series data tables, 2018.
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1.4  Health status of the population

In self-reported surveys, Newfoundlanders and Labradorians have, until 
very recently, tended to rate their perceived physical and mental health 
as being better than Canadians do overall and to assess their stress lev-
els as being lower (Statistics Canada, 2016c). Yet, among the provinces, 
Newfoundland and Labrador scores at or near the bottom of rankings 
for most objective indicators of population health status (Table 1.5). 
This mismatch between subjectively perceived and objectively measured 
health status could be referred to as “the Newfoundland and Labrador 
paradox.” The puzzling complacency of Newfoundlanders and Labrado-
rians about their quite worrisome health status tends, as noted, to keep 
health issues off the front pages of the province’s media and to reduce 
their saliency in electoral politics.

Fruit and vegetable consumption in the province is much lower than 
the Canadian average, as is leisure-time physical activity (Statistics Can-
ada, 2019c). Approximately 70 per cent of the population is overweight 
or obese; 52 per cent do not get the recommended amount of exercise; 
and only 24 per cent say that they eat the recommended quantities of 
fruits and vegetables (HCS, 2015b).

In 2011, Newfoundland and Labrador was the province with the high-
est percentage of its population (20.3 per cent) having less than a high 
school education, nearly 8 per cent higher than the Canadian aver-
age of 12.7 per cent (Statistics Canada, 2016a). However, recent years 
have seen a notable improvement, with the high school attainment rate 
increasing to 22.7 per cent in 2016 as compared to the national average 
of 23.7 per cent. In 2011, the university attainment rate for those aged 
25 to 64 was 18.4 per cent in Newfoundland and Labrador, far lower 
than the Canadian average of 27.7 per cent (Statistics Canada, 2016a). 
In 2016, only 18.3 per cent of Newfoundlanders and Labradorians had 
a bachelor’s level degree or higher as compared to the national average 
of 28.5 per cent.

Life expectancy, a key indicator of population health, is lower in New-
foundland and Labrador than in any other province, although there 
has been an upward trend since 2000. As indicated in Table 1.6, life 
expectancy at birth in the province has increased from 77.9 years in 
2000–02 to 81.9 in 2013–15. As in the rest of Canada, females have a 
higher life expectancy at birth than males.

Maternal and child health is a key component of overall population 
health. Newfoundland and Labrador has similar infant and perinatal 
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Table 1.5  Population health indicators: Newfoundland and Labrador, Canada (percent-
age of population, latest year available)

  NL (%) Canada (%)

Smoking rate, self-reported, 20171 23.4 16.2
Heavy drinking rate, self-reported, 20171 25.7 19.5
Fruit and vegetable consumption rate, self-reported, 20171 18.3 28.6
Physical activity, 150 minutes per week, self-reported, 20171 48.3 53.7
Overweight or obese, 20162 30.4 20.2
Breastfeeding initiation rate, 20171 76.9 90.1
Perceived health, very good or excellent, self-reported, 20171 61.7 61.0
Perceived mental health, very good or excellent, self-

reported, 20171 69.1 70.3

Perceived life stress, quite a lot, self-reported, 20171 14.6 21.7
Has a regular health care provider, self-reported, 20171 87.6 84.7
High school attainment, aged 25–64, 20123 82.4 89.1
Postsecondary graduates, aged 25 to 54, 20115 62.6 66.5
College attainment, aged 25–64, 20123 21.0 24.6
University attainment, aged 25–64, 20123 18.4 27.7
Long-term unemployment rate, Statistics Canada, 20114 7.9 4.3
Lone parent families, % of population, Statistics Canada, 

20125 10.4 10.3

Note: Figures for Canada exclude the territories.
Sources:
1. Statistics Canada. (2014). Health indicator profile, 2014 (CANSIM 105-0501).
2. Government of Newfoundland and Labrador. (2016). The Way Forward: A Vision for 
Sustainability and Growth in Newfoundland and Labrador.
3. Statistics Canada. (2012). From the Conference Board of Canada: Conference Board 
of Canada. College attainment. Retrieved from https://www.conferenceboard.ca/hcp 
/provincial/education/college.aspx; Conference Board of Canada. University attainment. 
Retrieved from https://www.conferenceboard.ca/hcp/provincial/education/university.aspx
4. Statistics Canada. (2011). National household survey indicator profile, Canada, prov-
inces and territories (CANSIM 109-0401).
5. Statistics Canada. (2012). Families and households highlight tables. 2011 Census. 
Catalogue no. 98-312-XWE2011002. Ottawa, ON: Statistics Canada.

mortality rates to the rest of Canada, although the rates in this province 
are highly variable from year to year, a result of the low numbers involved 
(Table 1.7). The province’s infant mortality rate is currently similar to 
the Canadian rate, after a spike in 2013: in 2017, there were 4.1 deaths 
per 1,000 live births in Newfoundland and Labrador compared to 4.4 
nationally (Statistics Canada, 2021c). A similar trend is observed for 
perinatal mortality, which in 2017 was lower than the Canadian average 
at 5.1 deaths per 1,000 live births compared to 5.8 nationally (Statistics 
Canada, 2021a).

https://www.conferenceboard.ca/hcp/provincial/education/college.aspx
https://www.conferenceboard.ca/hcp/provincial/education/university.aspx
https://www.conferenceboard.ca/hcp/provincial/education/college.aspx
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Table 1.6  Life expectancy at birth and at age 65, 2000–02 and 2013–15, by gender, 
Newfoundland and Labrador, and Canada

  NL Canada

  2000–02 2013–15 2013–15

Life expectancy at birth, females 80.6 79.3 83.9
Life expectancy at birth, males 75.3 77.2 79.8
Life expectancy at birth, both sexes 77.9 81.5 81.9
Life expectancy at age 65, females 19.1 20.0 22.0
Life expectancy at age 65, males 15.5 17.3 19.2
Life expectancy at age 65, both sexes 17.3 18.7 20.7

Source: Statistics Canada. Life expectancy and other elements of the life table, Canada 
and provinces. Table null (formerly CANSIM 053-0003).

Table 1.7  Infant and perinatal mortality indicators for 2013 and 2017, Newfoundland and 
Labrador, and Canada

 
 

NL NL Canada

2013 2017 2017

Infant mortality rate (deaths per 1,000 total births)1 6.6 4.1 4.4
Perinatal mortality rate (deaths per 1,000 total births)2 8.1 5.1 5.8

Notes:
1. Death of a child less than one year of age.
2. Death of a child under 1 week of age (0 to 6 days) or a stillbirth of 28 or more weeks 
of gestation.
Sources:
Statistics Canada. (2000-13). Deaths and mortality rates, Table 13-10-0710-01 (formerly 
CANSIM 102-0504).
Statistics Canada. (2000-13). Perinatal mortality rate, Table 13-10-0714-01 (formerly 
CANSIM 102-0508).

On most other mortality indicators, however, the province lags sig-
nificantly. When compared to the Canadian average, premature mortal-
ity, potentially avoidable mortality, mortality from preventable causes, 
and mortality from treatable causes are higher in Newfoundland and 
Labrador and have, in some cases, actually been increasing. This trend 
is congruent with the poor lifestyle factors of the province’s population 
(shown in Table 1.8), as well as with poor scores on many other of the 
social determinants of health. It may also suggest issues concerning the 
quality of health services or access to them.

The province has among the highest rates of circulatory disease, 
cancer, and diabetes in the country. Approximately 63 per cent of the 
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Table 1.8  Premature and potentially avoidable mortality, by number of deaths and as 
age-standardized rates per 100,000 population for 2013 and 2016

Total

Age-standardized 
rate per 100,000 
population

NL Canada NL Canada

Mortality
•	 Premature mortality1 2,185 102,905 347.9 279.6
•	 Potentially avoidable mortality2 1,490 71,340 238.7 194.4
•	 Mortality from preventable causes3 890 46,720 143.0 127.5
•	 Mortality from treatable causes4 600 24,620 95.6 66.9
Potential years of life lost
•	 Premature mortality 30,045 1,573,945 5,697.30 4,585.9
•	 Potentially avoidable mortality 20,940 1,133,960 4,004.20 3,310.9
•	 Mortality from preventable causes 12,520 729,300 2,384.20 2,128.7
•	 Mortality from treatable cause 8,420 404,660 1,620.00 1,182.2

Notes:
1. Deaths of individuals who are younger than age 75.
2. Premature deaths that could potentially have been avoided through all levels of pre-
vention (primary, secondary, tertiary).
3. Premature deaths that could potentially have been prevented through primary preven-
tion efforts.
4. Premature deaths that could potentially have been avoided through secondary or 
tertiary prevention.
5. Number of years of potential life not lived when a person dies “prematurely,” defined 
for this indicator as before age 75.
Source: Statistics Canada. (2000–13). Premature and potentially avoidable mortality, 
Canada, provinces and territories, Table 13-10-0744-01 (formerly CANSIM 102-4316).

Table 1.9  Percentage of the adult population affected by select chronic diseases in 
Newfoundland and Labrador

Disease NL adult population affected (%)

Arthritis 22.1
Chronic pain 21.2
Diabetes 9.5
Heart disease 6.3
Cancer 5.4
Lung disease 3.9
Effect of stroke 1.0

Source: Health and Community Services. (2015). Healthy people, healthy families, 
healthy communities, A primary health care framework for Newfoundland and Labrador, 

2015–2025.
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population reports having at least one chronic disease (Table 1.9), and 
this number jumps to over 85 per cent in seniors (HCS, 2015b). The 
most recent statistics indicate that the prevalence of diabetes declined 
between 2016 and 2017. However, that rate remains at 8.9 per cent, 
which is considerably higher than the national average of 7.3 per cent 
(Statistics Canada, 2019a).

Between 2000 and 2013, the main causes of death in Newfoundland 
and Labrador, as in the rest of Canada, were malignant neoplasms (can-
cer), cardiovascular disease, cerebrovascular disease, chronic lower res-
piratory disease, diabetes mellitus, and accidents. Since 2009, cancer 
has surpassed circulatory disease as the leading cause of death in the 
province (Statistics Canada, 2018b).

1.5  Summary

As outlined in this introductory chapter, these distinctive features of 
Newfoundland and Labrador’s geography, demography, and epidemiol-
ogy provide the background against which its political leaders and pol-
icy-makers have worked to develop its policies and institutions, especially 
in the area of health, in the decades since it joined Canadian Confedera-
tion. Its widely dispersed and often isolated communities, old and rapidly 
aging population, comparatively poor population health status, subop-
timal health behaviours, and the negative impact of many of the social 
determinants of health have all worked together to make the logistics 
and the cost of delivering public services, including health care, signifi-
cantly more challenging than in many other parts of Canada. While the 
province has, in many ways, succeeded in bridging the gaps between its 
conditions and those of its partners in Confederation, the rather bleak 
outlook for the province’s economic and fiscal situation as this volume 
goes to press suggests that it will not be easy to maintain the quality of 
services, including health services, for the province’s population while 
keeping control of costs.



2.1  History

2.1.1  Prior to 1934

In the period before Newfoundland and Labrador joined Canada, and 
particularly prior to 1934 when governmental authority was taken over 
directly by Great Britain through a “Commission of Government,” the 
public sector played a relatively small role in the provision and funding 
of health services, which were mainly managed by religious organiza-
tions and private charitable groups. In St. John’s, the Roman Catholic 
Order of the Sisters of Mercy opened the St. Clare’s Mercy Hospital in 
1922, and the Salvation Army opened the Grace Maternity Hospital in 
1923 (Connor, 2011). Outside of St. John’s, there were eight hospitals: 
three Grenfell Mission hospitals on the province’s Northern Peninsula 
and in Labrador (St. Anthony, Cartwright, and North West River); two 
pulp and paper company hospitals (in Corner Brook and Grand Falls); 
two community-owned hospitals (in Grand Bank and Twillingate); and 
one small mining company hospital (in Buchans).

Some of the earliest permanent medical services in Labrador and 
northern Newfoundland were provided by the Grenfell Mission. The 
Mission was established in 1893 by William Grenfell, a young doctor 
from England who was struck by the region’s poverty and almost com-
plete lack of health services. He was able to secure funding from phi-
lanthropists in the Eastern United States, Canada, and England for his 
proposed work. The Mission established regular health services for 
fishermen and for the residents of coastal communities through a net-
work of small hospitals and nursing stations supplemented by boat and 

Chapter Two
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dogsled visits to more remote areas as well as to schools and homes 
(Rompkey, 1991). The Grenfell Mission was incorporated in 1899. In 
1914, the International Grenfell Association (IGA) was established. The 
hospitals and nursing stations it established still serve Labrador and 
the Northern Peninsula of the island as part of the Labrador-Grenfell 
Regional Health Authority (Higgins, 2008b).

In other rural parts of the province, health care was delivered by 
private practice physicians who treated patients in their offices or 
through home visits (Coombs-Thorne, 2011) as well as by public health 
nurses. The nonprofit Newfoundland Outport Nursing and Industrial 
Association (NONIA) was established in 1920 to finance and deliver 
nursing services to isolated communities (Higgins, 2008c). The organi-
zation raised money from the sale of hand-knit garments to finance 
the recruitment and salaries of public health nurses (NONIA, 2021). 
Between 1921 and 1934, when the Commission of Government took 
over NONIA’s nursing services, NONIA nurses worked in twenty-nine 
communities and managed a total of approximately 83,000 cases (Col-
lier, 2011b). NONIA’s retail operations continue to this day.

2.1.2  The Commission of Government (1934–49)

From 1934 to 1949, the British government ruled Newfoundland and 
Labrador directly through a Commission of Government, which sought, 
among other things, to improve health care in the province. It expanded 
hospital facilities, like the General Hospital and the Tuberculosis San-
atorium in St. John’s, and brought more modern medical services to 
isolated rural communities through a publicly funded system of small 
“cottage hospitals” (Collier, 2011a). The cottage hospital, introduced in 
1936, was a unique model for delivering health care to rural communi-
ties (Lake, 2010). A distinctive feature was the creation of an early, and 
relatively inexpensive, form of health insurance for rural residents. It was 
one of the earliest public health insurance initiatives in North America 
and laid the foundation for increased government involvement in the 
delivery of health care in the postwar period (Coombs-Thorne, 2011; 
Lawson & Noseworthy, 2009). For a patient to receive treatment, a fam-
ily or individual had to be registered with one of the cottage hospitals 
and pay an annual fee. The fee, originally $10.00 per family or $5.00 
per individual, provided access to basic medical care and hospital facili-
ties, while many specialty services such as maternity care, dental treat-
ment, and outpatient medications usually cost extra (Coombs-Thorne, 
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2011; Collier, 2011a). These hospitals were generally staffed by at least 
one physician, several nurses, and some support staff and had twelve to 
forty inpatient beds and one or two private/isolation rooms. Services 
offered included radiography, basic surgery, maternity care, and phar-
macy. Patients requiring more complex services were referred to larger 
hospitals. In areas where there were nursing stations without physicians, 
the fees were lower (Collier, 2011a). Those who could not afford the 
fee could pay whatever they could in cash or commodities such as fish, 
firewood, or produce. This system allowed access for people with limited 
resources and was sensitive to local economic traditions in which barter 
played a significant role (Coombs-Thorne, 2011). From 1936 to 1954, 
nineteen cottage hospitals were opened across the province (Higgins, 
2008c), with an initial overall catchment population of approximately 
200,000 (Collier, 2011a). Still, access issues persisted: isolation and lack 
of transportation services limited the number of people who could take 
advantage of the new hospitals. To help fill the gaps, the commission 
opened small nursing stations and delivered some medical services by 
ships that provided travelling clinics and dispensaries. (Higgins, 2008c). 
As of 1947, there were five nursing stations, each with two to six beds, 
and a total of thirty-two district nurses working in communities without 
resident physicians (Collier, 2011a).

The Second World War (1939–45) saw a considerable expansion of 
medical services in Newfoundland and Labrador. Modern hospitals 
were established at military bases in St. John’s, Goose Bay, Gander, Ste-
phenville, and Botwood. These hospitals were built with military funds 
and were later transferred to the provincial government for civilian use, 
becoming vital components of the province’s postwar health care infra-
structure (Higgins, 2008c).

In 1947, the Newfoundland Tuberculosis Association purchased a for-
mer navy ship and converted it into a floating tuberculosis (TB) clinic 
called the Christmas Seal. It was equipped with an X-ray machine, tests 
for TB exposure, and educational films about TB. It visited difficult-to-
reach coastal communities until 1970, when improved roads made the 
vessel no longer necessary (Collier, 2011c).

2.1.3  The post-Confederation period (1949–present)

After Confederation in 1949, Canada’s federal Department of Health 
and Welfare provided the province with additional funds through its 
program of health grants to improve medical services, and hospitals 
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in the province came increasingly under the control of the provincial 
government (Taylor, 1956). As the public hospital and insurance system 
expanded, the role of religious organizations and private charities in 
the funding and management of the health services gradually declined 
(Nolan, 2004).

Confederation brought a notable improvement in access to physi-
cians, nurses, and hospitals (Nolan, 2004). In 1950, the provincial gov-
ernment purchased five small cabin cruisers to help serve the medical 
needs of those living in outport communities on the south coast of the 
island. The cabin cruisers carried medical staff to conduct onboard 
clinics for residents of isolated communities (Collier, 2011a). In 1955, 
an air ambulance was purchased. It was based in St. Anthony on the 
Northern Peninsula and in North West River in Labrador, and covered 
the entire province, including Labrador, making it easier to get criti-
cally ill patients to hospitals in a timely fashion (Nolan, 2004). Signifi-
cant improvements to existing roads and the creation of several new 
roads also improved access to physicians and hospitals for people living 
in rural areas. A former military hospital in St. John’s was refurbished 
and reopened in 1966 as the Charles A. Janeway Children’s Hospital 
(Nolan, 2004). Other hospitals were also opened across the province – 
the Western Memorial Hospital in Corner Brook in 1951 and the James 
Paton Memorial Hospital in Gander in 1964 (Higgins, 2008c).

In 1967, a Faculty of Medicine was established at Memorial Univer-
sity, the province’s only university, and its first students were accepted 
in 1969. In 1971, the H. Bliss Murphy Cancer Centre was opened in 
St. John’s to provide province-wide care to cancer patients. In 1978, 
the Health Sciences Centre opened adjacent to the university campus 
(Nolan, 2004). Today, the centre houses the General Hospital, the new 
Janeway Children’s Hospital, and the Schools of Medicine, Pharmacy, 
and Nursing of Memorial University (Higgins, 2008c).

Health insurance was gradually expanded through the creation of 
new provincial programs and by connecting these to the emerging fed-
eral insurance scheme. A Children’s Hospital Plan was created in 1956 
to provide free hospitalization and outpatient treatment to children 16 
years of age and under. One year later, Newfoundland and Labrador 
was one of the first provinces to join the new federal Hospital Insurance 
Service that covered all residents for hospitalization and outpatient ser-
vices (Baker & Pitt, 1984). In 1968, Newfoundland and Labrador joined 
the federal Medical Care Plan (MCP), extending coverage to physi-
cians’ services. The new plan was financed through general revenue 
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rather than from the premiums that were typical of other Canadian 
jurisdictions at the time (Baker & Pitt, 1984).

2.1.4  Restructuring and regionalization (1970s–present)

Consolidation of the hospital system in the 1980s resulted in the perma-
nent closure of many rural cottage hospitals. Some were transformed into 
community health clinics that provide routine outpatient procedures 
and direct other patients to larger hospitals. The last cabin cruiser was 
taken out of service in 1983 (Collier, 2011a). Newfoundland and Labra-
dor also moved gradually to consolidate the administration of its health 
institutions. During the 1970s and 1980s, the independent boards of 
the fifty private, nonprofit institutions were consolidated into thirty-four 
arm’s-length public boards. In the mid-1990s, a move was made to estab-
lish a regionalized system. The number of boards was reduced to four-
teen: six regional institutional boards, four regional community health 
boards, two “integrated” boards responsible for both institutions and 
community health services in their regions, one nursing home board for 
St. John’s, and a provincial Cancer Treatment and Research Foundation 
(Parfrey, 2003). These boards were appointed by, and accountable to, 
the minister of health (HCS, 2004a). The new boards were responsible 
for overseeing the disbursement of funds to all institutions under their 
management, hiring staff, determining population needs, and coordi-
nating the provisions of services (Tomblin, 2005). This restructuring was 
similar to the regionalization that had been occurring in other Canadian 
provinces (Tomblin, 2005; Born, Sullivan, & Bear, 2013).

In September 2004, in an effort to simplify the system’s organization, 
reduce administrative costs, and improve coordination and planning, 
the fourteen boards were further consolidated into four integrated 
regional health authorities (RHAs): Eastern Health, Central Health, 
Western Health, and Labrador-Grenfell Health. The specialized can-
cer board was eliminated, and responsibility for cancer services for the 
entire province was assigned to Eastern Health, the largest of the health 
authorities. In addition, the provincial Health Boards Association that 
had provided consolidated leadership for the fourteen authorities was 
disbanded. Each of the four RHAs is accountable to the minister of 
health and community services and is responsible for the delivery of 
health care to patients in hospitals, long-term care facilities, and com-
munity-based offices and clinics, as well as for public health and com-
munity support services (HCS, 2004a).
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The reorganization of health services since the 1990s has been accom-
panied by repeated administrative restructuring at the level of the 
provincial government. In 1998, responsibility for child welfare, com-
munity corrections, family, and rehabilitative services was transferred 
from the provincial Department of Human Resources and Employment 
to a renamed Department of Health and Community Services (HCS; 
Tomblin, 2005). In 2009, child welfare services were transferred from 
the Department of Health and Community Services to a new Depart-
ment of Child, Youth and Family Services (CYFS, 2009). In 2014, a new 
Department of Seniors, Wellness and Social Development was estab-
lished, combining the mandates of a number of departments in new 
branches focused on seniors, aging, and social development, as well as 
on health promotion, wellness, and sport (previously part of the man-
date of HCS). The new department was also assigned responsibility for 
the Disability Policy Office and for the government’s Poverty Reduc-
tion Strategy (Executive Council, 2014). In August 2016, the Depart-
ment of Seniors, Wellness and Social Development and the Department 
of Child, Youth and Family Services were combined to create a new 
Department of Children, Seniors and Social Development (Executive 
Council, 2016). This merger was justified as a move towards greater 
efficiency rather than being intended to have any direct implications 
for the delivery of health-related services (Executive Council, 2016).

In 2014, Memorial’s Faculty of Medicine underwent a significant 
expansion in order to increase the output of locally trained physicians, 
who tended to remain in the province after graduating or to return 
after specialized training rather than move away or stay away to prac-
tise. The intake class was increased from sixty to eighty students, with 
all the additional seats reserved for students from Newfoundland and 
Labrador. Simultaneously, a new medical education centre was opened 
(Memorial University of Newfoundland, 2014).

The 2015 provincial budget announced that several “back office” 
functions of the RHAs would be consolidated into one entity to achieve 
cost efficiencies (HCS, 2015c). This work began with the coordination 
of supply chain management and eHealth. In 2017, the government 
announced that a province-wide supply chain service for sourcing and 
procuring goods and services for all four of the RHAs and for the New-
foundland and Labrador Centre for Health Information (NLCHI) 
would be led and managed by Central Health. Also in 2017, the govern-
ment announced a new approach to eHealth, with the coordination of 
all electronic communication, information management, and technol-
ogy systems to be managed by NLCHI. In both cases, the transition to 
a shared services model was expected to take several years and is still 
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Box 2.1  Major milestones in the health system’s evolution, 
1934–2016

1934 The Commission of Government establishes six administrative 
departments, one of which was Public Health and Welfare. 

1935 Cottage hospital system is set up in larger outports to provide 
medical, nursing, and midwifery services on a prepaid basis.

1941 New cottage hospitals and nursing stations opened in coastal com-
munities across the province.

1949 Confederation with Canada. The federal Department of Health 
and Welfare starts distributing funds for health and social services 
to Newfoundlanders and Labradorians. 

1957 Children’s Health Service established to provide free hospital and 
medical care to all children under 16 years of age.

1958 Newfoundland and Labrador implements full universal hospital 
coverage and deemed eligible for federal cost sharing under the 
federal Hospital Insurance and Diagnostic Services Act.

1967 Faculty of Medicine at Memorial University of Newfoundland 
established; first medical students admitted in 1968.

1968 Newfoundland and Labrador introduces universal medical care 
coverage, meeting the standards of the federal government’s 
Medical Care Act.

1980s All rural cottage hospitals are permanently closed or transformed 
into community health clinics.

1994 Regionalization of health services under fourteen regional boards. 
1998 A new Department of Health and Community Services is established, 

consolidating responsibility for health with responsibility for child 
welfare, community corrections, family, and rehabilitative services. 

2004 Fourteen regional health boards consolidated into four RHAs.
2009 Child welfare services transferred to a new Department of Child, 

Youth and Family Services
2014 Medical school expands its class size from sixty to eighty.

A new Department of Seniors, Wellness and Social Development 
is established, combining some of the functions of a number of 
government departments.

Source: Baker, M., & Pitt, J.M. (1984). A history of health services in 
Newfoundland and Labrador to 1982. In Encyclopedia of Newfoundland 
and Labrador, vol. 2 (1984). Retrieved from http://www.ucs.mun.ca 
/~melbaker/PublicHealthNL.pdf

http://www.ucs.mun.ca/~melbaker/PublicHealthNL.pdf
http://www.ucs.mun.ca/~melbaker/PublicHealthNL.pdf
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in process today (HCS, 2017d, 2017e). See Box 2.1 for a summary of 
the major milestones in the evolution of Newfoundland and Labrador’s 
health care system.

2.2  Current organization of the provincial health system

Most publicly funded health services in Newfoundland and Labrador are 
delivered through the four RHAs under the authority of the Regional 
Health Authorities Act (Figure 2.1). Each RHA is led by a chief execu-
tive officer and a board of directors, reports to the minister of health 
and community services, and does its own strategic planning to meet the 
needs of the people of its region (Institute of Public Administration Can-
ada, 2013). The Department of Health and Community Services provides 
a lead role in the coordination, monitoring, and support of health ser-
vice delivery, which includes administering and funding insured medical 
and hospital services as well as some dental and pharmaceutical services, 
providing grants to community agencies, and management of aspects of 
health education (HCS, 2014a). In addition to overseeing the RHAs, the 
department is responsible for a number of other provincial government 
entities: the Newfoundland and Labrador Centre for Health Informa-
tion; the Provincial Mental Health and Addictions Advisory Council; the 
Medical Consultants’ Committee; the Mental Health Care and Treat-
ment Review Board; the Health Research Ethics Authority; and the Pro-
vincial Cancer Control Advisory Committee (HCS, 2016a). Roughly 14 
per cent of the provincial workforce (31,400 people) work in the health 
and community services sector (HCS, 2015d). More detail about these 
workers will be provided in chapter 5.

The Department of Children, Seniors and Social Development 
(CSSD) plays an important role in the development and provision of 
programs and policies relating to seniors, child protection services, 
youth corrections, adoption programs, healthy living, and poverty 
reduction initiatives. The department also provides oversight of the Dis-
ability Policy Office and the provincial recreation and sports programs 
(CSSD, 2016).

Several provincial nongovernmental organizations, such as regula-
tory bodies, professional associations, trade unions, and patient advo-
cacy and community groups, are also involved, to a greater or less 
extent, in the management of health care policies and programs in the 
province (see Figure 2.2 and section 2.6). There are many community 
groups and organizations in the province, such as Seniors NL, that work 
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Figure 2.1  Regional health authorities in Newfoundland and Labrador

Department of Finance
Newfoundland & Labrador Statistics Agency
Social and Economic Spatial Analysis Unit

2016 Population, Land Mass,
and Population Density

May 11, 2017

Regional Health Authorities
Newfoundland and Labrador

Labrador-Grenfell RHA

Land Mass: 303,439 km2

Population: 36,072

Density: 0.12 people / km2

Western RHA

Land Mass: 34,579 km2

Population: 77,687

Density: 2.25 people / km2

Central RHA

Eastern RHA

Land Mass: 21,032 km2

Population: 313,040

Density: 14.88 people / km2

Land Mass: 46,983 km2

Population: 92,917

Density: 1.98 people / km2

Labrador-Grenfell Regional Health Authority

Western Regional Health Authority

Central Regional Health Authority

Eastern Regional Health Authority

Source: Newfoundland and Labrador Statistics Agency (2020).
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Figure 2.2  Organization of the health care system in Newfoundland and 
Labrador
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to influence polices relevant to the groups they represent. A variety of 
patient groups work to raise public awareness of specific diseases or 
health conditions through advocacy, fund-raising, and research. Some 
of these groups are independent provincial organizations, and others 
are branches of national organizations.

2.2.1  The regional health authorities

eastern health
Eastern Health, although it is the smallest RHA in geographical terms, 
serves approximately 300,000 residents, or about 60 per cent of the prov-
ince’s population. Eastern Health has just under 13,000 health care and 
support services professionals working in its facilities, including 720 phy-
sicians, of whom approximately 244 are salaried (Eastern Health, 2014b). 
The organization’s catchment area extends from St. John’s to Port Bland-
ford and includes Bell Island and all the communities on the Avalon, 
Burin, and Bonavista Peninsulas (Eastern Health, 2019). In addition to 
its regional responsibilities, Eastern Health provides tertiary-level institu-
tional services and outreach programs (e.g., cancer clinics) to the entire 
province (HCS, 2016d). Further information about the infrastructure of 
Eastern Health and the other three RHAs is provided in chapter 4.

central health
Central Health is the second largest RHA in terms of geography, cover-
ing half of the island’s land mass. It is also the second largest in terms of 
population, serving approximately 93,000 residents, or 18 per cent of the 
province’s population (Newfoundland and Labrador Statistics Agency, 
2017). Almost half of the population served by Central Health resides 
in or around the region’s two urban communities, Gander and Grand 
Falls-Windsor. Central Health employs approximately 3,000 staff. It has 
two administrative locations, one in each of these towns, with key manag-
ers working out of one location or moving back and forth between the 
two (Central Health, 2014). The organization is responsible for the area 
from Charlottetown in the east to Fogo Island in the northeast, Harbour 
Breton in the south, and Baie Verte in the west (Central Health, n.d.).

western health
Western Health is the third largest RHA in terms of both geographic size 
and population served. It serves approximately 78,000 residents (15 per 
cent of the province’s population), half of whom reside in the Corner 
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Brook and Humber Valley area (Newfoundland and Labrador Statistics 
Agency, 2017). The organization covers the area from Port aux Basques 
in the south to François in the east, Jackson’s Arm in the north, and Bar-
tlett’s Harbour in the northeast (Western Health, 2016). Western Health 
employs approximately 3,100 staff.

labrador-grenfell health
Labrador-Grenfell Health covers the largest geographic area of the four 
RHAs, but serves the smallest population, approximately 36,000 residents 
or 7 per cent of the province’s population (Newfoundland and Labra-
dor Statistics Agency, 2017). The organization covers the communities 
on the Northern Peninsula of the island north of Bartlett’s Harbour as 
well as all of Labrador (Labrador-Grenfell Health, 2016a). Labrador-
Grenfell Health works with the Nunatsiavut Department of Health and 
Social Development, two Innu band councils, NunatuKavut, Health Can-
ada, and private practitioners to deliver community health programs to 
Indigenous communities (Labrador-Grenfell Health, n.d.). Labrador-
Grenfell Health employs approximately 1,500 staff. More detailed infor-
mation about the infrastructure at Labrador-Grenfell Health is covered 
in chapter 4, while further information about the provision of services to 
Indigenous communities can be found in chapter 6.

2.3  Health system planning

The Department of Health and Community Services is responsible for 
establishing the overall strategic directions and priorities for the provin-
cial health system. The department is divided into three lines of busi-
ness (policy, planning, program development, and support; monitoring 
and reporting; provincial public programs and services administration) 
and six branches (Executive Branch; Corporate Services Branch; Medi-
cal Services Branch; Regional Services Branch; Policy, Planning and Per-
formance Monitoring Branch; Population Health Branch; HCS, n.d.-a, 
n.d.-b; Figure 2.3).

For planning purposes, the department consults with stakeholders 
(e.g., the RHAs and the NL Centre for Health Information) to deter-
mine the strategic issues it must address and then sets goals to address 
these issues. Strategic plans are developed every three years. The most 
recent report is for the 2017–20 period. (HCS, 2017h). The depart-
ment measures its success in achieving the priorities outlined in the 
strategic plan through an annual performance report made available to 



Figure 2.3  Organization chart of the Department of Health and Community Services (22 February 2017)

Source: Maura Hanrahan, personal communication, 2013.
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the public on its website (HCS, 2014a). Each RHA sets its own strategic 
directions, which are linked to the overall strategy of the department 
and designed for the demographics and health needs of the region. 
The RHAs plan on the same three-year cycle as the department.

The following section provides a summary of key health system plan-
ning initiatives undertaken by the province in recent years.

2.3.1  Population health planning

In 2011, the province released Improving Health Together: A Policy Frame-
work for Chronic Disease Prevention and Management in Newfoundland and 
Labrador. This framework recommended a long-term collaborative 
approach to chronic disease prevention and management by individu-
als, community groups, employers, and the health system. It provided six 
policy directions relating to “self-management, prevention and aware-
ness, health care delivery, practice guidelines, information systems and 
research, and community action” (HCS, 2011). A provincial chronic 
disease self-management program, Improving Health: My Way, was also 
launched in 2011 and continues today. Using a model developed at Stan-
ford University, it involves a free six-week program offered by all four 
RHAs to help people manage the challenges associated with living with 
a chronic disease. The program is led by trained leaders who have expe-
rience living with a chronic condition or caring for someone with one 
(HCS, n.d.-c). Recruitment to the program is done though the depart-
ment’s toll-free help line (HCS, n.d.-c).

In June 2017, the department announced a Chronic Disease Action 
Plan involving plans for a number of initiatives, some of which, like a 
lifestyle coaching program called “BETTER” and a new Chronic Dis-
ease Registry, seem to still be in the planning or development stages, 
while others, like adding registered dieticians to the HealthLine service 
and expanding the use of remote patient telemonitoring have recently 
begun to be implemented (HCS & CSSD, 2018).

2.3.2  Access to services

From 2004 to 2012, using federal funds allocated specifically for this pur-
pose, the provincial government invested over $140 million to improve 
wait times in various areas of the health care system (HCS, 2012c). 
In 2005, along with all other provinces and territories in Canada, the 
province agreed to national benchmarks for wait times for a set of key 



Organization and Regulation  39

interventions (HCS, n.d.-g). In 2011, an Access and Clinical Efficiency 
Division was established in HCS to provide leadership on wait times 
(HCS, n.d.-g). In 2012, the province released its Strategy to Reduce Emer-
gency Department Wait Times  and a  Strategy to Reduce Hip and Knee Joint 
Replacement Surgery Wait Times (HCS, 2012d). On a quarterly basis, the 
Department of Health and Community Services reports provincial wait-
time metrics on its website. As noted in chapter 7, the province has been 
quite successful in achieving its rather modest targets for reducing wait 
times on the key services that were identified in the federal/provincial/
territorial agreement.

In 2015, the Department of Health and Community Services pub-
lished Healthy People, Healthy Families, Healthy Communities: A Primary 
Health Care Framework for Newfoundland and Labrador. The ten-year 
framework outlined short- and long-term plans to enhance the deliv-
ery of primary health services. The document described the work that 
needed to be accomplished to fully engage individuals, families, and 
communities; to foster increased attachment of professionals, and espe-
cially physicians, to primary health care teams; to ensure timely access 
to services; and to enhance the coordination of health services with 
social services (HCS, 2015b). As detailed in chapter 7, progress in shift-
ing primary health care to multidisciplinary and co-located teams has, 
however, proved quite slow.

2.3.3  Health workforce planning

In recent years, the province has created programs that focus on the 
recruitment of health professionals, especially for rural and remote 
parts of the province. These programs include bursaries and reloca-
tion allowances. In 2011, a signing bonus program was introduced to 
encourage the recruitment and retention of several health occupations, 
to help stabilize the health workforce, and to help prevent disruptions 
in health services (Health Council of Canada, 2013c). A Memorandum 
of Agreement between the Newfoundland and Labrador Medical Asso-
ciation (NLMA) and the provincial government for 2009–13 increased 
retention bonuses for salaried physicians in Labrador and introduced 
retention bonuses for fee-for-service physicians who practise outside 
of St. John’s (NLMA, 2009). In an effort to improve access to care, the 
number of medical school seats was, as noted earlier, increased from 
sixty to eighty, and funding was introduced to encourage family practice 
residents to complete an additional year of training for work in an emer-
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gency department (HCS, 2012c). While the province allows interna-
tional medical graduates (IMGs) to practise under provisional licensure 
and has used various funding programs to increase the supply of physi-
cians in the province’s underserved communities, long-term retention 
and continuity of service have remained a challenge (Mathews, Edwards, 
& Rourke, 2008; HCS, 2015d).

In July 2015, the Department of Health and Community Services 
released a three-year Strategic Health Workforce Plan. It provides a 
framework that seeks to ensure a stable and consistent supply of health 
professionals for the long term. The plan was developed to align with 
the province’s Population Growth Strategy and its Workforce Develop-
ment Action Plan (Executive Council & HCS, 2015a). Chapter 5 dis-
cusses health human resource issues in greater detail.

2.4  Coverage and benefits

The Medical Care Plan (MCP), the provincial health insurance program, 
provides compensation to providers for rendering insured professional 
services. As of 27 March 2017, there were 530,144 people registered with 
the MCP (Correspondence with HCS, 19 June 2017). It is noteworthy 
that the number of registrants actually exceeds the estimated population 
of the province. This discrepancy is probably largely because large num-
bers of Newfoundlanders and Labradorians regularly leave the province 
for work temporarily or permanently but often retain their MCP registra-
tion. Residents do not pay premiums for MCP coverage.

2.4.1  Coverage for medical services

As with other Canadian jurisdictions, the provision of health services in 
Newfoundland and Labrador is primarily a matter of provincial jurisdic-
tion, with the federal government providing some of the funding while 
being directly responsible only for the health care of Indigenous peoples 
and military personnel in the province. This division of roles evolved 
gradually over the course of the postwar period as Canada’s system of 
health insurance developed through negotiations between the federal 
government and the provinces, and as confirmed by the Canada Health 
Act in 1984. The government of Newfoundland and Labrador provides 
a basket of publicly funded services based on its definition of “medi-
cally necessary” services as required by the Canada Health Act (Table 
2.1). This basket is very similar to that of other Canadian jurisdictions 
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Table 2.1  Coverage of services beyond Medicare

Service Newfoundland and Labrador All provinces

Medical 
supplies/ 
Prosthetics

•	 Some coverage for medical supplies 
and equipment in the community 
under the Special Assistance 
Program for those who are financially 
eligible.

•	 All provinces offer 
some coverage through 
provincial programs 
but with variations from 
province to province in 
what is covered and at 
what rates. 

Nursing and 
home care 
benefits

•	 Home care is managed by the RHAs 
and is provided based on assessment 
of the needs of the recipient.

•	 Clients contribute to the cost of care 
on a sliding scale, determined by an 
income assessment.

•	 Public nursing home care is covered 
with a monthly private payment up to 
a maximum of $2,900.

•	 All provinces cover nursing 
and home care benefits 
but to varying degrees and 
subject to eligibility criteria.

Health care 
providers 
other than 
physicians

•	 Coverage for physiotherapy, 
occupational therapy, speech 
therapy, and audiology when 
performed in a hospital and for 
nursing services in a community 
setting.

•	 No coverage for chiropractors, 
optometrists, podiatrists, naturopaths, 
osteopaths, physiotherapists, or other 
health care services in nonhospital 
facilities.

•	 Some provinces cover 
audiology service fees 
outside hospitals.

•	 Some provinces cover 
community-based 
chiropractic and podiatry 
services. 

Prescription 
drugs

•	 No coverage for most residents.
•	 About 25% of the population receives 

coverage under one or more of the 
NL Prescription Drug Plan’s five 
components. 

•	 Coverage is provided for recipients of 
income support benefits, low-income 
seniors, and low-income families.

•	 Coverage applies only to medications 
included in the provincial formulary.

•	 Catastrophic coverage for costs 
above a set percentage of net family 
income.

•	 100% coverage for disease-specific 
medications and supplies for 
residents with cystic fibrosis and 
growth hormone deficiency.

•	 Most provinces provide 
similar coverage for people 
on social assistance 
and low-income seniors 
as well as coverage for 
catastrophic costs. Only 
QC has a universal drug 
insurance plan.

(Continued)
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Service Newfoundland and Labrador All provinces

Dental 
benefits

•	 The Children’s Dental Health 
Program provides:
–	 Universal coverage for eligible 

basic services for all children aged 
12 years and under;

–	 Youth (aged 13 to 17) whose 
families are in receipt of Income 
Support can receive eligible basic 
services on a two-year cycle.

•	 The Adult Dental Program provides 
only basic services (on a three-
year cycle) and standard dentures 
(eight-year cycle) for adults aged 
18 years plus who are enrolled 
in the Foundation Plan of the NL 
Prescription Drug Program.

•	 All provinces and 
territories pay for in-
hospital dental surgery, 
and some have prevention 
programs for children. For 
example, dental care is 
free for children under 10 
in QC and for those under 
14 in NS.

•	 Most provinces provide 
dental benefits for adults 
with a low income. Only 
AB, YT, and the NWT 
provide dental coverage 
for all people over age 65.

Eye care 
services

•	 Full coverage but only when provided 
in a hospital setting. No coverage for 
optometry services. 

•	 Coverage varies greatly 
throughout the country, 
with many provinces 
paying seniors’ eye 
examination fees (YT, 
NWT, BC, AB, MB, ON, 
QC, NS) and some 
provinces covering 
children’s eye examination 
fees (YT, AB, MB, ON, 
QC, NS). Some provinces 
pay for corrective lenses 
and/or eyeglasses for 
seniors, people on social 
assistance, and children 
(NWT, YT, AB, MB).

Ambulance •	 No coverage for ambulance services 
or other transportation except for 
transit between facilities. Patients 
pays a standard $115 fee.

•	 Financial assistance is available to 
cover travel costs for those travelling 
to access specialized insured medical 
services not available in their region 
or in the province.

•	 Price patients pay differs 
widely; ranging from $0 
in the YT to up to $530 in 
MB. In SK, patients must 
also pay per-kilometre 
fees.

Table 2.1  Coverage of services beyond Medicare (Continued)

(Continued)
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Service Newfoundland and Labrador All provinces

Hearing aids •	 No coverage.
•	 Financial assistance is available 

for those who qualify through the 
Department of Advanced Education, 
Skills and Labour.

•	 Cochlear implants covered under 
specific rules.

•	 Eight provinces/ territories 
provide some level of 
subsidy for hearing aids.

•	 QC and YT have full 
coverage for children and 
seniors.

Note: AB = Alberta; MA = Manitoba; NB = New Brunswick; NL = Newfoundland and  
Labrador; NS = Nova Scotia; NW = Northwest Territories; NU = Nunavut; ON = Ontario;  
PE = Prince Edward Island; QC = Quebec; RHA = regional health authority; SK =  
Saskatchewan; YT = Yukon.
Sources:
1.  GovNL, Medical Care Plan. (n.d.). Retrieved from http://www.health.gov.nl.ca/health 
/mcp/index.html; Glauser, W., Pendharkar, S. & Nolan, M. (2015, 30 July). Why do you 
have to pay for an ambulance? Healthy Debate. Retrieved from http://healthydebate 
.ca/2015/07/topic/ambulance-fees
2.  Milne, V., Laupacis, A., & Tierney, M. (2015, 19 March). Prescription drug coverage: 
How does Canada compare? Healthy Debate. Retrieved from http://healthydebate 
.ca/2015/03/topic/pharmacare-2
3.  Government of Quebec. (2020). Prescription drug insurance: Amount to pay for 
prescription drugs. Retrieved from https://www.ramq.gouv.qc.ca/en/citizens/prescription 
-drug-insurance/amount-pay-prescription-drugs
4.  Abortion in Canada. (n.d.). Funding: Tax-funded abortions. Retrieved from http:// 
abortionincanada.ca/funding/
5.  Bornstein, S., & Nadeau, G. (2015). Canadian public policies and their impacts on 
geographically mobile workers. Draft report for the On the Move Research Team, 2015. 
Unpublished.

Table 2.1  Coverage of services beyond Medicare (Continued)

and includes hospital care, usually in multipatient wards; pharmaceuti-
cal treatments provided in hospitals; and primary, secondary, and most 
tertiary health services. In some borderline domains, such as vision care, 
home care, audiology, community-based physiotherapy, and speech 
therapy, coverage in Newfoundland and Labrador is narrower than that 
provided in the country’s wealthier provinces.

2.5  Regulation

Health care in Newfoundland and Labrador is governed by legislation 
and regulations, along with departmental policies and directives, regard-
ing RHAs and other organizations that report to the minister of health 

http://www.health.gov.nl.ca/health/mcp/index.html
http://healthydebate.ca/2015/07/topic/ambulance-fees
http://healthydebate.ca/2015/03/topic/pharmacare-2
https://www.ramq.gouv.qc.ca/en/citizens/prescription-drug-insurance/amount-pay-prescription-drugs
http://abortionincanada.ca/funding/
http://abortionincanada.ca/funding/
http://www.health.gov.nl.ca/health/mcp/index.html
http://healthydebate.ca/2015/07/topic/ambulance-fees
http://healthydebate.ca/2015/03/topic/pharmacare-2
https://www.ramq.gouv.qc.ca/en/citizens/prescription-drug-insurance/amount-pay-prescription-drugs
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and community services (Institute of Public Administration Canada, 
2013). At the time of writing, HCS is accountable for forty-one pieces of 
legislation and related orders and regulations (HCS, n.d.-a; Correspond-
ence with HCS, 19 June 2017). HCS is also responsible for regulations 
under the health framework laws related to the regulation of health pro-
fessions. Provincial nongovernmental regulatory bodies, such as the Col-
lege of Physicians and Surgeons of Newfoundland and Labrador, have 
been given delegated authority to administer the licensing of health pro-
fessionals; to develop, administer, and enforce quality assurance stand-
ards; and to adjudicate patient complaints. The accreditation of health 
authorities, hospitals, and other health facilities in the province is han-
dled by Accreditation Canada, an independent, not-for-profit organiza-
tion that performs these functions throughout the country (Marchildon, 
2013). Other nongovernmental health professional associations and 
trade unions also have important roles in health care policy develop-
ment, workforce planning, and the remuneration of health profession-
als in Newfoundland and Labrador (see chapter 5).

2.6  Patients

At all levels of the health system across Canada, there is a growing con-
sensus on the need to track patient experience and to set targets for 
delivering a high quality of care that is in line with patient expectations. 
Patient experience surveys have recently become a requirement of the 
Canadian accreditation system. As of 2018, all organizations that provide 
direct service to patients are expected to measure patient experience 
and to demonstrate that action has been taken on any negative survey 
results (Accreditation Canada, 2015). Newfoundland and Labrador lags 
behind other Canadian provinces when it comes to including patients as 
partners in the health system’s decision-making processes. The RHAs in 
Newfoundland and Labrador have only recently begun to increase their 
patient engagement activities through client experience surveys and the 
creation of client and family advisory councils.

In Newfoundland and Labrador, as in the rest of Canada, residents 
have the right to the physician or hospital of their choice, either within 
the RHA in which they reside or within another RHA in the province. 
To receive insured health services in another province or country, 
except in emergency conditions, prior approval must be received from 
the MCP (HCS, n.d.-d). In recent years, patients’ ability to choose a 
family physician has been limited by availability, as is the case elsewhere 
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in Canada. According to the most recent data available from Statistics 
Canada, 10.1 per cent of people in the province over the age of 12 do 
not report having a family doctor, compared to 6.1 per cent in New 
Brunswick, 9.5 per cent in Prince Edward Island, and 10.6 per cent in 
Nova Scotia. All of the Atlantic provinces fare better than other regions 
of Canada, where the national average is 16.8 per cent of residents with-
out a regular family doctor (Statistics Canada, 2015a).

Unlike some other provinces, Newfoundland and Labrador does not 
have a patient charter of rights, but there are mechanisms for patients 
to bring forward concerns and seek to resolve disputes. RHA websites 
contain information on the rights and responsibilities of patients, poli-
cies concerning the privacy and confidentiality of health information, 
and patient rights involving the disclosure of adverse events. Patient 
concerns may be filed with the Client Relations Office at each of the 
four RHAs. Complaints regarding physicians can be brought to the 
College of Physicians and Surgeons of Newfoundland and Labrador 
(CPSNL). Some complaints can be resolved by the Registrar of the Col-
lege, while others will be sent up to the College’s Complaints Author-
ization Committee (CPSNL, n.d.). Complaints against provincial 
government departments, including Health and Community Services, 
as well as against various health agencies like the Mental Health Care 
and Treatment Review Board and the Newfoundland Labrador Centre 
for Health Information, can be addressed through the Office of the Cit-
izens’ Representative. The Citizens’ Representative is an independent 
office of the House of Assembly, created in 2002 to provide a province-
wide ombudsman service (Office of the Citizens’ Representative, 2020).

The rights of patients with mental health care needs are protected 
through the Mental Health Care and Treatment Act, enacted in 2007. 
Prior to that, legislation in this area had not been updated since 1971, 
giving the province the oldest, and most outdated, Mental Health Act 
in the country (NLCHI, 2012). The act provided a new approach to 
protect and treat people living with severe mental illness and sought to 
balance the individual’s rights with his or her mental health care needs. 
Key components are a rights-based approach to guide involuntary admis-
sion to hospital, ensuring that individuals will be advised of their rights; 
patient supports, including rights advisors and patient representatives; 
and treatment options for individuals in community settings. The legis-
lation requires a review of the act every five years (HCS, 2015g).

Service and policy issues facing seniors in Newfoundland and Labra-
dor are the focus of the Office of the Seniors’ Advocate, an independent 
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office of the House of Assembly established in December 2016. The Sen-
iors’ Advocate collaborates with seniors, service providers, and other 
stakeholders to examine issues facing seniors in the province and make 
recommendations to government, including with regard to health care 
(Executive Council & CSSD, 2016).

Navigation programs have been introduced in cancer care and in 
mental health and addictions treatment. In 2011, a patient naviga-
tion program was launched for cancer patients in six locations in New-
foundland and Labrador. Patient navigators communicate with, and on 
behalf of, cancer patients and their families as they seek services and 
work with their cancer care team. The intent of this program is to pro-
vide practical and emotional support to patients and their families and 
to help them gain access to medical and community services in a timely 
and efficient manner. In 2010, Eastern Health also launched a Patient 
Advisory Council for Cancer Care that includes some patients (Eastern 
Health, 2014a). The 2015 provincial budget announced that a system 
navigator position would be created to assist patients and families in 
accessing mental health and addictions treatment across the province 
(HCS & SWSD, 2015).

2.7  Summary

While it does have some distinctive features, the health system of New-
foundland and Labrador resembles the systems in the other Canadian 
provinces and territories in most respects. It has, since the mid-1990s, 
operated on a regionalized basis with first fourteen boards (two of 
which served the entire province rather than an individual region) and, 
from 2005 onward, four boards, one for each of the province’s princi-
pal regional divisions. Recent changes in several Canadian provinces 
to move back from regional management of health services to a more 
centralized approach have generated some interest in policy-making cir-
cles in Newfoundland and Labrador. But aside from the consolidation 
of “back office” services across regions and the delegation of cancer care 
responsibilities for the entire province to Eastern Health and of eHealth 
services to the NL Centre for Health Information, no such recentraliza-
tion has been introduced in the province.



Although it might be logical to address the financing of health care in 
the province before turning to expenditures, we have chosen to reverse 
that order. We start with expenditures, both because the available data 
are more easily compared across provinces and because public debates 
about the “sustainability” of the Canadian health care system have 
focused on spending rather than on revenues.

3.1  Expenditures and trends

In 2000, government per capita spending on health in Newfoundland 
and Labrador was, as indicated in Table 3.1, equal to the Canadian aver-
age. By 2010, per capita health spending by the NL government  had 
increased by 98 per cent, which was considerably above the rate of infla-
tion and higher than in Canada as a whole, where the average rate of 
health spending increase was 77 per cent. In the following years (2011 
to 2018), the growth in per capita spending on health in the province 
slowed to 17 per cent, while the average growth rate in Canada was  
21 per cent.

Throughout this entire period, spending on health represented a 
very large proportion of the NL government’s spending. In 2017, for 
example, health care accounted for 41.6 per cent of the province’s cur-
rent account spending (Department of Finance, 2018a, 2018b). The 
next largest areas of provincial spending were debt charges and finan-
cial expenses (14.0 per cent), education (11.2 per cent), and postsec-
ondary education (8.4 per cent; figures from 2018).

It is noteworthy that neither the rapid growth in spending from 2000 
to 2010 nor the slower increases between 2011 and 2018 resulted in any 

Chapter Three

Health Spending and Financing
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Table 3.1  Provincial economic and health data for Newfoundland and Labrador, and 
Canada, 2000, 2010, 2018

Newfoundland and Lab-
rador 2000 2010 

2000–10,  
% change 2018

2010–18, 
% change

GDP at market prices 
(’000,000,000s) $14.2 $29.1 105 $33.2 14

Population (’000s) 528.0 522.0 -1 525.6 1
GDP per capita (’000s) $26.8 $55.8 108 $63.2 13
Total health spending per 

capita (’000s) $3.2 $6.3 98 f $7.4 17
Multiyear inflation rate 21.70 17.00
Total health spending as 

percentage of GDP (%) 11.90 11.40 f 12.0

Canada 2000 2010
2000–10, 
% change 2018

2010–18,
% change

GDP at market prices 
(’000,000,000s) $1,106.1 $1,666.0 51 $2,223.9 33

Population (’000s) 30,685.7 34,004.9 11 37,057.8 9
GDP per capita (’000s) $36.0 $49.0 36 $60.0 22
Total health spending per 

capita (’000s) $3.2 $5.7 77 f $6.9 21
Multiyear inflation rate 22.50 14.70
Total health spending as 

percentage of GDP (%) 8.90 11.60 f 11.5 

Note: Current dollars; f = forecast; GDP = gross domestic product
Sources:
Bank of Canada. (2020). Inflation calculator. Retrieved from https://www.bankofcanada 
.ca/rates/related/inflation-calculator/
Department of Finance, Government of Newfoundland and Labrador. (2020). Inflation 
calculator. Retrieved from https://www.gov.nl.ca/fin/economics/mninflation/
Statistics Canada. Table 36-10-0222-01 and Table 17-10-0005-01; CIHI National Health 
Expenditure Trends. B series data tables.

marked increase in the ratio of government spending on health to pro-
vincial gross domestic product (GDP), as GDP increased substantially. 
However, in recent years, and even more so since 2017, the already lim-
ited fiscal capacity of the provincial government has been affected by 
a sharp decline in taxes and royalties from oil and gas production and 
exploration. The province’s current fiscal situation is so dire that current 
levels of spending on health will be very hard to sustain without a substan-
tial rebound in world hydrocarbon prices or increases in corporate and/
or personal taxes, cuts in health spending, or some combination of these.

https://www.bankofcanada.ca/rates/related/inflation-calculator/
https://www.gov.nl.ca/fin/economics/mninflation/
https://www.bankofcanada.ca/rates/related/inflation-calculator/
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Table 3.2  Health expenditure by use of funds in Newfoundland and Labrador, 2000, 
2010, 2018

Category 2000 2010 2018 2000–18 
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Hospitals 590.7 35.0 1191.4
(978.9)

35.9 1366.1
(959.3)

32.2 131.3

Other institutions 277.5 16.5 449.8
(369.6)

13.6 553.8
(388.9)

13.1 99.6

Physicians 182.1 10.8 409.0
(336.1)

12.3 509.2
(357.6)

12.0 179.6

Other 
professionals

116.9 6.9 189.2
(155.5)

5.7 258.9
(181.8)

6.1 121.5

Drugs 244.9 14.5 503.1
413.4)

15.2 574.2
(403.2)

13.6 134.4

Capital 107.5 6.4 162.2
(133.3)

4.9 131.6
(92.4)

3.1 22.5

Public health 69.7 4.1 107.1
(88.0)

3.2 152.7
(107.2)

3.6 118.9

Administration 41.8 2.5 102.8
(84.5)

3.1 123.3
(86.6)

2.9 195.3

Other health 
spending

55.2 3.3 203.4
(167.2)

6.1 567.1
(398.2)

13.4 926.4

Total 1,686.4 100.0 3,318.1
(2726.4)

100.0 4,236.9
(2975.3)

100.0 151.2

Note: Inflation for 2000–10 is 21.7 per cent; 2000–18 inflation is 42.4 per cent.
* indicates expenditures in $ millions.
Sources:
National Health Expenditure Database, CIHI (2019), CIHI (2017), D series data tables
Government of Newfoundland and Labrador. (2010). Inflation calculator. Retrieved from 
https://www.gov.nl.ca/fin/economics/mninflation/

The biggest cost items for the province’s health care system are hos-
pitals (in 2018, 32.2 per cent of health expenditure), other institutions 
(13.1 per cent), drugs (13.6 per cent), and physicians (12.0 per cent; 
see Table 3.2). According to the provincial government, approximately 
65 per cent of its health expenditure is for labour, as labour costs for 
health represent a full 24 cents of every dollar spent by the province 

https://www.gov.nl.ca/fin/economics/mninflation/
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(HCS, 2015d). This pattern of expenditures is similar to patterns else-
where in Canada, but hospitals account for a considerably higher pro-
portion of spending in Newfoundland and Labrador than the Canadian 
average: 35.7 per cent of total health expenditures in 2015 as compared 
to 28.3 per cent nationally (CIHI, 2018b). This difference is due, in 
large part, to geographic factors, but it is also related to a number of 
other factors: the province’s comparatively older population in a sys-
tem that was designed for a younger, healthier population; the com-
paratively high prevalence of chronic diseases; and longer than average 
hospital stays linked to inefficient discharge processes (Department of 
Finance, 2018a).

Almost all direct public spending on health care (96 per cent) is by 
the provincial government, with the federal government paying for a 
small percentage (3 per cent) of health expenditures through federal 
health programs and services for First Nations communities and mili-
tary personnel, and the remainder (1 per cent) coming from municipal 
governments, social security funds, and the federal government, net 
of transfers (CIHI, 2017b). Of course, a significant proportion of the 
province’s spending on health is funded by federal transfer payments. 
In 2015, the Canada Health Transfer for Newfoundland and Labrador 
covered roughly 30 per cent of the provincial government’s total health 
expenditures.

Private spending on health by individuals, companies, and insurers 
in the province increased from $368.6 million in 2000 to $846.6 mil-
lion in 2015 (CIHI, 2017b). As documented in Table 3.3, private health 
care spending per household is slightly lower overall than the Canadian 
average, at $2,532 per household in Newfoundland and Labrador com-
pared to $2,579 for Canada in 2017.

One significant difference is where that money is being spent: 
Newfoundlanders and Labradorians spend more on private health 
insurance premiums than other Canadians and less on other out-
of-pocket health expenditures. While Newfoundlanders and Labra-
dorians spend more on private health insurance than the Canadian 
average, they spend less on over-the-counter medications, pharma-
ceutical products, health care supplies and equipment, health care 
services, eye care, and dental services than the average Canadian. See 
Table 3.3 for a breakdown of private health expenditures. In this prov-
ince, almost 45 per cent of private health expenditure is on private 
health insurance – private health plans, dental plans, and accident 
or disability insurance premiums – compared to less than 30 per cent 
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Table 3.3  Private health expenditures, household spending, Newfoundland and  
Labrador, and Canada, 2017

Average expenditure per household ($) NL Canada

Health care (total $) 2,532 2,579
Direct health care costs to households 1,427 1,816
Prescribed medicines and pharmaceutical products 503 452
Nonprescribed medicines, pharmaceutical products, health care 

supplies and equipment
347 444

Health care services 188 245
•	 Health care practitioners (excluding general practitioners and 

specialists)
71 153

•	 Health care by general practitioners and specialists F 41
•	 Weight control programs, smoking cessation programs, and 

other medical services
19 21

•	 Hospital care, nursing homes, and other residential care 
facilities

F 30

Eye care goods and services 160 244
•	 Prescription eye wear 112 156
•	 Non-prescription eye wear and other eye care goods F 45
•	 Eye care services (e.g., surgery, exams) 39 44

Dental services 229 430
Private health insurance plan premiums 1,105 764
Private health care plan premiums 788 565
Dental plan premiums 105 54
Accident or disability insurance premiums 212 145
Private health insurance as a percentage of total private health 

expenditures (%)
43.6 29.6

Note: F = too unreliable to be published.
Source: Statistics Canada. Table 11-10-0222-01 Household spending, Canada, regions 
and provinces.

nationally. This finding could be due to a number of factors: compara-
tively less inclusive or less generous public coverage for certain health 
services than in other provinces as noted earlier, the comparatively 
poor health status and high health care needs of the population, or 
the high prevalence of public sector employment in the province, 
which would entail a high level of employer-funded supplementary 
health insurance coverage.

3.2  Public revenue

The government of Newfoundland and Labrador receives revenue from 
two principal sources: revenues from within the province and transfers 
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from the federal government. In 2015–16, total revenue was $5.48 bil-
lion, consisting of provincial own-source revenues of $4.51 billion and 
federal transfers of $0.97 billion. Federal revenue as a proportion of total 
revenues decreased significantly from 51.4 per cent in 2000 to 17.7 per 
cent in 2015, largely as a result of changes in equalization policy and 
payments (Table 3.4). Equalization payments support less prosperous 
provinces to provide their residents with services comparable to those 
in other parts of Canada. They are determined by a province’s perfor-
mance in relation to the performance of other provincial economies 
and they change over time. Prior to 2008–09, Newfoundland and Labra-
dor was a major recipient of equalization payments. In that year, because 
of the high private and public revenues associated with offshore oil, the 
province was declared to be a “have” province and stopped receiving 
equalization for several years (CBC News, 2008).

Most of the own-source revenues spent on health care in New-
foundland and Labrador are generated through taxation (see Table 
3.4). In the 2015–16 fiscal year, the main sources of provincial rev-
enues were personal income tax (24 per cent), sales tax (17 per cent), 
and offshore royalties (9 per cent). Federal funding for health comes 
through the Canada Health Transfer (CHT), which is the largest 
major transfer from the federal government to the provinces and ter-
ritories. Historically, CHT payments were allocated on the basis of 
population, with a small adjustment upwards for lower income prov-
inces such as Newfoundland and Labrador. Since 2014, the CHT has 
been allocated on a pure per capita basis (Marchildon & Mou, 2013). 
In 2018–19, Newfoundland and Labrador received $536 million in 
CHT (Table 3.5).

Like the other provinces, Newfoundland and Labrador also receives 
federal transfers from the Canada Social Transfer (CST) in support 
of postsecondary education, social assistance and social services, early 
childhood development, and early learning and childcare.

Offshore oil royalties are a major, but unstable, source of revenue for 
the government of Newfoundland and Labrador. The province’s fiscal 
situation is particularly vulnerable to fluctuations in world oil prices and 
production levels. Revenues from offshore royalties peaked in 2011–12 
at 31.7 per cent of total revenue. Thereafter, oil royalties as a percent-
age of total revenue began to decrease, falling to a low of just 9 per 
cent in 2015–16 (Figure 3.1). The oil market has recently rebounded to 
some extent and, in 2017–18, provided 13 per cent of revenues (Office 
of the Auditor General, 2018).
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Table 3.4  Newfoundland and Labrador public sources of revenue ($ millions, percent-
age of total revenue)

2000–01
$ (%)

2010–11
$ (%)

2015–16
$ (%)

Own-source revenue
Tax revenue

  Sales 497,852 	 (13) 799,850 	 (11) 905,398 	 (17)

  Personal income 624,675 	 (16) 886,797 	 (12) 1,308,669	 (24)

  Gasoline 130,393 	 (3) 168,902 	 (2) 193,240 	 (4)

  Corporate income 75,434 	 (2) 532,588 	 (7) 349,635 	 (6)

  Mining and mineral rights – 228,076 	 (3) 70,038 	 (1)

  Other 250,900 	 (6) 315,084 	 (4) 438,401 	 (8)

Nontax revenue 300,920 	 (8) – –

  Offshore royalties – 2,399,444	 (32) 514,557 	 (9)

  Other – 43,015 	 (6) 34,924 	 (10)

    Investment income – 238,111 329,920

    Fees and fines – 174,406 192,495

  Related revenue – 148,048 	 (2) 167,661 	 (3)

Total own-source 1,880,174 5,934,321 4,504,938
Federal transfers
Equalization 1,197,184	 (31) 0 0
Atlantic Accord (1985) n/a 641,862 	 (8) 0
Health and social transfers 330,727 	 (9) 597,506 	 (8) 685,070 	 (13)
Sales tax transitional assistance 30,840 1,708 32,688
Related revenue 428,077 	 (11) 406,667 	 (5) 253,446 	 (5)
Total transfers 1,986,828 1,647,743 971,204
Total revenue 3,867,002 7,582,064 5,476,142
% Federal transfers 51.4 21.7 17.7

Source: Government of Newfoundland and Labrador. Public Accounts, Volume II, Con-
solidated revenue fund financial statements 2000–01, 2010–11, 2015–16.

3.3  Private revenue

Additional revenues for the health system come from the private sector 
through private health insurance plans and personal out-of-pocket con-
tributions. These revenues totalled over $846 million in 2015 in New-
foundland and Labrador, or $1,601 per capita, and were forecasted to 
rise to $1,738 per capita by 2017. The top expense categories are drugs 
(42.8 per cent) and services from nonphysician health professionals 
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Table 3.5  Canada Health Transfer to Newfoundland and Labrador, 2009–19, millions of 
dollars

Year
2009– 
10

2010– 
11

2011– 
12

2012– 
13

2013– 
14

2014– 
15

2015– 
16

2016– 
17

2018– 
19

CHT (millions $) 450 436 449 468 486 490 502 528 536

Note: Canada Health Transfer includes transition protection payments to Newfoundland 
and Labrador in 2014–15.
Source: Department of Finance Canada. Federal support to provinces and territories. 
Retrieved from https://www.canada.ca/en/department-finance/programs/federal-transfers 
/major-federal-transfers.html#Newfoundland

Figure 3.1  Oil royalties as a percentage of total government revenue in  
Newfoundland and Labrador, 2009–18
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Source: Public Accounts. Report to the House of Assembly on the audit of the financial state-
ments of the Province of Newfoundland and Labrador for the year ended March 31, 2018.

(25.6 per cent), followed by hospitals (9.8 per cent), other institutions 
(8.3 per cent), and administration (7.1 per cent), with smaller spends 
in other areas. The public/private split in health spending in the prov-
ince has been fairly constant at approximately 70 per cent since the 
early 2000s and is a bit higher than in other parts of the country (CIHI, 
2017b).

https://www.canada.ca/en/department-finance/programs/federal-transfers/major-federal-transfers.html#Newfoundland
https://www.canada.ca/en/department-finance/programs/federal-transfers/major-federal-transfers.html#Newfoundland
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3.4  Public financial flows

The province’s approach to funding health care has evolved slowly. Dur-
ing the late 1960s, the Department of Health used a funding model that 
provided every hospital and medical facility with a facility-specific budget. 
This budget was reviewed line by line and approved by the Department 
of Health on an annual basis. In the early 1970s, health practitioners lob-
bied for service delivery to be controlled at the local level, and a global 
funding model with ministerial discretion was introduced in which the 
Department of Health no longer reviewed budgets line by line.

The largest cost area for the Department of Health and Community 
Services is the regional health authorities (RHAs) and related services, 
which account for more than 70 per cent of the department’s spend-
ing (HCS, 2017a). The department provides funding for ongoing RHA 
operations and capital acquisitions through an annual global budget. 
The RHAs submit an annual business plan to the department (Gov-
ernment of Newfoundland and Labrador [GovNL], 2016c), and the 
department submits its annual budget request to the Treasury Board 
and the Department of Finance. The funding allocated to the depart-
ment is then allocated to each RHA by the department based on his-
torical patterns adjusted for shifts in population and needs assessments 
(Tomblin & Braun-Jackson, 2005). Aside from Eastern Health, whose 
budget has to cover tertiary services for the entire population of the 
province, the RHAs all receive a proportion of the overall funding that 
corresponds to their catchment populations (Table 3.6). Payments are 
made in accordance with the Hospital Insurance Agreement Act and 
the  Regional Health Authorities Act. Each RHA allocates its budget 
among the services, programs, and providers over which it has author-
ity. Throughout the fiscal year, the RHAs are permitted to submit addi-
tional funding requests to the department to accommodate program 
changes or additional approved positions (Health Canada, 2017). 
See chapter 4 for discussion of decision-making processes that involve 
infrastructure.

The provincial Hospital Insurance Plan and the Medical Care Plan 
(MCP) are publicly funded and administered insurance plans man-
aged by the Department of Health and Community Services. The 
Hospital Insurance Agreement Act is the enabling legislation for the 
Hospital Insurance Plan. This act gives the minister of health and com-
munity services the ability to set regulations and conditions regarding 
insured hospital and diagnostic services so that the province remains in 
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Table 3.6  Department of Health and Community Services actual expenditure 
by RHA, 2015–16

Regional health authority (RHA) Expenditure ($) Funds distribution (%)

Eastern Health 1,541,724,680 62
Central Health 392,479,918 16
Western Health 366,619,553 15
Labrador-Grenfell Health 182,980,407 7
All regional health authorities 2,483,804,557 100

Note: The RHAs total budgets are higher than what is funded by HCS because they 
have additional sources of revenue, such as charitable foundations.
Source: Correspondence with HCS, 8 February 2017.

compliance with the Canada Health Act. The Medical Care Insurance 
Act, 1999 enables the operation of the MCP, the province’s medical care 
insurance plan.

Physician services are a major expenditure for the government. In 
2014, there were 1,315 physicians (excluding residents) practising in 
the province: 682 family physicians and 633 specialists (CIHI, 2017a). 
Approximately 33 per cent were salaried employees of RHAs, while 
63 per cent were paid through fee-for-service (FFS) arrangements of 
various types by the Department of Health and Community Services. 
The remaining 4 per cent were paid through alternative payment plans 
(HCS, 2015d). Alternative payment plans (APPs) refer to payments 
made for clinical services provided by physicians that are not reimbursed 
solely on an FFS basis and can also include salary, sessional, capitation, 
block funding, contract, and other service agreements (CIHI, 2010). 
Both APPs and salary arrangements are commonly used in the province 
to pay physicians with low or shared patient loads, including those who 
practise in rural and remote areas (CIHI, 2010). Payment schedules for 
all the province’s physicians are periodically negotiated between HCS 
and the Newfoundland and Labrador Medical Association (NLMA), the 
sole bargaining agent for physicians in the province (NLMA, 2019).

3.5  Summary

Newfoundland and Labrador regularly spends more on health care 
per capita than any other Canadian province. This high level of health 
spending is taking place in a province that has almost always had high 
budget deficits and a heavy accumulated debt, and is currently fac-
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ing an increasingly difficult economic situation and a fiscal challenge 
even more severe than usual. At the time of writing, the provincial 
economy is severely affected by a weak global oil market and the mas-
sive cost burden of the ongoing Muskrat Fall hydroelectric megapro-
ject. The government’s deficit and accumulated debt have risen sharply 
(Office of the Auditor General, 2018). Most of the key factors affect-
ing the province’s health budget – low population density, a rapidly 
aging population, poor population health, high utilization rates, and 
high labour costs – cannot be expected to improve (HCS, 2015b; Hippe  
et al., 2014). Unless the government decides to raise taxes substantially, 
or to implement significant and politically difficult cuts in health facili-
ties or services, sustaining the province’s current health system will prove 
very challenging.



Chapter Four

Physical Infrastructure

In Canada’s federal system, the construction, upkeep, and renovation of 
health care institutions are the responsibility of provincial governments. 
In recent years, the government of Newfoundland and Labrador has 
built several new facilities to replace its most outmoded hospitals and 
nursing homes. The province’s remaining institutions are in functional 
condition, but many are in need of considerable updating or replace-
ment. Health services are provided by a large network of facilities located 
throughout the province, including fifteen hospitals, twenty-three health 
centres, twenty-one long-term care facilities, five treatment centres, sixty-
six primary health care centres, and fifty-nine community-based ser-
vice locations (Government of Newfoundland and Labrador [GovNL], 
2017b). Many of these facilities are located in communities with declin-
ing populations, although moves to close some or to change their roles 
have tended to face resistance from community leaders, unions, citizens, 
and local politicians, who see these institutions both as the providers 
of essential services and as important sources of local employment and 
revenue (NLMA, 2016).

4.1  Hospitals and rehabilitation facilities

Almost all hospital care in Newfoundland and Labrador is fully insured 
under the Hospital Insurance Act. Funding for hospital services is pro-
vided by the provincial government through annual budget alloca-
tions. The services provided by the smaller units vary, with some centres 
offering outpatient clinics, emergency services, diagnostic imaging, 
blood collection, and long-term care, while others offer only a subset 
of these services. From 2004 to 2014, the provincial government’s total 
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investment in health care infrastructure was approximately $1.5 billion, 
the bulk of which was spent on the modernization of existing facilities 
(HCS & SWSD, 2015). Mental health and addictions rehabilitation facili-
ties include two public centres for youth (Tuckamore Treatment Cen-
tre located in the St. John’s greater metropolitan area and Hope Valley 
Treatment Centre located in Grand Falls-Windsor), one public centre 
for adults (the Recovery Centre in St. John’s), and two private centres 
(Humberwood Treatment Centre in Corner Brook and the Grace Cen-
tre in Harbour Grace; HCS, 2020c). The Dr. Leonard A. Miller Centre 
and the Janeway Children’s Health and Rehabilitation Centre both pro-
vide facilities for brain injury and other physical rehabilitation, includ-
ing speech-language pathology (HCS, 2020c).

4.2  Long-term care facilities and personal care homes

Over the past thirty years, the population of the province has aged faster than 
that of any other province. Each year, over 20,000 people in Newfoundland 
and Labrador avail themselves of long-term care (LTC) and community 
support services (HCS, 2012a). The LTC and community support services 
system is currently challenged by the increasing demand for services as well 
as by popular pressure for increased subsidization of costs. As the popula-
tion ages and care needs become more complex, it can be expected that 
more people will require some form of LTC and/or home care and that the 
economic impact of these changes will grow (HCS, 2012a).

LTC services in the province are delivered both in specialized, pub-
licly subsidized facilities and in some hospitals/health centres. All LTC 
facilities are operated by the regional health authorities (RHAs) with 
the exception of Chancellor Park in St. John’s, a private for-profit facility 
at which the Department of Health and Community Services currently 
subsidizes 120 beds out of 165 (SaltWire Network, 2017). In smaller com-
munities, LTC beds are often co-located in health centres (Correspond-
ence with HCS, 18 August 2016). All facilities provide 24-hour nursing 
care and varying degrees of medical care, rehabilitative services, social 
work, pastoral care, dietetic services, pharmaceutical services, palliative 
care, respite care, and recreation programs. Some facilities have special-
ized programs and units for residents with special needs (e.g., dementia; 
HCS, n.d.-f). More detail about LTC services can be found in chapter 6.

Personal care homes (PCHs) are licensed, privately owned and oper-
ated residential homes for individuals who need minimal to moderate 
assistance with activities of daily living (levels of care 1 or 2; HCS, n.d.-e; 
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Eastern Health, 2016). They are licensed by the RHAs and regulated 
and monitored by them. PCHs range in size and in the types of ameni-
ties available to residents, including those with wheelchairs and visual/
hearing impairments. Operators of PCHs are not required to provide 
specialized equipment for such residents (Eastern Health, 2020).

4.3  Medical and diagnostic facilities

4.3.1  Diagnostic equipment

Over the past several years, the provincial government has made sub-
stantial investments in diagnostic equipment, including the purchase 
of new computerized tomography (CT) scanners for Labrador City, St. 
Anthony, Burin, Carbonear, and the Janeway in St. John’s. These pur-
chases have brought the total number of CT scanners in the province to 
sixteen (CADTH, 2018). On a per capita basis, Newfoundland and Lab-
rador now has the highest number of CT scanners in Canada at 30.26 
CT units per million population (CADTH, 2018). New digital mammog-
raphy units were purchased in 2009–10, bringing the provincial total 
to 16 units. The total number of magnetic resonance imaging (MRI) 
machines in the province is five.

In early 2017, Eastern Health opened a new facility in the Health Sci-
ences Complex that houses the new Molecular Imaging Program and 
involves the consolidation of the majority of nuclear medicine services 
within the city of St. John’s at one site, while also providing space for 
future expansion of the Cancer Care Program. The new facility was also 
designed to house a new positron emission tomography (PET)/CT 
scanner, which provides a more reliable and efficient molecular imag-
ing service than regular CT scanners, as well as a cyclotron so that the 
medical isotopes required by the new scanner can be produced on site 
rather than having to be flown in. The PET/CT scanner is a second-
generation machine that has the capacity to perform 1,000–1,200 scans 
per year (Correspondence with Eastern Health, 18 May 2016). The 
new facility also has five single-photon emission computerized tomog-
raphy scanners (SPECT-CTs), and there is one additional SPECT-CT at 
St. Clare’s hospital in St. John’s (Correspondence with Eastern Health, 
24 August 2016). This sophisticated form of diagnostic imaging is cur-
rently available only in St. John’s, so patients requiring this service from 
elsewhere in Eastern Health or in other parts of the province have more 
limited access to it.
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The province currently has thirty-seven accredited publicly funded 
health laboratories operated by the four RHAs. Each region has its own 
formulary of funded tests and its own rules for who can authorize which 
tests. Twenty-three of these are classified as “Category 1 laboratories.” 
They are located in small health centres in each of the four RHAs and 
perform basic sample collection and processing on site for STAT and 
urgent requests. Another six test centres are classified as “Category 2 lab-
oratories.” Two are operated by the Labrador-Grenfell Health Authority, 
two by Western, and one by Eastern. They are located in basic acute care 
hospitals in rural centres serving large and/or remote populations, and 
they perform clinical chemistry, hematology, coagulation, and microbi-
ology tests, and offer support services for transfusion medicine. There 
are also six “Category 3 laboratories,” two in Eastern, two in Central, and 
one each in the other two RHAs. They are located in larger hospitals with 
Category A emergency departments and provide all the services deliv-
ered by the Category 2 labs plus some regionally centralized services. A 
final three laboratories, all located in St. John’s and managed by Eastern 
Health, are classified as “Category 4 laboratories.” These are the prov-
ince’s referral labs that offer all testing available in the province, includ-
ing a range of specialized tests, and serve as centralized testing centres 
for provincial screening programs. In its annual report for 2017–18, the 
Department of Health and Community Services announced its intention 
to introduce a reform of the laboratory testing system that would con-
fine the Category 1 laboratories to point-of-care testing, reallocate and 
centralize services among the other three lab categories, and produce a 
single provincial formulary (HCS, 2018a). As of May 2019, planning for 
these changes was still underway.

4.4  Public health services

Regional community-based public health services are offered in many 
parts of the province. Public health nurses work out of hospital and 
satellite offices. The provincial Public Health Laboratory is located in 
the Dr. Leonard A. Miller Centre in St. John’s. Environmental health 
officers work out of field offices administered by Service NL. Central-
ized services include communicable disease control, with offices and 
information technology (IT) infrastructure located in St. John’s. The 
provincial government contracts with FONEMED, a Newfoundland 
and Labrador company, for their telephone health service, Health-
Line (HCS, 2020b).
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Public health services provided vary by location but generally include 
health promotion, primary care, and community health services includ-
ing chronic disease prevention and management, diabetes counselling, 
community-based rehabilitative services, mental health and addictions 
services, communicable disease control, and various community-based 
support services such as home support, acute home nursing, continuing 
care, adult protection, and special assistance. These services are offered 
primarily by social workers, nurses, and other allied health professionals 
(GovNL, 2018b; Correspondence with HCS, 10 January 2017).

4.5  Information and communications technology infrastructure

The Newfoundland and Labrador Centre for Health Information is the 
provincial lead for the development and implementation of eHealth 
systems (electronic health records for physicians’ offices and electronic 
medical records, including data from both physicians and hospitals as 
well as the telehealth and telepathology programs). It receives the major-
ity of its funding (70 per cent of its total revenues in 2017–18) from 
the provincial government through operating grants, with additional 
revenues from Canada Health Infoway, provincial government project 
grants, the Atlantic Canada Opportunities Agency, national research 
project funding, and other sources (NLCHI, 2018a).

4.5.1  Electronic health record

The province is currently building a comprehensive provincial electronic 
health record (EHR) called HEALTHe NL, which will contain a secure 
and private digital profile of each patient in the health system accessible 
by authorized health care professionals and will make possible the shar-
ing of data across the continuum of care, health care delivery organiza-
tions, and regions (HCS, 2014b). The EHR will include all health-related 
data on each individual, including hospital, pharmacy, laboratory, and 
clinical records. One of the project’s biggest, and continuing, challenges 
has been timely implementation. As of 31 March 2018, approximately 
5,600 of the 6,500 health care professionals in the province had signed 
up to use HEALTHe NL, but the number of active users remains lower 
than the Canadian average in several aspects of usage (CMA, 2019; 
NLCHI, 2018a, 2018b). It is hoped that usage will increase as more types 
of data are added. Four components of the EHR have currently been 
implemented and are described here.
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picture archiving and communications system
The picture archiving communications system (PACS) is a digital infor-
mation system that was launched in the province in 2007. It allows 
diagnostic images such as X-rays, MRIs, ultrasounds, CT scans, and mam-
mograms to be captured, transmitted, and stored digitally and made 
available to clinicians regardless of where they are located or where the 
test was conducted (HCS, 2007). It replaced conventional X-ray film and 
has enabled referring clinicians to review patient images on computers 
anywhere in the province.

In December 2007, the NL government reported that the system had 
achieved the goal of having more than 95 per cent of diagnostic images 
available digitally throughout the province, making the province one 
of the first in Canada to implement such a province-wide system (HCS, 
2007). Since its introduction, the system has resulted in a reduction of 
repeated examinations and patient transfers. In addition, it has pro-
vided patients, especially those living in rural and remote locations, 
with more timely access to the services of radiologists and specialists 
(NLCHI, n.d.-d).

pharmacy network
The Pharmacy Network is an online, real-time, drug information system 
that provides authorized health professionals in the province access, with 
a patient’s consent, to his or her medication profile, as well as to com-
prehensive drug information and an interactive database to assist in the 
identification of potential adverse drug interactions. It is accessible only 
by authorized health care professionals and those officials identified by 
the Personal Health Information Act. In June 2015, the Newfoundland 
and Labrador Pharmacy Board’s new Standards of Pharmacy Operation 
for Community Pharmacies required all licensed community pharma-
cies in the province to be connected to the Pharmacy Network (NLCHI, 
2016). As of 26 May 2017, all of the province’s 201 pharmacies were con-
nected (NLCHI, 2017). In addition to the affiliated pharmacies, clinics, 
hospitals, and physicians’ offices can view these medication profiles.

laboratory information system
The next step in the development of the provincial EHR is a laboratory 
information system (LABS). Once the LABS is implemented, clinicians 
will be able to view laboratory results regardless of where providers or 
patients are located. Currently, clinicians from across the province can 
access data from laboratories in Eastern Health laboratory data via the 
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HEALTHe NL viewer. The integration of laboratory data from the other 
RHAs is still in the planning stages (NLCHI, n.d.-c).

client registry
The Client Registry is a database that is used to identify individuals reg-
istering at hospitals, community health centres, and connected pharma-
cies across Newfoundland and Labrador. It helps ensure that medical 
staff select the correct health record and reduces the risk of error caused 
by the misdirection of clinical information. The Client Registry was 
launched in 2001 and is integrated with eHealth systems and the RHAs 
(NLCHI, n.d.-b).

4.5.2  Electronic medical records

An electronic medical record (EMR) digitizes the health information 
at physicians’ clinics that has traditionally been recorded on paper. The 
Newfoundland and Labrador Medical Association (NLMA) has been 
working with the Department of Health and Community Services and 
Newfoundland and Labrador Centre for Health Information (NLCHI) to 
implement a province-wide EMR system, eDOCSNL, for all community-
based family physicians (HCS, NLCHI, & NLMA, 2015). Since initiation, 
progress with EMRs in Newfoundland and Labrador has been variable, 
slower than some jurisdictions in Canada, e.g., Alberta (Chang & Gupta, 
2015). The provincial EMR will store demographics, medical and drug 
history, laboratory results, and diagnostic imaging. It will also help man-
age scheduling and physician billing through integration with the Medi-
cal Care Plan (MCP) system (NLCHI, n.d.-a; eDOCSNL, 2016). Clinical 
data stored in these EHRs will be integrated into the provincial EMR in 
a series of phases. The first phase includes the integration of MCP, Client 
Registry, Provider Registry, and clinical results from Eastern Health and 
Central Health. Later phases will include the integration of clinical results 
from Western Health and Labrador-Grenfell Health, as well as medication 
profiles, clinical encounters, and linkage to the EHR (eDOCSNL, 2016). 
The operational costs are being shared, with physicians paying 30 per cent 
of the cost and government 70 per cent (HCS, NLCHI, & NLMA, 2015).

The provincial EMR was formally launched in June 2016, seeking 
to enrol up to 300 users in its first phase and targeting community-
based fee-for-service family physicians. The program has been rolled 
out slowly: according to the NLMA, the proportion of physicians in 
the province who reported having an EMR in their clinic has increased 
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from a baseline of about 9 per cent in 2015 to approximately 12 per 
cent in 2018 (NLCHI, 2018b; NLMA, 2015). In comparison to physi-
cians elsewhere in Canada, this figure would appear to be quite low. As 
noted in Table 4.1, the National Physician Survey for 2014 (the most 
recent that is publicly available) reported that NL physicians reported 
the lowest proportion (10.2 per cent) of provincial physicians who said 
they were using electronic records “exclusively” for their clinical notes 
as compared to 29.4 per cent nationally (CFPC, CMA, & RCPSC, 2014). 
Canada Health Infoway’s annual report for 2017–18 (Canada Health 
Infoway, 2018) reported that 85 per cent of Canadian family physicians 
claimed to be using an EHR in their office in 2017; the report estimated 
that 191,000 of Canada’s 500,000 health care professionals (including 
not only family physicians but also specialists, nurses, pharmacists, other 
clinicians, and administrators) were using two or more domains of an 
EHR on a monthly basis (Canada Health Infoway, 2018, p. 16, figure 1).

4.5.3  Telehealth

Telehealth was introduced in Newfoundland and Labrador over thirty 
years ago and was eventually extended to 104 locations across the prov-
ince (NLCHI, 2018b). Telehealth uses videoconferencing technology 
to connect patients with health care providers who are geographically 
distant from each other. The province’s large geographic size, harsh 
weather, and dispersed populations can make it particularly challeng-
ing for people to get access to timely medical care. Telehealth plays an 
extremely important role in reducing the need for travel and increasing 
access to health care services for patients in many rural locations.

Newfoundland and Labrador had an initial head start on most other Cana-
dian jurisdictions in the introduction and implementation of telehealth ser-
vices but is now no longer a leader in this domain. The most recent data on 
province-by-province use of telehealth services was published in 2015 and 
reports on data from 2013 and 2014 (Canada’s Health Informatics Asso-
ciation, 2015). It put Newfoundland and Labrador well down the leader 
board on total number of telehealth sessions and patients (p. 19, table 1) 
as well as on the availability of various services and remote infrastructure. 
For example, whereas Ontario reported having provided telehealth services 
to 393,758 patients, Newfoundland and Labrador reported 13,135 patients 
served. Whereas Ontario reported having 516 health facility–based clinical 
telehealth end points, British Columbia 890, Saskatchewan 185, and Mani-
toba 197, Newfoundland and Labrador reported only 64. The same report 
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Table 4.1  Physician responses regarding EMR utilization, Newfoundland and Labrador, 
2014

Question Response % n (195) N (1,247)

How do you capture 
information about 
your patients?

Use paper charts only 32.5 63 405

Use a combination of paper and 
electronic charts to enter and 
retrieve patient clinical notes

57.3 112 715

Use exclusively electronic 
records to enter/retrieve 
patient clinical notes

10.2 20 127

How long have 
you been using 
electronic records 
in your practice?

Less than a year 9.3 18 116

1–2 years 10.3 20 128

3–4 years 18.6 36 232

5–6 years 11.8 23 147

Over 6 years 50.0 98 624

NR 0.0 0 0

If you access 
electronic records 
in various locations, 
can you access the 
same electronic 
records from 
different settings?

Yes 76.2 149 950

Some 19.2 37 239

No 3.0 6 37

NR 1.7 3 21

Which of the following 
barriers have 
you experienced 
in accessing 
electronic records?

No barriers 22.3 43 278

Compatibility with other 
electronic systems

41.8 82 521

Privacy 13.9 27 173

Hardware availability 20.7 40 258

Technical glitches/reliability 38.6 75 481

Lack of training 20.5 40 256

Firewalls/security issues 27.1 53 338

Other 5.8 11 72

NR 0.0 0 0

(Continued)
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(p. 25, table 3) indicated that Newfoundland and Labrador provided only 
a limited number of services using telehealth technology: of the 89 services 
that could be delivered by telehealth, the province provided only 31.

The province has been expanding its telehealth activities and services 
since that time. Over 20,000 telehealth appointments took place in the 
province during fiscal year 2017–18, more than double the number 
of annual telehealth appointments made in 2010–11 (Dinn & Doyle, 
2018). NLCHI provides central booking and coordination services 
for most telehealth activities in the province, with Labrador-Grenfell 
Health providing booking and coordination services for a small number 
of intra-RHA telehealth services (Navarro, Rowe, & Bornstein, 2013).

An example of a successful application of telehealth technology in 
the province is the Self-Care/Telecare Nurse Contact Centre that was 
introduced in St. Anthony in 2006, with funding from Health Canada’s 
Primary Health Care Transition Fund, and then expanded to Stephen-
ville and Corner Brook, and ultimately developed into a province-wide 
24/7 help line (HCS, 2006b). An evaluation completed in 2013 sup-
ported the continuation of this service (HCS, 2013b). The evaluation 
showed that over 97 per cent of users were highly satisfied with the pro-
vincial health line and that it resulted in reduction of unnecessary visits 
to emergency departments. Based largely on these results, the service 
has been expanded to include having nurses contact patients who left 
one of Eastern Health’s adult emergency departments without being 
seen by a nurse practitioner or a physician (HCS, 2015e).

Rate your access to 
electronic health 
records (EHR).

Excellent 4.9 10 61

Satisfactory 34.6 67 431

Unsatisfactory 30.7 60 383

Not available in my jurisdiction 29.4 57 367

NR 0.4 1 5

Note: NR = no response; the responding sample (size: n) has been weighted to represent 
the population (size: N).
Source: National Physician Survey, 2014: National results by province. The College of 
Family Physicians of Canada, Canadian Medical Association, The Royal College of  
Physicians and Surgeons of Canada. Retrieved from http://nationalphysiciansurvey.ca 
/wp-content/uploads/2014/11/2014-By-Province-EN.pdf

Table 4.1 (Continued)

http://nationalphysiciansurvey.ca/wp-content/uploads/2014/11/2014-By-Province-EN.pdf
http://nationalphysiciansurvey.ca/wp-content/uploads/2014/11/2014-By-Province-EN.pdf
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4.5.4 Telepathology

Telepathology uses telecommunication technology to make possible the 
review of image-rich pathology data by health care providers throughout 
the province for diagnosis, education, quality assurance, and research. 
Pathology images can be viewed, managed, shared, and stored elec-
tronically on a secure computer system from any pathology laboratory 
in the province (NLCHI, 2014). Newfoundland and Labrador was one 
of the first jurisdictions in Canada to implement a province-wide pathol-
ogy network. The Telepathology Network is a collaborative initiative 
between NLCHI, the provincial government, and Canada Health Info-
way (NLCHI, n.d.-e).

4.6 Research and evaluation infrastructure

The province has a surprisingly large number of research units given its 
size and resources (see Box 4.1). What it lacks, however, is a provincial 
health research funding organization, either free standing as in British 
Columbia or New Brunswick, or as a component of a more comprehen-
sive funding agency as in Quebec, Alberta, Manitoba, and Nova Scotia.

4.7 Summary

Given the comparatively high cost of providing health services in New-
foundland and Labrador, the province has been finding it increasingly 
difficult to maintain the physical integrity of its hospitals and other 
health care institutions. The province has had to defer maintenance on 
its older institutions and delay the planning and construction of new 
buildings. For some time, governments across Canada have attempted 
to develop new health infrastructure through a P3 model in which the 
public sector partners with the private sector to share some of the risk 
in the funding and operation of health facilities. This approach has 
met with varying degrees of success and a certain amount of criticism. 
The government of Newfoundland and Labrador recently adopted an 
aggressive stance in favour of this approach and has used it for a number 
of recent projects – the new long-term care facilities in each of Corner 
Brook, Grand Falls-Windsor, and Gander; a new replacement regional 
hospital in Corner Brook; and a new mental health and addictions facil-
ity in St. John’s. The government is contracting for the full fixed costs 
upfront and will make one-time and subsequent annual payments over 
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Box 4.1  Research and evaluation infrastructure in Newfoundland 
and Labrador

Centre for Health Informatics and Analytics (CHIA)

CHIA facilitates research and offers insight into how services may be im-
proved through the use of a high-performance computation infrastruc-
ture and de-identified patient data sets. 

Department of Research of Eastern Health

This department consists of three divisions: Applied Health Research, 
Clinical Trials, and Library and Information Services. It has a mandate 
to conduct, promote, and assist clinical and applied health research 
within Eastern Health and to foster partnerships on a local, provincial, 
and national level. Its goal is to promote evidence-based decision-making 
in order to enhance quality of care to patients, clients, and residents of 
Eastern Health and of the province. Specific work includes conducting 
clinical and applied research studies and providing research and/or 
evaluation-based services.

Health Research Unit (HRU)

HRU is a component of the Division of Community Health and Humani-
ties in the Faculty of Medicine at Memorial University. It works with a 
variety of stakeholders to perform commissioned research on health and 
wellness outcomes. Previous research projects include community health 
assessments, program evaluations, and studies on population health, health 
knowledge/attitudes/behaviours, and social justice issues (Correspondence 
with the Health Research Unit, Memorial University, 16 December 2016).

a specified period (usually thirty years), after which responsibility for 
the facility’s ongoing costs will revert to the government. The province 
has also moved, although rather slowly, to design and implement digital 
infrastructure for the collection, storage, and sharing of patients’ health 
data. Although the key governmental departments do not undertake a 
large amount of research or program evaluation themselves, they do sup-
port a network of research units both within Memorial University and 
beyond it.
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Janeway Pediatric Research Unit (JPRU)

JPRU serves as the nexus for pediatric research conducted at the prov-
ince’s children’s hospital, the Janeway Children’s Health and Rehabili-
tation Centre, and the Faculty of Medicine of Memorial University. To 
date, JPRU faculty and staff have been involved in over forty clinical and 
applied health research projects on a range of childhood diseases. The 
JPRU is also a local training centre for the Canadian Child Health Clini-
cian Scientist Training program.

Newfoundland and Labrador Centre for Applied Health Research 
(NLCAHR)

NLCAHR was established in 1999. Its mission is to contribute to the 
effectiveness of the health and community services system of New-
foundland and Labrador, and to the physical, social, and psychologi-
cal health and well-being of the province’s population by supporting 
the development and use of applied health research in the province. 
It does so through three programs. First, beginning in 1999, the cen-
tre managed a small funding program that, until it was suspended in 
2015, provided grants to local researchers and fellowships to graduate 
students. Second, it organizes a network of research exchange groups 
that bring together researchers, students, clinicians, policy-makers, 
and community stakeholders to promote knowledge exchange and 
capacity building in an area of shared interest. Third, NLCAHR 
runs a Contextualized Health Research Synthesis Program (CHRSP) 
in which its staff work in partnership with the leaders of the health 
system to identify topics for study, develop for each topic a synthesis 
of the best available research as it applies to the provincial context, 
and provide the results to decision-makers and clinicians (NLCAHR, 
2019).

Newfoundland and Labrador Centre for Health Information (NLCHI)

NLCHI was formed in 1997 and is a crown corporation of the govern-
ment of Newfoundland and Labrador. Its mandate is to assist individu-
als, communities, health service providers, and policy-makers at federal, 
provincial, and regional levels to make informed decisions to enhance 
the health and well-being of persons in the province by providing a 
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comprehensive province-wide information system. The centre works col-
laboratively with health system partners and with the Canadian Institute 
for Health Information to support the development of data and techni-
cal standards, maintain key health databases, carry out analytics and 
evaluation, prepare and distribute health reports, and support applied 
health research. NLCHI’s work also includes the development and 
implementation of a confidential and secure provincial EHR and other 
provincial health information systems. The centre’s Health Analytics 
and Evaluation Services Department is engaged in four main activities 
to support health care and health system management: development 
and adoption of health information standards; analytics and evaluation; 
responding to requests for data and information; and data management 
(Correspondence with the NLCHI, 9 March 2017).

NL SUPPORT Unit

NL SUPPORT Unit is part of the Canadian Institutes for Health Research 
(CIHR)’s nationwide Strategy for Patient-Oriented Research (SPOR) 
initiative. It provides research support and training divided into six core 
functions: data platforms and services; methods support and develop-
ment; health systems research, implementation research, and knowledge 
translation; pragmatic, real-world clinical trials; career development in 
methods and health services research; and consultation and research 
services (NL SUPPORT, 2016; Correspondence with TPMI, 19 December 
2016).

Planning, Performance Monitoring, and Evaluation Division

This division of the Department of Health and Community Services is 
responsible for the development of the departmental strategic plan and 
annual reports as well as other central agency planning activities such as 
the development of the departmental evaluation plan, cabinet work plan, 
and performance contracts. From an evaluation perspective, the division 
is responsible for assisting program staff in the development of evalua-
tion tools (e.g., surveys, databases); reviewing and providing feedback on 
evaluation products such as evaluation plans, performance monitoring 
reports, and final evaluation reports; and, in some cases, preparing evalu-
ation products for program areas that do not have the internal capacity 
to do so (Correspondence with the DHCS, 10 January 2017).
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Primary Healthcare Research Unit (PHRU)

Founded in 2005, PHRU is an independent research unit within the Fac-
ulty of Medicine of Memorial University. The research unit is mandated 
to perform primary care research and evaluation, build primary care 
research capacity in NL, and facilitate evidence-based decision-making in 
both clinical and health policy contexts. Current areas of concentration 
include health services research; primary health care epidemiology; rural 
health research; eHealth research; biomedical engineering; and data 
security and privacy. The Primary Healthcare Research and Integration to 
Improve Health System Efficiency (PRIIME) network is a CIHR-funded re-
search network that is led by PHRU. PRIIME brings together researchers, 
health care professionals, patients, and policy-makers from multiple health 
disciplines and sectors. It is the NL component of the national Primary 
and Integrated Health Care Innovations (PIHCI) network (Correspond-
ence with the Primary Healthcare Research Unit, 1 February 2017).

Translational and Personalized Medicine Initiative (TPMI)

TPMI aims to provide enhanced, personalized patient care through col-
laborative, multidisciplinary research. TPMI is built on two supporting 
infrastructures: the Newfoundland and Labrador’s Support for People 
and Patient-Oriented Research and Trials Unit (NL SUPPORT Unit) and 
the Centre for Health Informatics and Analytics (CHIA). It works closely 
with the NLMA, the provincial government, RHAs, patients, and the 
NLCHI, and has initiated the Choosing Wisely NL and Quality of Care 
NL programs (Choosing Wisely Canada, n.d.).



Chapter Five

Health Human Resources

In 2018, there were 31,456 people employed in the Newfoundland and 
Labrador health and community service systems (Statistics Canada, 
2019b). Of those employees, 93 per cent were unionized, 50 per cent 
were working in regulated professions, and 83 per cent were female  
(A. Churchill, personal communication, 2019). In 2018, the average 
age of the health workforce was 43.4 years, a modest increase from 2014 
when the average age was 42.4 years (HCS, 2015d; A. Churchill, personal 
communication, 2019). Registered nurses and licensed practical nurses 
comprised 40 per cent of the total regional health authority (RHA) 
workforce (HCS, 2015d). Like its provincial and territorial counterparts 
in the rest of Canada, Newfoundland and Labrador faces significant 
challenges in ensuring an adequate supply and distribution of regulated 
and unregulated health professionals to serve the health needs of the 
population; however, the province also faces some unique challenges.

5.1  Main workforce challenges

5.1.1  Contextual factors

Recruitment and retention of health care professionals is a challenge in 
northern, rural, and remote communities, of which Newfoundland and 
Labrador has an abundance. More than half the population lives on the 
Avalon Peninsula and is able to benefit from the availability of compara-
tively large numbers of physician and nurses per capita. However, the 
remainder of the population is spread across a very large geographical 
area, often in small and isolated rural communities located both in the 
Avalon and in other parts of the province (Newfoundland and Labrador 
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Statistics Agency, 2017). Many of these communities are accessible only 
by boat or airplane, particularly in Labrador, and access is dependent on 
weather and seasonal changes. These communities, even those that are 
accessible by road, face serious challenges attracting and retaining an 
adequate and appropriate supply of health professionals (Montevecchi, 
2013).

These geographic and demographic challenges are exacerbated by 
the rapid movement of the province’s population from rural to more 
urban areas (Higgins, 2008a). This out-migration, especially of young 
people, from rural areas is hardly unique to Newfoundland and Lab-
rador, but its effects on the province are particularly severe (Mendola, 
2012; Bollman & Clemenson, 2008), especially when combined with the 
rapid aging of the province’s population, particularly in its rural com-
munities. In 2017, 20 per cent of the population was aged 65 years or 
older, with 4 per cent over 80 (Newfoundland and Labrador Statistics 
Agency, 2020b). By 2025, 25 per cent of the population will be over 65; 
by 2030, that figure will rise to 28 per cent (Department of Finance, 
2017c). As the population ages, so will the general workforce and the 
health workforce. (Mendola, 2012; HCS, 2015d). The average age of 
the workforce employed by the province’s RHAs is comparatively old 
(HCS, 2015d) and can be expected to rise substantially in coming years. 
For example, it is expected that retirements among the province’s regis-
tered nurses will increase in the coming years as more and more mem-
bers of the baby boom generation reach retirement age (HCS, 2015d; 
Maddalena & Crupi, 2008). As the province seeks to deal with these 
demographic pressures, its bleak fiscal situation will contribute to its 
health human resource challenges as the government comes under 
increasing pressure to do more with less (HCS, 2015d; Government of 
Newfoundland and Labrador [GovNL], 2016a).

5.1.2  Education programs for health professionals

Accessing a supply of well-trained health professionals is partially 
dependent on access to graduates of health professional training pro-
grams. At Memorial University (MUN), there are training programs 
in medicine, nursing, pharmacy, and social work. The College of the 
North Atlantic (CNA), the province’s community college network, trains 
licensed practical nurses and offers a three-year diploma in medical labo-
ratory sciences, as well as programs in diagnostic ultrasonography, home 
support worker/personal care attendant, medical laboratory assistant, 
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medical radiography, primary care medicine assistant, and rehabilitation 
assistant. Private colleges also play a role in training some health pro-
fessionals, providing programs for dental assistants, pharmacy assistants 
and technicians, and therapeutic recreation professionals. Since a num-
ber of health education programs (such as those for dentistry, occupa-
tional therapy, physiotherapy, optometry, audiology, or speech-language 
pathology) are not available in the province, many types of health profes-
sionals must be recruited entirely from training programs in other parts 
of Canada or abroad, and residents of the province seeking training in 
these fields have to leave the province to do so. Depending on employ-
ment opportunities, the availability of work, and family and career issues, 
many will never return home to practise. Details on the numbers of seats 
in various provincial training programs are provided throughout this 
chapter.

5.1.3  A diverse cultural mosaic

Although it is more ethnically homogeneous than most Canadian juris-
dictions, Newfoundland and Labrador contains an increasing number 
of diverse groups and is, as described in detail in chapter 1, home to 
the largest Indigenous population in the Atlantic region (Chernikova, 
2016). Providing access to culturally appropriate health services for 
Indigenous communities presents a challenge for local health authori-
ties, and increasing the number of young people from Indigenous 
communities entering the health professions is viewed as an essential 
long-term strategy for ensuring the provision of culturally appropri-
ate care. It is also seen as a strategy to address the chronic problem of 
turnover among non-resident health workers in the province’s northern, 
rural, and remote areas.

The Faculty of Medicine at MUN has organized a number of initia-
tives to encourage Indigenous students to enter medical careers and 
to support them during their training. The Aboriginal Admissions 
Program, established in 2009, reserves three seats in its entry class of 
eighty for applicants who self-identify as Indigenous and wish to be 
considered for admission through the program (Correspondence with 
MUN School of Medicine, February 2019). In addition, the faculty has 
introduced an Aboriginal Health Initiative (AHI), which has a mandate 
to encourage, recruit, and support First Nations, Inuit, and Métis stu-
dents to choose a career in medicine. The initiative focuses on building 
pathways for their successful admission into the Faculty of Medicine 
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and on providing an appropriate curriculum and environment for 
them as undergraduate and postgraduate medical students. The AHI 
was launched in 2008 with funding provided by Health Canada to the 
Atlantic Policy Congress of First Nations’ Chiefs (APCFNC). Since April 
2010, it has also been funded by Memorial’s Faculty of Medicine. The 
faculty’s various pathway programs, namely, the Pre-Med Orientation 
and Mentorship Program, the Pre-Med Summer Institute, and the Med-
ical College Admissions Test (MCAT) Preparatory Grant Program, have 
been implemented. Over the last decade, it has become evident that 
more needs to be done at an earlier stage to encourage pre-university 
Indigenous youth to see the various health care professions, including 
medicine, as viable career options. Indigenous high school students in 
the province now have the opportunity to participate in the Healers of 
Tomorrow Gathering, a health care professions camp offered biennially 
since 2015. The camp is funded largely by the International Grenfell 
Association.

5.1.4  Health professional density

Table 5.1 shows the number of health workers, both professional and 
paraprofessional, in Newfoundland and Labrador, the number of health 
workers per 100,000 population, and a comparison with Canadian aver-
ages for 2017. With a nursing workforce of 8,537 regulated nurses, the 
province has a considerably higher ratio of nurses to residents than Can-
ada as a whole: 1,610 per 100,000 population compared to 1,174 per 
100,000 in Canada (CIHI, 2019a). In a number of other professions, 
however, the province’s health workforce is stretched thin, with lower 
numbers per capita than the Canadian average. In a small province, and 
especially in a small community, even a single vacancy in one of these 
professions can have a significant impact on the availability of services 
and on the quality of life of existing health workers. One of the provincial 
government’s key health human resource strategies is the development 
of incentive programs to encourage Newfoundlanders and Labradorians 
to pursue studies in the health programs in which there are shortages 
(HCS, 2015d).

5.2  Physicians

Physicians wanting to practise medicine in Newfoundland and Labra-
dor must register and apply for licensure with the College of Physicians 
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Table 5.1  Number, and number per 100,000 population, of health professionals and 
paraprofessionals in Newfoundland and Labrador, and Canada, 2017

Type of provider
NL
Number (N)

NL
N per 100,000

Canada
N per 
100,000

Audiologists 38 7 5
Chiropractors 69 13 25
Dental assistants 281 53 65
Dental hygienists 221 42 82
Dentists 223 42 65
Dietitians 177 33 33
Environmental public 

health professionals
20 4 5

Genetic counsellors 9 2 1
Health information 

management 
professionals

91 17 13

Medical laboratory 
technologists

542 102 56

Medical physicists 8 2 1
Medical radiation 

technologists
392 74 58

Midwives 1 <1 4
Occupational therapists 205 39 49
Opticians – – –
Optometrists 62 12 17
Paramedics 1,002 189 96
Pharmacists 734 138 115
Pharmacy technicians 139 26 31
Physiotherapists 284 54 64
Psychologists 250 47 51
Regulated nurses 8,537 1,610 1,174
Licensed practical nurses 2,403 453 328
Nurse practitioners (NPs) 165 31 15
Registered nurses 

(including NPs)
6,134 1,157 830

Registered psychiatric 
nurses

– – 52

Respiratory therapists 148 28 33
Social workers 1,526 288 143
Speech-language 

pathologists
142 27 27

Notes:
Boldface type indicates occupations for which density in Newfoundland and Labrador is 
below the Canadian average.
A dash (–) indicates that data is not applicable or does not exist.
Source: CIHI. Canada’s health care providers: Provincial profiles, 2008 to 2017 – Data 
tables (XLSX).
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and Surgeons of Newfoundland and Labrador (CPSNL, 2020). The legal 
authority for the college and its activities – governance, discipline, and 
accountability of the medical profession in the province – is provided by 
the current 2011 Medical Act and its Regulations (GovNL, 2011).

In 2005, the NL government introduced and passed a Medical Act to 
govern the practice of medicine in the province so as to increase public 
protection and strengthen the authority and accountability of the Col-
lege of Physicians and Surgeons (GovNL, 2005). The legislation created 
a new disciplinary process that defined “reasonable cause” to begin an 
investigation; outlined the board’s responsibility to act on complaints; 
specified the rights of complainants; mandated a physician’s duty to 
report; outlined the authority of the college to copy medical records 
and documents related to investigations; stipulated time frames; and 
required the college to submit an annual report to the health minister. 
The new disciplinary process paralleled the system for other self-gov-
erning health professions in the province, such as pharmacists. This leg-
islation was updated in 2011 to incorporate quality assurance measures 
into the regulation of the practice of medicine (GovNL, 2011). Changes 
included establishing a quality assurance committee; requiring manda-
tory continuing and remedial education; ensuring that provisionally 
licensed physicians receive appropriate orientation, supervision, and 
assessment; and providing for the monitoring of prescribing practices.

During the same period, provincial legislation was passed to enhance 
the practice of nursing, practical nursing, midwifery, social work, phar-
macy, medical laboratory technologists, acupuncturists, audiologists, 
dental hygienists, midwives, respiratory therapists, and speech-language 
pathologists. For example, the Pharmacy Act, 2012 expanded the regu-
lation-making authority of the Newfoundland and Labrador Pharmacy 
Board to address the expansion of pharmacists’ scope of practice such as 
allowing pharmacists to give injections, including flu shots (GovNL, 2020).

5.2.1  Supply and distribution

In 2016, there were 1,315 physicians in Newfoundland and Labrador: 682 
family doctors and 633 specialists (CIHI, 2017a). The province’s physician-
to-population ratio is the highest in Canada, at 248 physicians per 100,000 
compared to a national average of 230 per 100,000 (CIHI, 2017d). The 
province’s physician workforce is, however, not equitably distributed across 
the province, with the majority of physicians (both family physicians and 
specialists) located in the St. John’s area. St. John’s is the main provider 
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of tertiary care services for the entire province through Eastern Health. 
Rural medical services are provided mainly by family physicians and nurse 
practitioners, with support from specialists, either through visiting ser-
vices, telephone or video consultation, or telemedicine.

The physician workforce differs significantly across the four RHAs. In 
the province as a whole, and in three of the four RHAs, the number of 
family physicians exceeds the number of specialists, but in Eastern Health 
the opposite is true. While the overall number of both family physicians 
and specialists in the province grew during the five-year period between 
2011 and 2015, Central Health was distinctive in that it experienced a 7.1 
per cent decrease in the number of family physicians over that period 
(CIHI, 2015b). During the same period, Western Health’s specialist phy-
sician count grew by a remarkable 21.1 per cent (CIHI, 2015b). Eastern 
Health is the only RHA in the province where the vast majority of both 
family physicians (71 per cent) and specialists (73 per cent) are Canadian-
trained. By contrast, in Labrador-Grenfell Health only 40 per cent of fam-
ily physicians and 12 per cent of specialists received their MD in Canada 
(CIHI, 2015b). Tables 5.2 and 5.3 show differences in supply and distribu-
tion characteristics by RHA for family medicine and specialist physicians. 
Tables 5.4 and 5.5 show physician counts for tertiary and specialty services 
in St. John’s and province-wide, respectively. It is worth noting that the 
average age of both family physicians and specialists in all parts of the 
province is very high and also that the percentage of females is quite low.

5.2.2  Medical education

The MUN Faculty of Medicine was established in 1967 to meet the prov-
ince’s growing need for physicians, particularly in rural communities 
(Matthews, Ryan, & Samarasena, 2015). The faculty offers a four-year 
undergraduate medical program as well as a number of postgraduate 
residency training programs (see Table 5.6). In 2013, as noted earlier, 
MUN expanded its undergraduate MD program from sixty-four to eighty 
seats (HCS, 2015d). The majority of these seats (approximately sixty) are 
reserved for applicants who are residents of Newfoundland and Labra-
dor, including three for Indigenous applicants (Memorial University of 
Newfoundland, 2019). In the fall of 2016, there were also 294 (87 first-
year) postgraduate residents, including 87 first-year residents. Of the 
latter, 40 had completed their undergraduate medical degree at MUN 
(Correspondence with the Faculty of Medicine at Memorial University, 
23 September 2016).
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Table 5.2  Supply and distribution of family medicine physicians for Newfoundland and 
Labrador RHAs, 2013 and 2017

RHA

Total  
number  
2013

Total  
number  
2017

Change 
2013–17  
(%)

Physicians  
per 100,000  
population*  
2017

Average  
age†

2017
Female‡

2017 (%)

Canadian- 
trained§

2017 (%)

Eastern 405 445 9.88 137 50.0 44.22 66.74
Central 108 114 5.56 124 47.6 34.82 39.47
Western 104 115 10.58 150 50.2 23.48 48.25
Labrador- 

Grenfell 
48 53 10.42 146 45.2 32.69 32.08

Table 5.3  Supply and distribution of specialist** physicians for Newfoundland and 
Labrador RHAs, 2013 and 2017

RHA

Total  
number 
2013

Total  
number  
2017

Change  
2013–17  
(%)

Physicians  
per 100,000  
population*  
2017

Average 
age† 
2017

Female‡

2017 
(%) 

Canadian- 
trained§ 
2017 (%)

Eastern 457 471 3.06 145 50.11 37.87 75.16
Central 62 65 4.84 71 49.25 23.08 53.85
Western 69 67 –2.90 87 49.48 30.30 43.28
Labrador- 

Grenfell 
18 15 –16.67 41 54.80 40.00 6.67

Notes:
RHA = regional health authority
* Population estimates for health regions are as of 1 July of the reference year, and popu-
lation estimates for jurisdictions and Canada are as of 31 December of the reference 
year.
† For those physicians for whom date of birth was not available, ages were calculated 
using year of MD graduation, with age at MD graduation equal to 25 years. Average age 
calculations exclude physicians where age is unknown and where age is less than 20 or 
more than 90.
‡ Excludes physicians whose sex is unknown.
§ Excludes physicians where place of MD graduation is unknown.
** Specialist physicians include certificants of the Royal College and/or the Collège 
des médecins du Québec (CMQ). All other physicians are counted under fam-
ily medicine, including certificants of the College of Family Physicians of Canada 
(CFPC). As of 2004, specialists in Newfoundland and Labrador also include physi-
cians who are licensed as specialists but not certified by the Royal College or the 
CMQ.
Sources:
1. CIHI. (2016). Scott’s Medical Database, 2016.
2. Statistics Canada. Table 109–5355, Estimates of population (2011 Census and 
administrative data), by age group and sex for July 1st, Canada, provinces, territories, 
health regions (2015 boundaries) and peer groups, annual (number). CANSIM database. 
Retrieved from http://www.statcan.gc.ca.
3. Statistics Canada. (2017). Quarterly demographic estimates, 30(4), 91-002-X.

http://www.statcan.gc.ca


Table 5.4  Physician counts, tertiary and pediatric medical services, St. John’s

Tertiary services, specialty medical services 

Services
Physicians 
(n) Services

Physicians 
(n)

Cardiac surgery 3 Nephrology 10
Clinical pharmacology 1 Neuropathology 1
Endocrinology and metabolism 4 Neuropsychiatry 1
Gastroenterology 11 Neurosurgery 6
Geriatric medicine 1 Nuclear medicine 3
Gynecological oncology 2 Palliative medicine 3
Hematological pathology 2 Physical medicine and 

rehabilitation
2

Hematology 7 Plastic surgery 5
Infectious diseases 1 Radiation oncology 8
Maternal–Fetal medicine 2 Respirology 6
Medical genetics 2 Rheumatology 3
Medical oncology 10 Thoracic surgery 3
Neonatal–Perinatal medicine 1 Vascular surgery 3
Total physician count, tertiary services, specialty medical services, St. John’s 101

Pediatric medical services

Services
Physicians  
(n) Services

Physicians 
(n)

Adolescent medicine 1 Neurology 2
Anesthesiology 6 Orthopedic surgery 2
Cardiology 1 Pediatric cardiology 2
Diagnostic radiology 3 Pediatric general surgery 3
Emergency medicine 2 Pediatric ophthalmology 2
Endocrinology and metabolism 1 Pediatrics (general) 35
Family medicine 4 Plastic surgery 1
General practice 2 Psychiatry 9
Medical oncology 1 Rheumatology 1
Neonatal–Perinatal medicine 3
Total physician count, pediatric medical services, St. John’s 81

Notes: In September 2016, the Newfoundland and Labrador Medical Association 
(NLMA) generated the physician counts in Table 5.4 for tertiary and specialty services 
in St. John’s from a variety of sources including the NLMA membership database, the 
Department of Health and Community Services, and the CIHI. The province’s tertiary 
medical services are provided in St. John’s. Most specialty pediatric services are located 
at the Janeway Children’s Health and Rehabilitation Centre in St. John’s. Given how the 
data is collected the following caveats should be considered:
• �Physician data gathered by the NLMA is self-reported. Therefore this information 

should be interpreted with caution as it may not be an exact reflection of approved 
positions or an official human resource plan.

• �The data provided by HCS, related to Allied Health Professionals, should also be inter-
preted with caution, as many health care professionals travel throughout their regions 
to provide services to neighbouring communities. For example, a speech-language 
therapist located in Gander may travel to other communities to provide a service; how-
ever, because this professional is located in Gander, the data would not capture the 
services provided outside of Gander.

Source: Newfoundland and Labrador Medical Association. (2016). Health profile service 
distribution, Presentation edn.
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Table 5.5  Physician counts, tertiary and pediatric medical services, Newfoundland and 
Labrador

Eastern Health Central Health Western Health
Labrador-Grenfell 

Health Total

Cardiology

St. John’s 12 – – Corner Brook 1 – –
Total 12 Total 0 Total 1 Total 0 13

General surgery

Burin 2 Gander 4 Corner Brook 6 HVGB 1
Carbonear 4 Grand Falls-Windsor 4 Stephenville 2 Labrador City 1
Clarenville 3 St. Anthony 5
St. John’s 14
Total 23 Total 8 Total 8 Total 7 46

Internal medicine

Burin 2 Gander 3 Corner Brook 7 St. Anthony 1
Carbonear 3 Grand Falls-Windsor 6 Stephenville 2
Clarenville 2
St. John’s 23
Total 30 Total 9 Total 9 Total 1 49

Obstetrics/Gynecology

Burin 2 Gander 1 Corner Brook 6 HVGB 2
Carbonear 2 Grand Falls-Windsor 3 Labrador City 1
Clarenville 3 St. Anthony 2
St. John’s 17
Total 24 Total 4 Total 6 Total 5 39

Ophthalmology

St. John’s 10 Gander 3 Corner Brook 4 – –
Grand Falls-Windsor 1

Total 10 Total 4 Total 4 Total 0 18

Otolaryngology 

Carbonear 1 Grand Falls-Windsor 2 Corner Brook 1 St. Anthony 1
St. John’s 10
Total 11 Total 2 Total 1 Total 1 15

Orthopedics

St. John’s 12 Gander 5 Corner Brook 6 – –
Total 12 Total 5 Total 6 Total 0 23

Psychiatry

Burin 1 Gander 1 Corner Brook 6 – –
Carbonear 3 Grand Falls-Windsor 7 Stephenville 3
Clarenville 2
St. John’s 36
Total 42 Total 8 Total 9 Total 0 59

(Continued)
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Table 5.6  Number of residency seats by residency program, Faculty of Medicine, 
Memorial University, effective 1 August 2016

Residency programs
Residency 
seats Residency programs

Residency 
seats

Anatomical pathology 14  Obstetrics/gynecology 21
Anesthesia 22  Orthopedic surgery 14
Diagnostic radiology 14  Pediatrics 25
General surgery 20  Psychiatry

•	 �subspecialty in child and 
adolescent psychiatry

30
1

Internal medicine and
subspecialties:

•	 �General internal medicine

•	 �Medical oncology

•	 �Nephrology

•	 �Neurology

35
5
1
2
8

 Family medicine
 with enhanced skills in:

•	 �Emergency medicine

•	 �Care of elderly

76
6
2

Source: Dr. Asoka Samarasena, assistant dean, Post Graduate Medical Education, 
Faculty of Medicine, Memorial University, personal communication, 2016.

The NL strategy for strengthening the physician workforce by training 
residents of the province is similar to that of many other provinces facing 
challenges in recruiting physicians in certain specialties or for practice in 
rural and remote areas. There is evidence that this strategy is working. In 
2014, MUN medical graduates comprised 55.4 per cent of the province’s 
physician workforce, an increase from 40.9 per cent in 2004; however, even 
MUN graduates tend to practise in urban areas and form only one fifth of 

Eastern Health Central Health Western Health
Labrador-Grenfell 

Health Total

Pediatrics (outside of the Janeway Hospital in St. John’s)

Burin 1 Gander 2 Corner Brook 5 St. Anthony 2
Carbonear 2 Grand Falls-Windsor 2
Clarenville 2
St. John’s 3
Total 8 Total 4 Total 5 Total 2 19

Notes: HVGB: Happy Valley-Goose Bay. Physician data gathered by the NLMA is self-
reported. Therefore, this information should be interpreted with caution as it may not be 
an exact reflection of approved positions or of an official human resource plan.
Source: Newfoundland and Labrador Medical Association. (2016). Health profile service 
distribution, Presentation edn.

Table 5.5 (Continued)
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Table 5.7  Medical resident bursary amounts by community level, Newfoundland and 
Labrador, 2016

Recipient
One-time signing bonus amount per recipient 
with a 36-month service agreement ($)

Community 
level

Specialist 90,000 0
70,000 1
60,000 2
50,000 3

Family medicine 90,000 0
70,000 1
60,000 2
50,000 3

Note: Community levels – Level 0 (Labrador) to Level 3 (major towns and cities) based 
on level of rural location and remoteness.
Source: HCS, 2016. Bursaries/incentives. Retrieved from https://www.gov.nl.ca/hcs 
/grantsfunding/bursaries/

the rural physician workforce. Physicians practising in rural parts of the 
province are often international medical graduates (IMGs) and graduates 
of other Canadian medical schools. On the other hand, physicians trained 
at MUN have longer retention times in the province than graduates of 
other Canadian or international medical schools (Matthews et al., 2015).

Newfoundland and Labrador ranks second in Canada behind Sas-
katchewan for the percentage of IMGs in its physician workforce. IMGs 
represented 38 per cent of the total NL physician workforce in 2017, 
down from 44 per cent in 2000. This downward trend has continued 
since 1980, when IMGs represented 58 per cent of the physician work-
force in the province (HCS, 2015d; CIHI, 2019b).

5.2.3  Physician recruitment and retention initiatives

Increasing efforts have been made to keep more of the medical gradu-
ates from Memorial University in the province for the long term through 
recruitment and retention initiatives. Programs to attract physicians to 
Newfoundland and Labrador include bursaries for the recruitment of 
undergraduate students and medical residents, and signing bonuses for 
qualified health professionals. The Provincial Physician Bursary Program 
supports undergraduate medical students and medical residents to start 
their practices in the province’s designated areas of need:

https://www.gov.nl.ca/hcs/grantsfunding/bursaries/
https://www.gov.nl.ca/hcs/grantsfunding/bursaries/
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•	 Undergraduate Medical Student Bursary Program: Undergraduate 
medical students are eligible for one of twenty-one $7,500 bursaries 
awarded annually to full-time students enrolled in the fourth aca-
demic year of the MD program at MUN in exchange for a twelve-
month provincial service agreement.

•	 Medical Resident Bursary Program: Medical residents who meet specific 
training criteria are eligible for a one-time bursary in return for agree-
ment to provide services in a specific NL community for thirty-six 
months. Table 5.7 shows the medical resident bursary amounts by com-
munity level, based on the type of rural location involved (HCS, 2016b).

In addition, the Provincial Physician Signing Bonus Program offers 
incentives for new physician recruits who agree to practise in positions 
that are difficult to fill. These newly recruited physicians are eligible for 
a one-time bonus based on a thirty-six-month service agreement. The 
bonus amounts vary by category of community, but are the same for 
family physicians and specialists. A physician who has received a Medi-
cal Resident Bursary Program incentive is not eligible for an additional 
incentive under this program (HCS, 2016b).

The province is not only concerned about attracting physicians but 
also about retaining them. One retention initiative is the Travelling 
Fellowship Program, which funds physicians’ salary and benefits while 
they train in specialty and subspecialty programs not offered by MUN 
in return for a one-year return of service agreement for each year of 
funding (HCS, 2016b). Other retention incentives, such as housing, are 
available in rural parts of the province. Some long-standing incentives, 
such as paying for continuing medical education and other fees, are 
currently being reviewed because of the province’s financial difficulties 
(HCS, 2016b).

5.3  Nurses

The province licenses and regulates registered nurses (RNs), including 
nurse practitioners (NPs) and licensed practical nurses (LPNs). Regis-
tered psychiatric nurses (RPNs) are not regulated in the province.

5.3.1  Supply and distribution

Together, RNs and LPNs constitute about 40 per cent of the RHA work-
force; in 2015, there were 6,172 RNs/NPs (149 NPs) and 2,347 LPNs 
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Table 5.8  Distribution of nurses by RHA, Newfoundland and Labrador, and Canada, 
selected years

Region

Registered nurses per 
100,000 population

Licensed practical nurses 
per 100,000 population

2006 2011 2015 2006 2011 2015

Eastern Health 1,062 1,106 1,123 475 420 372

Central Health 742 756 750 576 545 514

Western Health 925 971 1,016 580 590 531

Labrador-Grenfell Health 833 956 986 419 414 424

Newfoundland and 
Labrador

966 1,012 1,032 506 468 424

Canada 672 678 706 198 238 276

Note: RHA = regional health authority
Source: CIHI, Regulated nursing workforce by health region, 2006, 2011, and 2015. 
(2016). Retrieved from https://www.cihi.ca/sites/default/files/document/nursing 
_healthregiontables_en.xlsx

(HCS, 2015d). Since 2006, the supply of regulated nurses in the prov-
ince has increased by 2.8 per cent (CIHI, 2015a). The comparatively 
large number of nurses per capita as compared to the Canadian average 
may seem surprising, but it is worth noting that many of the province’s 
numerous rural clinics are staffed entirely by nurses, and many of the 
clinics in small towns also rely heavily on nurses. Even so, it is noteworthy 
that a large proportion of the province’s nursing workforce, and par-
ticularly its RNs, tends to be clustered in urban centres, especially in the 
Eastern region, as indicated in Table 5.8. In 2016, only 34.3 per cent of 
regulated nurses worked in rural and remote areas where 50.4 per cent 
of the population was located in 2015 (CIHI, 2017c).

5.3.2  Types of nurses in NL

registered nurses
Registered nurses, including nurse practitioners and the regional nurses 
found exclusively in Labrador-Grenfell, are licensed through the College 
of Registered Nurses of Newfoundland and Labrador (CRNNL) in accord-
ance with the 2008 Registered Nurses Act and the Registered Nurses Reg-
ulations (GovNL, 2019, 2013). RNs were first regulated in Newfoundland 
and Labrador in 1954, while regulation of NPs started in 1997.

https://www.cihi.ca/sites/default/files/document/nursing_healthregiontables_en.xlsx
https://www.cihi.ca/sites/default/files/document/nursing_healthregiontables_en.xlsx
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nurse practitioners
The CRNNL defines a nurse practitioner as an “RN with additional edu-
cational preparation and experience who possesses and demonstrates 
the knowledge, skills and competencies to autonomously diagnose, order 
and interpret diagnostic tests, prescribe pharmaceuticals, and perform 
specific procedures within the legislated scope of practice” (Edwards, 
Rowan, Marck, & Grinspun, 2011). NPs are authorized to perform a 
range of health services and are licensed to practise within their level of 
competence, stream of practice (family/all-ages, adult and pediatric), 
and practice setting (HCS, 2013a). An NP may “order and interpret labo-
ratory tests and forms of energy; perform procedures and interventions; 
provide orders to other health care providers for the clinical manage-
ment of clients; prescribe drugs according to therapeutic classes listed in 
the American Hospital Formulary Services Pharmacologic Therapeutic 
Classification system” (CRNNL, 2014). The role of nurse practitioner 
was first introduced in Newfoundland and Labrador in 1998, one of the 
first in Canada. Consequently, the legislative stipulations for this new 
role were rigorous. The Registered Nurses Act required that the CRNNL 
have a Nurse Practitioner Standards Committee that included repre-
sentatives of the colleges that regulated physicians and pharmacy in the 
province. These representatives were granted veto power over the intro-
duction of new roles for NPs, which slowed the process of expanding the 
scope of NP practice. In addition, the regulations, even as modified in 
2013, required a nurse practitioner whose practice is outside a regional 
health authority to have an arrangement with a physician for consulta-
tion on the care of a patient and to whom the NP could transfer care 
of a patient if required. On 1 September 2019, this section of the RN 
Act was repealed. Further changes to the regulations are anticipated in  
2020 (Lynn Power, executive director, CRNNL, personal communication,  
25 April 2019). A recent 2018 evaluation study of the NP role and further 
changes since the role was introduced in 1998 (i.e., change of entry level 
education from certificate to graduate level, evolution of the role within 
interprofessional teams, expanded scope of practice) combine to sup-
port the discontinuation of this requirement.

In 2013, a new nurse practitioner master’s program was introduced 
by the Memorial University School of Nursing in collaboration with the 
Centre for Nursing Studies (HCS, 2013a). The master of nursing, nurse 
practitioner option, would see the enrolment of twelve to sixteen train-
ees annually. Newfoundland and Labrador was one of the first to intro-
duce the nurse practitioner primary health care role. It currently has 
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the highest number of NPs per capita in the country, although none of 
the province’s primary care clinics is nurse-led.

regional nurses
In Labrador, the regional nurses employed by Labrador-Grenfell 
Health are a key resource for a region that has few physicians. Regional 
nurses are RNs with an expanded scope of practice and additional 
training provided by the RHA. They practise in accordance with the 
Clinical Practice Guidelines for Nurses in Primary Care of Health Can-
ada’s First Nations Inuit Health Branch (FNIHB; Health Canada, 2015; 
Correspondence with Labrador-Grenfell Health, July 2016). They 
work in the community clinics that provide health care services to the 
most rural and remote parts of Labrador. Their role involves arranging 
and conducting primary care clinics, including assessing, diagnosing, 
and prescribing within their scope of practice; providing basic pre- and 
postnatal care; managing chronic disease; public health; and emer-
gency services. (Labrador-Grenfell Health, 2016b). In practical terms, 
their role is similar to that of nurse practitioners who work in northern 
and remote settings, but without some of the NPs’ primary care pro-
vider, administrative, and supervisory roles (Labrador-Grenfell Health, 
2016c).

licensed practical nurses
The College of Licensed Practical Nurses of Newfoundland and Labra-
dor has the legislative responsibility to regulate the practice of LPNs in 
accordance with the 2010 Licensed Practical Nurses Act.

5.3.3  Nursing education

The practical nursing (PN) program in Newfoundland and Labrador is 
a four-semester (sixteen-month) diploma program that includes a pre-
ceptorship. The Centre for Nursing Studies (CNS), the lead institution 
for PN education in the province, offers the program directly as well 
as through the College of the North Atlantic (CNA). The PN program 
is offered in St. John’s, Clarenville, Grand Falls-Windsor, and Corner 
Brook. From 2006 to 2016, the average number of graduates was 102 
annually, with a range of 68 to 176 (CLPNNL, 2014). Enrolment varies 
from year to year depending on workforce needs (Correspondence with 
the Centre for Nursing Studies, 8 September 2016).
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The bachelor of nursing (BN) collaborative program is a four-year, 
basic nursing education program delivered at three sites in the prov-
ince: the MUN Faculty of Nursing in St. John’s, the CNS in St. John’s, 
and the Western Regional School of Nursing (WRSON) in Corner 
Brook. The course of study is the same at all three sites, and all stu-
dents graduate with a MUN degree. Beginning in September 2019, 
students also have access to an accelerated option that takes three 
years and includes summers (for a total of eight semesters). Admis-
sion requirements for the accelerated option include two years of uni-
versity study, as well as specific prerequisite courses (Correspondence 
with MUN School of Nursing, February 2019). Preference is given to 
BN applicants who are NL residents, but 10–15 per cent of the seats 
are for students from out of province, and 3 seats are designated each 
year for Indigenous applicants. From 2008 to 2014, the BN collabo-
rative program increased its number of seats by 14 per cent (HCS, 
2015d). Currently, MUN has 85 seats, the CNS 121 seats (plus an addi-
tional 16 seats in the LPN bridging option in collaboration with the 
college), and the WRSON, 69 seats. The number of students admit-
ted each year depends on the number of qualified applicants (Cor-
respondence with the Centre for Nursing Studies, 8 September 2016; 
Correspondence with the School of Nursing, Memorial University, 
July 2016; Correspondence with Western Regional School of Nursing, 
8 July 2016).

Memorial University offers both master’s and doctoral programs in 
nursing. Master of nursing (MN) students can choose from a practicum 
or an NP option, and there is also a post-master’s NP graduate diploma. 
Each year, the MN practicum program accepts twenty students and the 
MN-NP program accepts up to sixteen students. The majority of stu-
dents come from the province. The PhD program had its first intake 
of students in September 2013 and admits three to five students every 
other year. There is no quota of students from the province for the 
PhD program; to date, however, five of the eight students admitted have 
been NL residents (Correspondence with Faculty of Nursing, Memorial 
University, February 2019).

5.3.4  Nursing recruitment and retention initiatives

RN retirements in Newfoundland and Labrador are forecasted to 
increase until the year 2022, when the last baby boomers are likely to 
head into retirement (HCS, 2015d). To help stimulate recruitment, the 
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NL provincial government offers a variety of bursaries and grants for 
nursing students (HCS, 2014a, 2016b).

The September 2014 two-year collective agreement between the 
provincial government and the Registered Nurses’ Union Newfound-
land and Labrador (RNUNL) involved a two-year salary freeze but a 
$1,400 cash signing bonus for nurses working full time, prorated for 
RNs working less than full time. The agreement was set to expire 30 
June 2016, but was extended. Nurses in Newfoundland and Labrador 
are the highest paid in Atlantic Canada (NLNU, 2014). The RNUNL 
and the government are currently engaged in bargaining for a new 
agreement.

5.4  Other health professionals

Health professional groups can ask to be regulated under the Health Pro-
fessions Act if they meet certain criteria. A separate college is established 
for each health profession regulated under the act (GovNL, 2010). The 
Newfoundland and Labrador Council of Health Professionals, estab-
lished by legislation in 2010, is composed of representatives from each 
of the colleges established under the act: acupuncturists, audiologists, 
dental hygienists, medical laboratory technologists, midwives, respira-
tory therapists, and speech-language pathologists. The following sections 
focus on two health professions that have recently undergone regulatory 
changes – midwives and pharmacists.

5.4.1  Midwives

Newfoundland and Labrador has a long history of midwifery, yet NL 
is one of the last provinces to regulate its practice. In February 2014, 
a report commissioned by the Department of Health and Commu-
nity Services – Implementing Midwifery in Newfoundland and Labrador –
endorsed the establishment of a regulatory framework and measures to 
support the development of the profession. The report recommended 
a five- to seven-year implementation plan that included establishing 
midwifery positions within the RHAs by 2016–17, expanding the num-
ber of positions in 2017–18, and continuing to grow midwifery services 
in the province to twenty positions beyond 2018. The new regulations 
came into force in 2016. A midwifery consultant was recruited in Sep-
tember 2017 to design a service delivery model and to develop policies 
in collaboration with the RHAs and other stakeholders (HCS, 2017f). 
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This consultant became the province’s first registered midwife (HCS, 
2017c).

5.4.2  Pharmacists

Pharmacists in Newfoundland and Labrador are represented by the 
Pharmacists Association of Newfoundland and Labrador (PANL; PANL, 
2020). The registration and licensing of pharmacists in the province 
is governed by the 2012 Pharmacy Act (GovNL, 2020). In 2016, there 
were 734 pharmacists practising in NL – 138 pharmacists per 100,000 
residents, above the Canadian average of 115 (see Table 5.1). In recent 
years, the scope of practice of the province’s pharmacists has been 
expanded to include aspects of front-line care provision. New regula-
tions introduced under the Pharmacy Act in 2014 allowed pharmacists 
to administer medication by inhalation and injection, including flu vac-
cines (HCS, 2014c). Further regulations introduced in 2015 allowed 
pharmacists to prescribe for and treat minor ailments (HCS, 2015h). 
As in many other Canadian jurisdictions, pharmacists are mandated to 
substitute generics for brand names unless the prescribing physician 
submits a special request form.

5.5  Health workforce planning, education, and training

In 2015, the Department of Health and Community Services released 
its Strategic Health Workforce Plan 2015–2018. The document outlines an 
approach to address priority issues facing the provincial health work-
force, identifying five strategic directions: building quality workplaces; 
establishing appropriate workforce supply; strengthening workforce 
capacity; enhancing leadership and management; and maintaining 
robust planning and evidence (HCS, 2015d).

5.5.1  Financial incentives

As in other provinces in the Atlantic region, the challenge of recruit-
ing and retaining health professionals in Newfoundland and Labrador, 
especially in rural and remote communities, is significant. Govern-
ments have worked closely with communities, health professional train-
ing programs, and professional associations to develop approaches to 
attract and retain health professionals. As we have seen, the government 
and the province’s RHAs offer a range of recruitment and retention 
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approaches for students and practising health professionals. Specific 
incentives include the following:

•	 Signing bonuses for difficult-to-fill health professional positions, 
including registered nurse positions;

•	 Nursing, practical nurse, and personal care attendant bursaries;
•	 Rural nursing student incentives;
•	 Grants for nursing practice courses;
•	 Nurse practitioner grants;
•	 Dental bursaries;
•	 Physician bursaries; and
•	 Physician signing bonuses (HCS, 2015d).

As we have seen, education programs do not exist in the province 
for several health professions, such as occupational therapists, physio-
therapists, and speech-language pathologists. This gap presents unique 
recruitment and retention challenges that the government has sought 
to manage by purchasing seats in programs for these professions in 
other provinces (HCS, 2015d).

5.5.2  Collective bargaining

The majority of health workers in Newfoundland and Labrador (90 per 
cent) are unionized and covered by collective agreements with the gov-
ernment of Newfoundland and Labrador. In addition, there is a spe-
cial agreement between the government and health care workers, the 
Labrador Benefits Agreement, which entitles employees who work in 
Labrador to extra benefits to help offset the cost of living in, and travel-
ling to and from, the region. The agreement is applicable to all health 
employees working in Labrador who are represented by the Canadian 
Union of Public Employees (CUPE), the Association of Allied Health 
Professionals (AAHP), the Newfoundland Association of Public and Pri-
vate Employees (NAPE), or the Registered Nurses’ Union Newfound-
land and Labrador (Treasury Board Secretariat, 2020).

5.5.3  Negotiations with physicians

A Memorandum of Agreement is negotiated periodically with the New-
foundland and Labrador Medical Association (NLMA) to set physician 
compensation. This agreement is distinct from the collective agreements 
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because the NLMA is not a union. Rather, it is a medical association 
representing, advocating for, and negotiating on behalf of NL physi-
cians through negotiation powers granted to it by the Medical Act, 2011. 
During the past two decades, the negotiation of these agreements has 
frequently proved challenging to both parties. In the autumn of 2002, 
the NLMA withdrew the services of its members for seventeen days after 
negotiations with the government broke down (Executive Council & 
HCS, 2002). A settlement was finally reached that introduced fee par-
ity with the physicians’ counterparts in the Maritimes, a commitment 
to binding arbitration, and a new Physician Services Liaison Commit-
tee to provide a mechanism for addressing issues outside the bargaining 
process. The subsequent agreement in 2006 provided a rate freeze over 
the first two years but a 6 per cent increase over the following two years, 
consistent with agreements reached with other groups including nurses 
(Executive Council & DHCS, 2006). The agreement also had a “best 
efforts” clause urging family physicians to seek to align their services with 
the needs of the health authority in the region in which they worked. 
Recent agreements have followed suit, with any increases in the global 
budget allocated for physician services matching the increases awarded 
to other health sector workers (GovNL, 2017a). The most recent agree-
ment also had a “best efforts” clause and a special fund of $4.5 million 
to support primary health care renewal activities (Executive Council & 
HCS, 2015b). Since that time, there have been no changes in how most 
physicians are compensated except for an increase in the number of 
alternative payment plans for a few specialty groups. In December 2017, 
the Department of Finance gave official notice to the NLMA to com-
mence negotiations for a new agreement (NLMA, 2017a), but as of our 
publication date, these negotiations have not produced a new agree-
ment.

5.6  Summary

Newfoundland and Labrador has had some success in building up its 
physician workforce to meet its service delivery needs through provin-
cially based education and training programs and through in-migration. 
Like many of its provincial and territorial counterparts across Canada, 
the province has experienced difficulties in recruiting and retaining 
health professionals of all kinds for its northern, rural, and remote 
communities despite implementing a variety of incentive programs. 
Even with these efforts, medical positions in the province’s rural and 
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remote communities still see comparatively high rates of turnover, and 
patients can experience a lack of continuity in their care. Problems in 
the recruitment or the geographic distribution of some other health 
professions can also make access to important services such as dentistry 
and physiotherapy challenging. At the same time, the province’s health 
professionals have seen improvements in their self-regulatory regimes 
and practices, with a recent emphasis, at least in their formal docu-
ments and websites, on quality assurance in the interest of better patient 
protection.



Chapter Six

Services and Programs

Like its counterparts in other Canadian provinces and territories, the 
Newfoundland and Labrador health care system provides a wide range 
of services, most of which are free to all residents because they are 
deemed to fit the Canada Health Act’s definition of “medically neces-
sary” physician, hospital, or diagnostic services. Other health care needs 
(e.g., most dentistry as well as optical care, pharmaceutical therapies, 
and private-sector physiotherapy) are funded out of pocket or through 
funding or co-funding by third-party insurance. As noted earlier, in some 
cases, (e.g., dentistry, pharmaceuticals, and long-term care), some seg-
ments of the population qualify for some or total government funding 
based on income or age, or both.

6.1  Public and population health services

Public and population health services are handled partly at the provincial 
level, through the chief medical officer of health and two regional medi-
cal officers of health, and partly at the level of the province’s four regional 
health authorities (RHAs), each of which employs a staff of public health 
nurses for preventive services and an environmental health manager 
who works on issues of foodborne and waterborne outbreaks with offi-
cials at Service NL, the government department responsible for a wide 
range of public services. Responsibility for environmental health surveil-
lance and control is under the legislative mandate of the Department 
of Health and Community Services (HCS), but the resources for these 
activities are located in Service NL. Surveillance and control of commu-
nicable diseases are the responsibility of HCS. Clinicians are required by 
the Health and Community Services Act (Government of Newfoundland 
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and Labrador [GovNL], 1995) and the Communicable Diseases Act 
(GovNL, 1990) to report notifiable diseases to their regional medical 
officer of health. Reporting requirements vary by disease, with the most 
serious diseases requiring immediate, detailed reporting on the same 
day a clinician learns of either a suspected or a confirmed case, while 
others require only aggregate reporting on a weekly basis (HCS, 2020a). 
Each RHA maintains a database containing data on the incidence of the 
specified diseases and provides weekly reports to the department.

The sudden onset of the COVID-19 pandemic has put the prov-
ince’s public health system under great pressure and scrutiny. When 
the first cases of the new disease became known, the province lacked 
a chief medical officer of health (CMOH). The acting CMOH, Dr. Jan-
ice Fitzgerald, stepped into the breach and, in collaboration with the 
Department of Health and Community Services and the Office of the 
Premier, has done an impressive job of managing an extremely com-
plex set of threats and challenges. After an initial cluster centred at 
a funeral home in St. John’s, the province faced only a very limited 
number of cases, largely linked to incoming travellers and rotational 
workers (Mercer, 2020). Regular communications with the public and 
the media have been handled by a trio of Dr. Fitzgerald, the minister of 
health, Dr. John Haggie, and the premier. Benefiting from its isolated, 
insular location, an effective system of contact tracing within a small 
population, and a popular culture involving respect for authority and a 
strong sense of community solidarity, the province has, after the initial 
cluster, had a very small number of cases and a limited amount of pres-
sure on the limited health human resources and infrastructure of the 
hospital system. At the time of writing, an emerging outbreak of a new 
variant is challenging the public health system anew (Jackson, 2021).

Preventive health services are provided by HCS along with physi-
cians, health care facilities, community groups, and nongovernmental 
organizations (NGOs). For example, HCS manages provincial screen-
ing and childhood immunization programs, and coordinates infection 
prevention and control activities. Physicians and health care facilities 
manage prenatal services, while physicians deliver adult immunizations 
and family planning services. Some programs, such as prenatal nutri-
tion and sexual health, are managed by community groups and NGOs.

As already noted, the residents of Newfoundland and Labrador sit at 
the bottom of national rankings on physical activity, bodyweight, and 
consumption of fruits and vegetable; and at or near the top in per capita 
alcohol consumption and smoking. A high percentage of the province’s 
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population (39 per cent) is obese; 50 per cent are not getting the rec-
ommended amount of physical activity; 75 per cent are not eating the 
recommended amount of fruits and vegetables; 21 per cent of the popu-
lation smokes; and 27 per cent reported alcohol consumption that clas-
sified them as heavy drinkers (CIHI, 2021b; Statistics Canada, 2015b). It 
is well known that the traditional Newfoundland diet is far from optimal 
from the point of view of health, and even people who wish to eat better 
and exercise more frequently have trouble gaining access to healthful 
food and to public exercise facilities in the province’s small towns, espe-
cially in rural, remote, and northern settings.

The provincial government has sought to deal with these deficiencies 
in a number of ways. Some have involved the implementation of new 
programs and the delivery of new services, but some have remained at 
the level of strategies and frameworks. In 2002, a Provincial Wellness 
Advisory Council was created to advise government on health promo-
tion, healthy living, and wellness issues. In 2006, the council played a role 
in developing a Provincial Wellness Plan (HCS, 2006a). In 2014, as noted 
in chapter 2, responsibility for wellness and health promotion was hived 
off and assigned to a new ministry, the Department of Children, Seniors 
and Social Development (CSSD). At the regional level, each RHA deliv-
ers health promotion services, and there are six regional wellness coali-
tions that oversee local wellness initiatives. Community-level initiatives 
are supported by a provincial grants program, the Community Healthy 
Living Fund. Schools also play a role in seeking to create healthy school 
environments that promote healthy eating, physical activity, and smoke-
free environments.

The government has also sought to address these population health 
deficits by an innovative effort to focus on the social determinants of 
health. The government’s innovative, multi-ministry approach to reduc-
ing poverty, launched in 2006 with the release of Reducing Poverty: An 
Action Plan for Newfoundland and Labrador, supports health strategies 
and the delivery of services for vulnerable populations. Its mandate 
includes helping to improve access to, and coordination of, services for 
people with low incomes; strengthening the social safety net; improving 
earned incomes; enhancing early childhood development; and raising 
the educational level of the population (GovNL, 2006).

The current provincial government’s strategy document, The 
Way Forward, includes the establishment of a “health-in-all-policies” 
approach. The intention is to build consideration of potential health 
impacts into all government decisions in order to “help prevent illness 
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and create the healthy environments needed to support and promote 
not only healthy people, but also a healthy economy with improved 
outcomes in such areas as education, employment and crime preven-
tion. Over the longer term, this approach will assist in reducing health 
care costs” (GovNL, 2016d). The government has recently established 
a health-in-all-policies unit that is working with a wide range of govern-
ment departments to integrate health considerations into policy devel-
opment. One example of the unit’s work is the development, with the 
CSSD, of a Healthy Living Action Plan. Another involves supporting 
Service NL to develop a health-conscious approach to public procure-
ment (GovNL, 2018d).

6.2  Primary care

In Newfoundland and Labrador, family physicians (FPs) and nurse prac-
titioners (NPs) are the gatekeepers for the rest of the system. Although 
patients may approach specialists without a referral from their FP or NP or 
from another specialist physician, the lower billing rate for such visits has 
effectively eliminated this practice. Referral processes vary across RHAs 
and among services, from the classic individualized referral approach, to a 
central intake model in which referrals are triaged and managed centrally, 
to direct referrals to a specific specialist physician. In all cases, the refer-
ring provider is able to request that the patient see a specific specialist. 
This option facilitates patient choice but often results in longer wait times. 
Some services require that specific testing and imaging be completed 
before a referral is made, but this process has recently been streamlined 
by adding a new electronic referral program called e-Consult that allows 
family physicians to send patient-specific information to twenty-eight of 
the province’s specialty services (NLMA, 2020). NPs have the authority to 
refer patients directly to a specialist, but in many cases they first refer the 
patient to, or confer with, an FP. As noted in chapter 5, the province’s NP 
regulations require that NPs practising autonomously must be linked to 
a FP, but discussions are currently underway to rewrite these regulations.

Reform of primary care has been a focus of governments across the 
country for the past two decades, and the government of Newfoundland 
and Labrador has shared this concern and sought, albeit with limited 
success, to address the need for reform as it confronts an aging popu-
lation, high health care costs, and poor population health outcomes. 
The province’s plan for reform is articulated in the Primary Health 
Care Framework, which called for fully engaged individuals, families, 
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and communities; increased attachment to primary health care teams; 
timely access to services; and enhanced coordination of health and 
social services (HCS, 2015b).

Most of the province’s primary care is delivered by family physicians, 
most of whom still work in single or shared practices. According to sources 
in the provincial Department of Health and Community Services, over 
half of FPs work in private clinics: 12 per cent work in solo practices and 
44 per cent in group practices in which they share space and often sup-
port staff with other FPs. Only 20 per cent of FPs work in multidiscipli-
nary team practices with other physicians and other health providers, the 
approach that is regarded by advocates of primary care reform as clini-
cally and economically optimal. This percentage has increased somewhat 
over the past decade, but federally funded primary care reform initiatives 
have had only a limited impact to date on the way primary care is deliv-
ered in the province. A further 30 per cent of the province’s family physi-
cians practise in RHA facilities (hospitals or community clinics), and 14 
per cent work in an academic setting. The FPs most likely to be working 
in either solo or group practices are females, physicians in urban settings, 
those located in the catchment area of Eastern Health, and Canadian 
medical graduates. Those working in rural areas and in the Labrador-
Grenfell region and international medical graduates are more likely to 
be working in an RHA-based hospital or community clinic.

Newfoundland and Labrador has 682 registered family physicians, or 
129 FPs per 100,000 inhabitants, the second highest ratio in the country 
(CIHI, 2020c). A comparatively high proportion of NL residents report 
that they have a regular health care provider: 87 per cent in NL, com-
pared to a national average of 85 per cent (CIHI, 2021b). However, 
this measure tells only part of the story about access, because it does 
not say anything about wait times or continuity of care. A high head 
count of FPs does not necessarily generate a high level of access to pri-
mary care. Individuals and families in Newfoundland and Labrador are 
free to choose their FP, but many practices are effectively closed to new 
patients. In many rural and remote parts of the province, patient choice 
runs up against the scarcity and/or frequent turnover of physicians. 
One indicator of access problems is the extremely high rate at which 
NL residents visit emergency departments: at 981 visits a year for every 
1,000 inhabitants, this rate is 2.5 times the Canadian average rate of 378 
(Health Analytics and Evaluation Services Department, 2019).

Recently, the provincial government has stepped up its efforts to work 
with the medical community to accelerate the pace of primary care 
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reform. The most recent agreement between the government and the 
Newfoundland and Labrador Medical Association (NLMA) includes 
funding for a Family Practice Renewal Program. It is governed by a com-
mittee consisting of representatives from the NLMA, the government 
of Newfoundland and Labrador, and the four RHAs (Family Practice 
Renewal Committee, 2021).

6.3  Acute care

Acute care services in Newfoundland and Labrador are funded, delivered, 
and managed by the RHAs with oversight by HCS. These services are pro-
vided in hospitals and health centres: hospitals tend to be located in larger 
communities, with health centres providing services in smaller towns and 
rural areas. Services vary from facility to facility, ranging from general sur-
gery, internal medicine, and obstetrics to more specialized services like 
cardiology and neurology. Specialized ambulatory medical services are 
provided in outpatient departments in the province’s larger hospitals.

The province has three types of acute care settings:

•	 Facilities with Category A 24-hour on-site emergency department cov-
erage;

•	 Facilities with Category B 24-hour emergency department coverage;
•	 Other health facilities (i.e., health centres).

Category A emergency departments have higher patient volumes. 
They are staffed by a minimum of one physician dedicated to providing 
emergency services who is on site 24 hours a day, and they are located 
in hospitals that have acute care beds and specialty services. The lower- 
volume Category B emergency departments also have a physician avail-
able 24 hours a day, but not necessarily on site (HCS, 2012d). Half of 
the province’s larger acute care facilities with Category A emergency 
departments are located in Eastern Health. The acute care facilities in 
parts of the province with smaller and more rural populations are more 
likely to have Category B emergency departments.

Across the country, acute inpatient hospitalization rates and average 
lengths of stay vary because of a number of factors, including differences 
in the health status of the population, variations in the way health care 
systems are structured, and differences in the criteria and methods used 
to determine hospital admission and discharge (Canadian Healthcare 
Technology, 2005). Table 6.1 shows the acute inpatient hospitalization 
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rate and average length of stay for Newfoundland and Labrador and 
Canada for selected years over a seventeen-year time period. In both NL 
and Canada, the acute inpatient hospitalization rate has declined signifi-
cantly: in NL, after adjusting for differences in age, sex, and population 
growth, the rate was 8,797 per 100,000 in 2016–17, down from 11,227 per 
100,000 in 2000–01. The rate of decrease in NL was 21.64 per cent over 
this seventeen-year period, while in Canada the average rate of decrease 
was lower at 14.77 per cent. Over the same time period, average length 
of stay has increased slightly in NL, while there has been a small decrease 
elsewhere in Canada. The age-adjusted average length of stay (ALOS) in 
hospital for NL was 8.0 days, the fourth highest among Canadian jurisdic-
tions and markedly higher than the Canadian average. The decrease in 
the number of patients being hospitalized in NL over this period accom-
panied by an increase in the average number of days spent in hospital 
may reflect a shift in the types of patients being hospitalized, the lack of 
alternative care options (e.g., either long-term care beds or community-
based services), and the types of medical treatment being received.

6.4  Long-term care

Long-term care (LTC) services in Newfoundland and Labrador are 
delivered in specialized facilities and, in some smaller communities, 
in hospitals or health centres that primarily deliver acute care services 

Table 6.1  Acute inpatient hospitalization rate (per 100,000 population) and average 
length of stay, 2000–17 (selected years)

  Acute inpatient hospitalization rate 
(per 100,000 population; age-sex 
standardized)

Average length of stay
(days, age-standardized)

NL Canada NL Canada

2000–01 11,227 9,363 7.8 7.2
2001–02 10,560 9,013 7.8 7.2
2005–06 10,257 8,388 7.9 7.3
2010–11 9,157 7,635 7.9 7.3
2015–16 8,821 8,054 7.9 7.0
2016–17 8,797 7,980 8.0 7.0
17-year change (%) -21.64 -14.77 2.56 -2.78

Source: CIHI. (2020). Inpatient hospitalizations: Volumes, length of stay and standard-
ized rates. Report ID: HAS5. Retrieved from https://www.cihi.ca/en/dadhmdb-inpatient 
-hospitalizations-volumes-length-of-stay-and-standardized-rates

https://www.cihi.ca/en/dadhmdb-inpatient-hospitalizations-volumes-length-of-stay-and-standardized-rates
https://www.cihi.ca/en/dadhmdb-inpatient-hospitalizations-volumes-length-of-stay-and-standardized-rates
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(Correspondence with HCS, 18 August 2016). The province’s thirty-
nine LTC facilities provide care and accommodation to approximately 
3,000 residents, primarily seniors with high medical care needs. Some 
LTC facilities provide specialized programs and units for categories of 
patients with special needs, such as Alzheimer disease. See chapter 4, 
section 4.2 for further details on LTC facilities and personal care homes.

Provincial policy requires that a patient waiting in a hospital for trans-
fer to a long-term care facility must take the first space offered, even if 
it is not in his or her preferred location (Eastern Health, 2020). There 
have been complaints in the media about LTC clients having to move to 
communities far away from their family members because of a shortage 
of beds in, or close to, their home towns. There has also been a strong 
reliance on alternate level of care (ALC) beds whereby hospital beds 
are occupied by patients who no longer require acute care services and 
are waiting to be discharged to a more appropriate setting, such as LTC 
or supported home care. This practice is costly to the health system, 
because expensive resources are being utilized for patients who do not 
really need them (Canadian Foundation for Health Care Improvement, 
2014; CIHI, 2009). Among the RHAs, Western Health has had the high-
est percentage of patient days spent in ALC (Table 6.2).

In recent years, the care needs of residents living in LTC facilities 
have grown steadily, while many older facilities that were designed in 
an earlier era face structural challenges, such as narrow corridors ter-
minating in locked doors, rooms with multiple beds, a general lack of 
quiet space, limited access to outdoor areas, ceilings that are unable 
to support mechanical lifts, and bathrooms with doors that are too 
narrow or counters that are too low for wheelchairs. Where possi-
ble, modifications have been made to existing facilities, but in some 

Table 6.2  Patient days in alternate level of care in Newfoundland and Labrador, and by 
RHA, 2015–16

  Patient days in ALC (%)

Newfoundland and Labrador 19.40
Eastern Health 10.50
Central Health 26.00
Western Health 34.00
Labrador-Grenfell Health 20.50

Note: ALC = alternate level of care.
Source: CIHI. Your health system: Newfoundland and Labrador. Retrieved from https://
yourhealthsystem.cihi.ca/hsp/indepth?lang=en#/theme/C10151/2/ (accessed in 2019).

https://yourhealthsystem.cihi.ca/hsp/indepth?lang=en#/theme/C10151/2/
https://yourhealthsystem.cihi.ca/hsp/indepth?lang=en#/theme/C10151/2/
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older facilities, essential structural changes have been more difficult 
to effect (Chappell, Bornstein, & Kean, 2014). Depending on the size 
of the project, maintenance and capital investments for LTC facilities 
may be funded either through existing RHA operational budgets or 
through the Department of Health and Community Services (Corre-
spondence with HCS, 18 August 2016). According to the data available, 
the annual operating cost of LTC facilities in the province was approxi-
mately $600 million in 2012, representing approximately 20 per cent of 
the budget of the Department of Health and Community Services and 
more than 7 per cent of the total provincial budget (HCS, 2012a).

For clients with lesser needs, LTC services are also available through 
personal care homes. Personal care homes (PCHs), a type of facility that 
seems to be distinctive to Newfoundland and Labrador, are privately 
owned and operated residential homes for seniors and other adults who 
are unable to care for themselves fully but do not require the high level 
of service provided by an LTC facility. Residents receive assistance with 
personal care and daily living activities as well as services from visiting 
health professionals. Each resident in a PCH has a community health 
nurse or social worker who works in the PCH program assigned as his 
or her case manager. Nursing services (such as injections, wound care, 
dressings, etc.) are provided to residents by a district community health 
nurse (Eastern Health, 2020). Personal care homes are licensed and 
monitored by the RHAs (HCS, 2016d).

All LTC facilities are accredited through Accreditation Canada. In 
addition, the RHAs have quality initiatives in place such as falls preven-
tion programs, the Medication Safety Program, and the Antipsychotic 
Medication Utilization program. LTC facility quality reports are submit-
ted to senior management and shared with the executive leadership 
team of each RHA. Personal care homes are monitored by the RHAs, 
which provide HCS with monthly monitoring reports.

In recent years, the NL government, like most of its counterparts, has 
placed increasing emphasis on helping seniors stay in their communi-
ties as long as possible. This approach has emerged partly as a response 
to the perception that people in the province, as elsewhere in Canada, 
prefer to remain in their communities and partly as an effort to reduce 
costs. The release in 2012 of Close to Home: A Strategy for Long Term Care and 
Community Support Services provided a framework for an increased focus 
on community-based services (HCS, 2012a). This strategy document 
conveys the government’s commitment to supporting individuals to live 
in their homes and remain independent as long as possible through the 
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development and implementation of the Provincial Home Support Pro-
gram (PHSP) and initiatives such as the Paid Family Caregiver Option, 
the Community Rapid Response program, and Enhanced Care in Per-
sonal Care Homes. The PHSP seeks to help seniors who remain in their 
homes and are living independently to avoid unnecessary hospitaliza-
tions and to delay or avoid placement in an LTC facility or personal care 
home. As of 2017–18, the PHSP was serving over 7,100 clients with an 
annual expenditure of $175 million. To be eligible, an individual must 
have a provincial Medical Care Program (MCP) card and be assessed by 
the staff of an RHA as needing home services. If the individual wishes 
to receive financial support from the province to pay for these services, 
he or she must also undergo a financial assessment that will determine 
how much the government will contribute up to the prevailing financial 
ceiling. As of 2014, there are three options for the provision of these 
services: self-managed, agency-provided, or family caregiver–provided 
(HCS, 2005). In 2016, HCS commissioned a study on the PHSP to iden-
tify options to improve its effectiveness and efficiency as the program 
was experiencing heavy demand and growing expenditures. The review 
found that the program was not fully achieving its goals. While clients 
had a significant degree of choice in how their independence was sup-
ported, there were inconsistencies in the appropriateness of approved 
support hours and in the application of policies across RHAs and client 
groups (Deloitte & HCS, 2016). In a chapter euphemistically entitled 
“Improvement Opportunities,” the report provided twenty-five recom-
mendations. They included upgrading the clinical and financial assess-
ment processes, clarifying the eligibility criteria for financial support, 
setting limits on the hours of service covered, improving interactions 
with service agencies to increase accountability, and better monitor-
ing of outcomes. The government has reported that it is currently in 
the process of implementing these recommendations (HCS, 2018a; 
GovNL, 2018c).

6.5  Public Prescription Drug Program

The Newfoundland and Labrador Prescription Drug Program (NLPDP), 
operated by HCS, subsidizes the cost of various drugs for some seg-
ments of the population. See chapter 2 for details on coverage, claims, 
and expenditures. Like every other province and territory in Canada, 
Newfoundland and Labrador makes its own funding decisions as to 
which drugs it will cover and for whom. The province participates in 
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several initiatives related to the sharing of resources for reviewing drugs 
intended for public coverage: the Common Drug Review (CDR) and the 
pan-Canadian Oncology Drug Review (pCODR) of the Canadian Agency 
for Drugs and Technologies in Health (CADTH), and the Atlantic 
Common Drug Review (ACDR). CADTH conducts evaluations of the 
clinical, economic, and patient evidence on new drugs and uses its evalu-
ations to provide drug reimbursement recommendations to Canada’s 
provincial and territorial drug plans except for Quebec (CADTH, 2020). 
This process is supplemented by the ACDR, which assesses the clinical 
and cost effectiveness of drugs that do not fall under the mandates of 
CADTH’s CDR or pCODR. The ACDR provides formulary listing recom-
mendations to the provincially funded drug plans in the Atlantic region 
(HCS, 2015f). The NL government uses input from these various sources 
to inform its decisions about the funding of drugs, including decisions 
about whether to classify a drug as part of the open benefit list or as 
requiring special authorization (HCS, 2015f).

Given its comparatively limited fiscal resources, the province often 
lags behind larger and wealthier provinces in covering some very expen-
sive therapies. For example, funding criteria for some cancer drugs is 
more restrictive and limited than in provinces like British Columbia and 
Alberta. To take one specific example, the drug palbociclib (Ibrance), 
used to treat advanced breast cancer, was recommended for reimburse-
ment by the CADTH pCODR on the condition that its cost effectiveness 
be increased. Newfoundland and Labrador funds the drug but, unlike 
many other provinces, limits coverage to a period of twelve months, 
after which a patient must seek a renewal (pCODR, 2019).

6.6  Workers’ compensation programs

As in other Canadian provinces, the regulation of occupational health 
and safety issues and the management of compensation for work-related 
accidents and illnesses falls largely under provincial jurisdiction, while 
the federal government is responsible for its own employees as well as 
employees of the economic sectors that fall under federal jurisdiction, 
such as banking. In Newfoundland and Labrador, management of occu-
pational health issues is divided between the Occupational Health and 
Safety (OHS) Division of Service NL and WorkplaceNL, the province’s 
workers’ compensation board.

The Occupational Health and Safety Division’s principal roles are to 
gather and analyse statistics on occupational accidents and illnesses, 
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conduct workplace inspections to assess compliance with OHS legisla-
tion, conduct accident investigations, assess hygiene conditions in work-
places, and enforce regulations and standards.

WorkplaceNL, known prior to 2015 as the Workplace Health, Safety 
and Compensation Commission (WHSCC), is a semi-autonomous body 
that reports to the minister of Service NL. The agency is governed by 
the Workplace Health, Safety and Compensation Act. It is led by a chief 
executive officer and a senior executive consisting of a chief financial 
officer, a general counsel and corporate secretary, two executive direc-
tors, and two directors. Its activities are overseen by a board consisting 
of a chair, three worker representatives, three employer representa-
tives, and three public representatives, all appointed by the provincial 
government. Every five years, the compensation board is subject to a 
“statutory review” in which a government-appointed panel that is, in 
principle at least, independent of the commission assesses and reports 
on the province’s compensation system and the performance of the 
commission. The 2013 statutory review committee was chaired by the 
WHSCC’s board chair and included several other members of the board 
(WorkplaceNL, 2013).

WorkplaceNL’s funding comes almost entirely from the percentage 
of employees’ wages that employers pay as their compensation assess-
ment. The rates of these assessments vary from sector to sector and from 
company to company, based on the incidence of claims. Since most of 
the dominant occupations in the province’s economy – fishing, mining, 
logging, hydrocarbon development, and health care – involve high, or 
very high, rates of accidents and injuries, average assessment rates in 
the province are among the highest in Canada (AWCBC, 2016a). In 
response to pressure from employers and the provincial government 
to reduce these rates, WorkplaceNL has undertaken a variety of social 
media campaigns to increase awareness of safety issues, such as a series 
of “safety learning” webinars and videos, and an incentive program for 
employers called PRIME, which stands for Prevention and Return-to-
Work Insurance Management for Employers and Employees (Workpla-
ceNL, 2020). The PRIME program involves two kinds of incentives, one 
that reduces assessment rates for employers who meet certain health and 
safety administrative criteria and another that is based on an employer’s 
recent claims experience. WorkplaceNL has also established economic 
sector safety councils involving both employers and employees, similar 
to those operating in Quebec and Ontario. Thus far, the most success-
ful council has been in the construction industry; sector councils in the 
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fishery sector, forestry, and municipal government are more recent and, 
thus far, considerably less effective (Employer’s Council NL, 2020).

As in other Canadian jurisdictions and in most industrialized coun-
tries, the rates of reported workplace accidents in Newfoundland and 
Labrador have declined steadily over the past decade while remain-
ing comparatively high (AWCBC, 2016b). As in other Canadian juris-
dictions, work-related diseases (as distinct from acute injuries) are 
underreported and undercompensated but steadily rising in visibility, 
particularly as work-related mental health issues, including post-
traumatic stress disorders and chronic work-related stress, attract grow-
ing attention in the media and at collective bargaining tables. Aside 
from these mental health issues, for which NL law and regulations have 
only recently begun to provide systematic coverage, other occupational 
illnesses of particular prominence in this province are occupational 
asthma among shellfish harvesters and plant workers (Gautrin et al., 
2010) and asbestos-related diseases. The latter are associated with local 
mining and milling activities and shipbuilding and ship maintenance, 
as well as with construction maintenance activities involving several 
generations of buildings that contain large amounts of asbestos and 
asbestos-based materials (Murphy, Oudyk, Demers, & Bornstein, 2011).

6.7  Rehabilitation care

A variety of rehabilitation services is provided by the province’s RHAs 
in areas such as physiotherapy, audiology therapy, and speech-language 
pathology. These services are typically available only in larger popula-
tion centres and are, thus, not equally accessible to all residents of the 
province. Services may be provided in acute care settings, long-term care 
facilities, and the community. The province’s tertiary centre for rehabili-
tation services is at Eastern Health’s Miller Centre in St. John’s.

6.8  Mental health care

Historically, care for mental health and addictions in Newfoundland 
and Labrador has focused on hospital-based care and treatment by 
psychiatrists and other mental health professionals. There are 67 reg-
istered psychiatrists and 253 registered psychologists in the province 
(Correspondence with HCS, 8 November 2016). Most are located in 
the Avalon Peninsula and particularly in St. John’s. The province has 
one specialized psychiatric hospital, the Waterford Hospital, located in 
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St. John’s. Eastern Health, Central Health, and Western Health each have 
an acute care psychiatric unit located in a general hospital. Labrador- 
Grenfell does not have such a facility, despite having an extremely high 
incidence of addictions and suicides in its catchment area. However, 
many acute care facilities in the province, including the Labrador-
Grenfell RHA, also admit patients for mental health and addictions care 
to hospitals that do not have a dedicated unit (Correspondence with 
HCS, 8 November 2016). At the community level, a range of counsel-
ling services across the four RHAs is provided by psychologists, social 
workers, and other counsellors. MCP fee-for-service psychiatrists provide 
patients with services based on referrals from an FP or an NP. Private 
psychology and other counselling services are not covered by the MCP. A 
series of significant changes in the provision of mental health services is 
currently underway and is discussed in chapter 7.

6.9  Dental health care

As in other Canadian jurisdictions, dental services in Newfoundland and 
Labrador are not provincially funded, as they are not deemed medically 
necessary services under the Canada Health Act. Dental services, there-
fore, are funded either out of pocket by patients or through employment-
related or voluntary dental insurance programs. The only dental services 
that are paid for by the government for all residents are hospital-based 
oral surgeries, which constitute a very small percentage of total dental 
services. As summarized in chapter 2, the NL government does, however, 
provide some insured coverage for certain segments of the population. 
Children under 12 years receive universal coverage, including biannual 
examinations as well as sealants and other preventive care. The rates paid 
dentists for these services are negotiated with the NL Dental Association 
and are somewhat lower than the rates for private care. Dentists may 
choose whether or not to treat patients under the government plans. 
From the age of 13 to 18, the only young people covered by the provin-
cial dental plan are those whose low-income families qualify for either 
the Foundation Plan or the Access Plan of the NLPDP, described earlier 
in chapter 2. After the age of 12, then, only youth from low-income fami-
lies receive subsidized care. Even then, coverage is limited to biennial 
visits for checkups and fillings, with no coverage for preventive services. 
Between the ages of 18 and 65, provincially subsidized dental services 
are available only to the lowest income groups, that is, those who qualify 
for the Foundation Plan of the NLPDP. For this group, coverage is quite 
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limited, paying for only one visit every three years with an annual cap 
of $300 for examinations and fillings, and one visit every eight years for 
dentures with an annual cap of $1,500 (HCS, 2016c).

Recent changes have involved both expansions and contractions in 
this rather limited insurance coverage and in service provision. In 2007, 
sealants and other preventive services were added to the insurance pro-
gram for children. The year 2008 saw the introduction of a program 
called “Operation Tooth” that allows periodontists from St.  John’s to 
provide covered services for children with multiple caries and other 
dental problems in operating rooms in parts of the province lacking 
adequate numbers of dentists – the Burin Peninsula, Gander, and, 
especially, Labrador. In 2012, basic coverage was introduced for low-
income adults. As a result, an estimated 70,000 patients visited a den-
tist for the first time in their lives. Much of this uptake was by seniors, 
and not surprisingly, most of the services provided involved dentures. 
Recently, provider numbers have been extended to denturists and oral 
hygienists to allow these two groups to provide low-income patients with 
the insured services that fall under their scopes of practice. In April 
2016, however, the government took a step back on insured services for 
adults, eliminating coverage for low-income adults eligible through the 
NLPDP Access Plan and for low-income seniors eligible via the 65Plus 
Plan (HCS, 2016c).

Although the number of dentists and other dental professionals has 
been increasing in recent years, the overall ratio of dental profession-
als to residents remains comparatively low. In 2016, the province had 
a total of 206 dentists, or 39 dentists per 100,000 population, which is 
far below the Canadian average of 65 dentists per 100,000 population 
(CIHI, 2020a; HCS, 2016c). Since about two thirds of them practise in 
the eastern part of the province, especially in the St. John’s area, rural 
and remote parts of the province continue to lack adequate access. 
Satellite programs delivered periodically by dentists travelling from 
St. John’s have helped somewhat.

6.10  Complementary and alternative medicine

Complementary and alternative medicine (CAM) refers to medical 
practices outside the scope of conventional medicine, with “comple-
mentary” meaning in combination with and “alternative”’ meaning in 
place of conventional medicine. In Newfoundland and Labrador, legis-
lation governs some CAM professionals through the Chiropractors Act, 
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Acupuncturists Regulations (under the Health Professions Act), and the 
Massage Therapy Act. Licensing procedures differ for each of the regu-
lated health professions, but typically require proof of education, com-
pletion of exams, and insurance.

Physicians practising CAM are governed by the College of Physicians 
and Surgeons of NL, which expects them to act in a way that is informed 
by evidence and science, and in keeping with their professional, ethical, 
and legal obligations. Prior to recommending CAM therapy, a physician 
is required to complete a conventional clinical assessment, inform the 
patient about appropriate conventional medical therapies, and evalu-
ate the evidence on the CAM therapy. The physician is then required 
to obtain informed consent from the patient, which includes communi-
cating the rationale for recommending CAM, reasonable expectations 
about clinical efficacy, the level of support for the CAM by both the 
conventional and CAM communities, how the CAM compares to con-
ventional medicine approaches for treating the diagnosis, information 
about the conventional therapy options, and disclosure of any financial 
interest in the CAM (CPSNL, 2017). CAM is reimbursable by third-party 
payers who often provide some coverage for services like acupuncture, 
chiropractic services, massage therapy, and physiotherapy.

6.11  Targeted services

6.11.1  Indigenous peoples

Newfoundland and Labrador is home to over 35,000 Indigenous people 
who make up about 7 per cent of the province’s population (HCS & 
NLCHI, 2017). In addition to the funding provided by the federal gov-
ernment through Indigenous Services Canada (Government of Canada, 
2020b), the provincial government and the regional health authorities 
support the health care needs of First Nations and Inuit through various 
initiatives.

One recent initiative, “Journey in the Big Land,” focused on improv-
ing the delivery of cancer care for Indigenous communities in Labrador 
from 2014 to 2017. This collaboration between HCS and Eastern Health 
brought together stakeholders including First Nations, the Nunatsiavut 
Department of Health and Social Development, Labrador-Grenfell 
Health, and cancer patients and caregivers from Labrador. A key prod-
uct of the initiative was a new Cultural Safety Training program for 
health professionals.
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An Aboriginal Administrative Data Identifier was developed from 
2010 to 2017 by a provincial working group. The working group devel-
oped a method to identify the records of Indigenous persons within key 
provincial health information systems and an approach for supporting 
adoption of the data identifier. This database was designed to facilitate 
identification of Indigenous health records and more accurate plan-
ning, delivery, and evaluation of Indigenous health care in the prov-
ince. Planning for its implementation is currently underway (HCS & 
NLCHI, 2017).

At the regional level, Eastern Health operates an Aboriginal Patient 
Navigator program in partnership with the St. John’s Native Friendship 
Centre to support Indigenous patients and their families who are 
referred to St. John’s for medical treatment. Services include referral, 
advocacy, and support for patients; arranging for translation services in 
Innu-aimun and Inuktitut; escorting patients to medical appointments; 
and making recommendations for, and providing assistance with, 
accommodations, discharge planning, and access to medical supplies. 
Labrador-Grenfell Health collaborates with Indigenous governments 
and organizations in Labrador as well as with the federal government 
to enhance health care services for Indigenous residents. Activities 
include tuberculosis prevention and management, an annual seasonal 
influenza vaccination program, primary care services for individuals liv-
ing with a chronic illness in remote and isolated communities, mental 
health and addictions services, and the provision of interpreters to work 
with Indigenous patients and clients to ensure that their language and 
cultural translation needs are met.

In Nunatsiavut, the Department of Health and Social Development 
has developed community teams that work closely with Labrador-
Grenfell Health to deliver health and social services. Community health 
teams include a public health nurse, a team leader, community health 
workers, and childcare workers. Mental health teams have also been 
established, with some communities sharing positions and/or receiv-
ing regularly scheduled services (Nunatsiavut Government, n.d.). Com-
munity health aides have an expanded role in both public health and 
home/community care. The aides come from the community, speak 
the local language, and have the cultural knowledge necessary for the 
delivery of safe and culturally acceptable care. In the Home and Com-
munity Care program, the community health aides work alongside 
nurses and fill many essential roles (Health Council of Canada, 2013b). 
Physician and hospital care is provided by the provincial government 
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through the regional health authority (National Collaborating Centre 
for Aboriginal Health, 2011).

6.11.2  Francophones

A small proportion (0.5 per cent) of Newfoundland and Labrador’s 
population speak French as their mother tongue. Eastern Health 
offers a bilingual services office that delivers language access and 
services to French-speaking patients. This 24-hour, seven-days-a-week 
service is administered by a small staff consisting of one nurse coor-
dinator, one secretary, three weekday interpreters, and on-call inter-
preters for evenings, nights, and weekends. While the other RHAs do 
not operate a similar service, they have some processes in place to 
assist French-speaking patients, which may include use of the services 
provided by the company CanTalk that provides 24/7 interpretation 
services in multiple languages over the telephone. There are ongoing 
interactions between the RHAs and the Réseau santé en français de 
Terre-Neuve-et-Labrador (Newfoundland and Labrador French Health 
Network) to highlight and address the needs of French-speaking cli-
ents, patients, and families.

6.11.3  Refugees and immigrants

In recent years, Newfoundland and Labrador has seen an unprec-
edented, if moderate, influx of immigrants and refugees. To support 
health and wellness for this newcomer population, the Association for 
New Canadians runs programs in collaboration with Eastern Health and 
Memorial University’s Faculty of Medicine. A public health nurse is on 
site at the office of the Association for New Canadians to deliver services 
ranging from immunizations to system navigation and health education. 
Other programs include the MUN Med Gateway Project, which develops 
written medical histories for refugees, and a refugee health clinic run 
through the Family Practice Unit at the Health Sciences Centre (Associa-
tion for New Canadians, 2016).

6.12  Palliative care

As is the case in most Canadian provinces, palliative care in Newfound-
land and Labrador is delivered mainly by primary care physicians 
and nurse practitioners in the community, supported by tertiary-level 
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palliative care physicians and teams. Depending on locally available 
resources, a palliative care team can include palliative care physicians, 
nurse practitioners, nurses, social workers, and patient care navigators. 
Services are provided in a range of settings from home to hospital to 
long-term care. In the absence of a provincial strategy, each RHA has 
taken a different approach to organizing palliative care services, often 
depending on the availability of resources. For example, not every RHA 
has a palliative care physician; some RHAs have one or more palliative 
care beds rather than full units; and there are some differences in refer-
ral processes.

Eastern Health’s Palliative Care Inpatient Unit at the Dr. Leonard 
A. Miller Centre in St. John’s is the largest palliative care unit in the 
province. It receives referrals for palliative care consultations from pri-
mary care providers. The unit’s level of involvement with each patient 
varies on a case-by-case basis and ranges from a single consultation 
to ongoing institutional care. The unit also operates a province-wide 
telephone line on which an on-call palliative care physician is avail-
able to speak with health professionals seeking information (Eastern 
Health, 2017).

Current challenges in palliative care include the need for a com-
prehensive provincial policy or program; enhanced understanding of 
the role and value of palliative care, including with respect to assisted 
dying under the 2016 federal legislation and regulations among both 
health professionals and the public; and increased use of a palliative 
care approach for patients with chronic diseases (NLCAHR, 2016). 
The 2017 agreement between the province and its family physicians 
on funding for priority needs includes a focus on palliative care, and 
work is currently being done to add palliative care services across the 
province. In addition, an effort is currently underway to enhance 
the capacity of paramedics to provide some palliative care services in 
the community.

6.13  Summary

Growing pressure is being exerted on the provincial government to 
reexamine its coverage for home care and long-term care. While the 
province’s “basket” of covered services is quite similar to those of other 
Canadian jurisdictions, in some areas such as mental health services, the 
province has – for various reasons including fiscal limitations – lagged 
behind and has, in recent years, been seeking to catch up. One area 
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in which the province has been particularly slow to achieve progress 
has been in the shift from single-provider family medicine to the kinds 
of multidisciplinary primary care teams that have been emphasized in 
other provinces as the optimal approach to providing patient-centred, 
prevention-focused care for all patients and especially for those with 
chronic diseases. The next chapter seeks to examine efforts to develop 
and implement innovations in these and other areas.



Chapter Seven

Reforms

The pace of innovation in the organization and delivery of health services 
in Newfoundland and Labrador can, for the period since 2000, be best 
described as slow and hesitant in comparison to most other Canadian juris-
dictions (Health Council of Canada, 2013a, 2014). The only major reforms 
that have been undertaken in the provincial health system have involved 
regionalization, which began, in two stages, comparatively late and has not 
yet involved any of the subsequent reversion to centralized administration 
that has occurred in many other provinces. In all other areas, what has 
occurred, alongside considerable campaign rhetoric and political prom-
ises, has been incremental change focused on improving access to primary 
care services in rural communities and efforts to enhance mental health 
care, long-term care, and home care services.

7.1  Regional health system restructuring

As noted in chapter 1, in the budget speech of 2004 the provincial govern-
ment announced its intention to further consolidate the administration 
of health services in the province by moving from the fourteen boards 
established in 1994 to a more compact system of four regional boards, all 
of which would combine responsibility for health institutions with respon-
sibility for community services. This announcement was followed later that 
year with the establishment of four regional health authorities (RHAs) – 
Eastern, Central, Western, and Labrador-Grenfell – the appointment of 
new boards of trustees, and the recruitment of new chief executive offic-
ers (Government of Newfoundland and Labrador [GovNL], 2004).

The budget speech also described the government’s intention to develop 
a plan for the location of services to improve the quality, accessibility, and 
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sustainability of a health system that had developed without much plan-
ning. The plan was supposed to include provincial standards to ensure 
quality patient care, enhance access, and make evidence-based decisions 
on the distribution of services to meet the health needs of each region. 
This set of changes has never materialized. However, the government, 
usually during its annual provincial budget process, has continued to 
make incremental changes to service offerings – both expansion and 
contraction – across each of the health authorities. The promised con-
versation about the allocation of services was renewed in 2015–17 when 
the province’s fiscal situation drew the attention of the media and cabinet 
to the sustainability of the health system. A provincial forum was organ-
ized by the premier in January 2015, and a further symposium, this time 
focused directly on the issue of optimal location of services, was organ-
ized by the Newfoundland and Labrador Medical Association (NLMA) 
in October 2016. Shortly after this second forum, the NLMA presented 
and publicized a proposal with specific suggestions for a detailed review of 
health facilities and services in the province (NLMA, 2017b). The govern-
ment has resisted this proposal as well as calls from some stakeholders to 
follow recent trends in many other provinces and further consolidate the 
four regional health authorities into a single organization. Instead, it has 
opted to embark on a series of shared services arrangements among the 
four RHAs and the NL Centre for Health Information, beginning with 
supply chain services and health information management and technol-
ogy services. Both initiatives were announced and actions initiated in 2017 
(HCS, 2017b, 2017d, 2017e). Planning is also underway to develop a series 
of province-wide clinical services, either through central provision of ser-
vices across all four RHAs, as is currently being done for mental health and 
addictions, or by assigning control of a set of services to one of the RHAs. 
The latter approach is currently being considered for laboratory services, 
which would be administered for the entire province by Eastern Health. 
As in other domains of health reform, however, progress on administrative 
restructuring in the province has been slow, featuring multiple consulta-
tions and frameworks but limited amounts of actual change.

7.2  Some incremental changes

7.2.1  Primary health care reform

Although, at the level of rhetoric, reform of primary health care has been 
prominent in the province, as elsewhere in Canada, for quite a while actual 
change in the way most residents of the province receive primary care and 
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most health professionals practise has been disappointingly slow and lim-
ited. In September 2001, the NL government announced the creation of a 
new Primary Health Care Advisory Committee (HCS, 2001). The commit-
tee examined issues related to the delivery of primary care by family physi-
cians, including the most effective way to compensate physicians and the 
need to improve communications through electronic medical and health 
records. It also explored ways to better integrate services provided by physi-
cians with those provided by other health and community services profes-
sionals. The committee produced a final report that identified a number 
of problems in how health services were being delivered, including the 
inability of many people to find a family physician; a lack of continuity 
of care resulting from the high turnover of physicians in many parts of 
the province; the inappropriate use of emergency rooms; the lack of 24/7 
health services; and a disconnect between family physicians and regional 
health facilities. The report, titled The Family Physician’s Role in a Continuum 
of Care Framework for Newfoundland and Labrador: A Framework for Primary 
Care Renewal, made fourteen recommendations that focused on barriers to 
the participation of family physicians in primary health care innovation. It 
also provided direction to the NL government on how primary health care 
could be delivered more appropriately to meet the needs of the popula-
tion (Primary Care Advisory Committee, 2001).

Within a year of the release of the report, the NL government announced 
the creation of a Primary Health Care Advisory Council consisting of rep-
resentatives of key stakeholder groups to advise the minister of health and 
community services on the development and implementation of these 
recommendations (HCS, 2002). At the time of the announcement, the 
minister noted that the Romanow Report had made very similar recom-
mendations. An Office of Primary Health Care was established within 
the Department of Health and Community Services (HCS) to develop 
and implement a framework for change. The framework was released in 
September 2003 and outlined a structure for remodeling primary health 
care in the province through an “incremental approach” by initially funding 
seven regional proposals for primary health care services. Federal funding  
from the Primary Health Care Transition Fund announced in 2000 would 
be used to cover transition costs associated with planning, implementing, 
and evaluating the approved primary health care projects. Newfoundland 
and Labrador’s share of the fund amounted to $9.7 million.

Once this special federal funding expired, however, the reforms lagged, 
and the little progress that had been achieved did not translate into 
broader change at either the regional or the provincial levels. Neither the 
department nor the regional health authorities seemed willing or able to 



118  Newfoundland and Labrador

reallocate funds to support the reforms or the difficult change manage-
ment needed to secure physician buy-in. In an attempt to get primary care 
reform back on track, the 2013–17 Memorandum of Agreement between 
the government and the NLMA introduced new funding to support pri-
mary health care reform, which included the introduction of family prac-
tice networks, groups of family doctors working with their local RHA to 
identify and respond to the primary health care needs of their community 
(NMLA, 2018). There are currently three such networks in various stages  
of development. In the government’s The Way Forward for 2016–18, com-
mitments were made to introduce primary health care teams in select 
communities across the province, and HCS is currently working to this 
end with the RHAs and family physicians (GovNL, 2016c, 2017c, 2018d).

At the same time, growing numbers of nurse practitioners (NPs) have 
entered the health workforce, largely through new funds allocated by 
government. As we have seen, Newfoundland and Labrador is one of 
the leaders in the country in the number of practising NPs on a per cap-
ita basis: in 2016, the province had twenty-eight NPs per 100,000 pop-
ulation compared to the national average of thirteen (CIHI, 2017a). 
These NPs serve mainly in rural areas, sometimes helping to fill gaps 
in communities that lack a family physician as well as to supplement 
the existing workforce elsewhere. Incorporating these NPs, along with 
nurses and other health professionals, in fully functional multidiscipli-
nary primary health care teams remains a work in progress.

All in all, repeated rounds of federal funding and repeated assertions by 
government and the NLMA of their commitment to the principles of pri-
mary care reform have produced a disappointingly small amount of sub-
stantive change, as distinct from the verbiage of frameworks and plans. A 
number of factors can help explain this pattern: the challenges of change 
management in a complex system; resistance among fee-for-service family 
physicians whose support and leadership would be required; the reluc-
tance of RHAs to reallocate limited funds and human resources; and 
heavy pressure on the provincial health department to focus its policy, 
program, and funding initiatives on more highly visible short-term prob-
lems rather than on the restructuring of primary care.

7.2.2  Mental health and addictions

Political leaders and policy-makers have long been aware of the need to 
update and enhance the services available in the province for mental 
health and addictions, but changes have been slow to come and limited in 
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scope. The period between 2003 and 2017 saw a number of discussion doc-
uments, public consultations, reports, policy frameworks, new legislation, 
and a variety of program modifications and spending initiatives. Despite 
these various efforts and despite the injection of federal cash through a 
bilateral funding agreement, spending on mental health and addictions 
services in the province remained low by national comparative standards, 
and the gap between needs and resources has kept growing (HCS, 2015a).

Recently, however, a number of more substantial changes have been 
discussed, and some have been implemented. In 2015, the House of 
Assembly created an all-party committee of the legislature to review the 
province’s mental health and addictions services system (HCS, 2015a). 
In March 2017, the committee reported that significant change was 
required and issued fifty-four recommendations (NL All-Party Com-
mittee on Mental Health and Addictions, 2017). The government 
responded by accepting all the recommendations and incorporating 
them into a five-year action plan titled Towards Recovery (NL All-Party 
Committee on Mental Health and Addictions, 2017). In June 2017, 
the province released its Mental Health and Addictions Plan to guide the 
implementation of the committee’s recommendations and the use of 
the special federal funding (Executive Council & HCS, 2017). Eight 
project teams with multiple working groups were established involving 
over 200 people, including individuals and families with lived experi-
ence, community groups, government departments, and the regional 
health authorities (HCS, 2017g).

More recently, a long-standing commitment has finally been embod-
ied in the decision to build a new mental health and addictions facility 
in St. John’s to replace the outmoded Waterford Hospital. The province 
has also adopted a “stepped-care” approach in which a range of men-
tal health and addictions services will be delivered, wherever possible, 
within existing community and primary health care services throughout 
the province, and the services of psychiatrists and registered psycholo-
gists as well as hospitalization will be provided to non-urgent clients 
only after lower-intensity and lower-cost services have been tried (NL 
All-Party Committee on Mental Health and Addictions, 2017).

7.2.3  Planning and programming for an aging population

The province’s decision-makers have long been aware of the demo-
graphic challenges facing the health system as a result of the rapid aging 
of the population. As early as 2004, a Division of Aging and Seniors was 
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set up within HCS (HCS, 2004b). Subsequently, this division was trans-
formed into a separate department that has, as we have seen, had two 
different configurations and names (HCS, 2012b).

Also in 2004, a Ministerial Council for Aging and Seniors was estab-
lished, as was a Provincial Advisory Council on Aging and Seniors. A 
series of public consultations took place in early 2006, culminating in 
the Provincial Healthy Aging Policy Framework released in 2007 (GovNL, 
2007). In tandem with this framework, the NL government set aside 
funding for community-based projects and for a small research pro-
gram managed by the NL Centre for Applied Health Research to 
help inform the development of effective policies (HCS, 2008). In the 
autumn of 2018, Memorial University and the provincial government’s 
Department of Children, Seniors and Social Development announced 
the creation of a new centre, the Aging Research Centre of New-
foundland and Labrador (ARC-NL), that would focus on funding and 
research on aging-related issues. The first round of ARC-NL’s research 
grants and graduate fellowships was launched in the winter of 2019, 
and the awards were announced in June (Aging Research Centre NL, 
2019).

In June 2012, the NL government released a ten-year strategy titled 
Close to Home: A Strategy for Long-Term Care and Community Support Services 
to transform the delivery of long-term care and community care ser-
vices in the province (HCS, 2012a). The strategy involved a series of 
goals and plans in response to the province’s changing demographics 
and the increasing prevalence of chronic disease. Two new initiatives 
were also announced: a pilot project to expand the level of care deliv-
ered in personal care homes, and a program of age-friendly transporta-
tion grants (HCS, 2012b).

7.3  Future prospects

The current government’s intentions in the area of health reform are 
embodied in three recent and closely related documents: the health min-
ister’s mandate letter on his appointment to the provincial cabinet in 
December 2015; the government’s overall strategic plan, The Way Forward, 
released in 2016 and updated periodically since then (GovNL, 2016d), 
and the three-year strategic plan released by HCS for 2017–20. The strate-
gic plan outlines five key priorities: (1) community supports and capacity 
building, (2) primary health care, (3) mental health and addictions, (4) 
eHealth technology and evidence to improve health care delivery, and 
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(5) service delivery improvements (HCS, 2017h). Each of these priorities 
has a three-year goal along with annual objectives to guide activities.

In each of these general areas, the government can be expected to con-
tinue to move gradually to emulate emerging best practices from other 
jurisdictions tailored for the NL context. In November 2020, the govern-
ment  announced the creation of a Task Force on Health Care (the “Health 
Accord”). A high-level panel was given a year to produce a plan for restruc-
turing the health system with a ten-year timeframe. It is possible, but far 
from certain, that this initiative could generate a higher level of innovation 
than in previous decades. Unless there is a material change in the province’s 
finances, change is likely to continue to be piecemeal and incremental.

7.4  Analysis

As we have seen, Newfoundland and Labrador governments, regardless 
of political party, have undertaken few major health reforms and have, 
until very recently, resisted suggestions that radical change is necessary 
to improve the health status of the province’s population. This cautious 
and gradualist approach can be explained by two main factors. First, 
health policy is not an outlier in the public policy of the province. Like 
its Atlantic counterparts, Newfoundland and Labrador has shied away 
from radical reform in most policy areas. As noted in chapter 1, politi-
cal power in the province has moved back and forth gently between the 
Liberals and the Progressive Conservatives, both of which are moderate 
parties with centrist electoral strategies and incrementalist perspectives. 
The provincial New Democratic Party has been a weak, and sometimes 
very weak, third party without radical ideas, including about health care, 
or strong trade-union support. Also, as noted in that chapter, political 
competition and debate in the province have tended to pivot around 
personalities and leadership rather than around policy, and party lead-
ers have rarely paid much attention to health issues except for the occa-
sional gesture towards the high cost of the province’s health system and 
the need for increased transfer payments from Ottawa. Moreover, inso-
far as issues and policy choices play any role in the politics of Newfound-
land and Labrador, the quality and cost of health services have typically 
been dwarfed by debates about regional development, the future of 
rural communities, the challenges of resource-based economic growth, 
and the province’s typically large deficits and heavy public debt.

A second contributor to the lack of innovation in health policy has 
been the surprising complacency of public and media opinion in the 
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province with regard to health issues. Newfoundland and Labrador’s 
poor performance on most indicators of population health has not 
had much impact on Newfoundlanders’ and Labradorians’ assess-
ments of their own health or on their evaluation of the province’s 
institutions and policies. Accordingly, health reform has rarely, if ever, 
been a burning issue in the public mind. Public opinion has often 
tended, in fact, to serve as an obstacle to change, since any substantial 
reorganization or reallocation of health services tends to be seen as a 
threat to employment and economic stability in many medium-sized 
and small towns.

Another contributor to the slow pace of change in the province’s 
health system, particularly with regard to reform of primary care and 
the allocation of health services, has been the strength and conserva-
tism of the province’s principal health care unions. The NMLA, with its 
focus on remuneration and the protection of its members’ incomes and 
clinical authority, has, until recently at least, served as an obstacle to 
rather than as a facilitator of reform. The provincial nursing union has 
similarly focused on remuneration and employment, and has resisted 
innovations in budgets and human resource policies.



The purpose of this chapter is to examine the performance of the 
health system of Newfoundland and Labrador in light of its own pub-
licly stated objectives and set against criteria derived from Donald 
Berwick’s widely used “triple aim” (Berwick, Nolan, & Whittington, 
2008). We will begin with issues of equity, first in finances and then in 
access to services. We will then consider key indicators of health system 
performance: user satisfaction, efficiency, and the system’s transpar-
ency and accountability. As far as possible, we will also seek to compare 
the system’s performance in these domains with that of other Canadian 
provinces, Canada as a whole, and other countries. In many ways, what 
we will find is that the health system of Newfoundland and Labrador 
has proved rather disappointing.

8.1  Stated objectives of the health system

In recent years, the NL government has articulated strategic objectives 
for its health system in a number of places. The most succinct, recent 
version was contained in the mid-term mandate letter (HCS, 2018b) 
presented by the premier to the minister of health and community 
services in November 2017, which provides a bulleted list of goals “to 
support better health services and outcomes for Newfoundlanders and 
Labradorians.” All these goals are drawn, as the letter notes, from the 
government’s 2016 strategy document, The Way Forward (Government 
of Newfoundland and Labrador [GovNL], 2016d). The health-related 
items in that plan are mainly located in its fourth and final section titled 
“Better Outcomes.” This section outlines thirty-eight goals, of which 
eighteen can be seen as directly related to the health system. Many of 
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these goals are ambitious and broad, for example “Continue to Improve 
Mental Health and Addiction Services” or “Create Better Health Out-
comes through Innovation.” Others are narrower and more specific, if 
not necessarily less challenging, such as “Expand Primary Health Care 
Teams” or “Implement Child Health Risk Assessments for School-Aged 
Children.” Most of these points were also repeated, either word for word 
or in substance, in the Department of Health and Community Service’s 
Strategic Plan, 2017–20 (HCS, 2017h), in which the minister asserts his 
intention to maximize the objectives of “the triple aim” that he summa-
rizes as “a framework that simultaneously aims for better health, better 
care and better value.”

To this list of good intentions must be added the health-related 
points in the November 2017 mandate letter of the minister of chil-
dren, seniors and social development, which enjoined her to “support 
the protection of children and seniors in our province” by, among other 
things, working with the minister of health and community services “to 
implement healthy living assessments for seniors,” develop a “healthy 
living action plan” aimed at “creating communities that support healthy 
living,” introduce a “chronic disease management program and an 
innovative youth wellness program,” and implement new anti-smoking 
programs (CSSD, 2017).

8.2  Financial protection and equity in financing

Provincial tax rates in Newfoundland and Labrador for both individu-
als and corporations are among the highest in the country (KPMG, 
2017; Wolters Kluwer, 2018). As is typical across the country, a very high 
percentage of government revenues is devoted to health and commu-
nity services. Approximately 45 per cent of provincial spending in 2018 
went to the Department of Health and Community Services (Depart-
ment of Finance, 2018b). Government funding covers just 77 per cent 
of total health expenditures (CIHI, 2021a). Interestingly, very little of 
this expenditure seems to come from corporate income tax revenues. As 
indicated in chapter 3’s Table 3.4, in 2015–16 only 6 per cent of the prov-
ince’s public sources of health revenues came from corporate income 
taxes, while 24 per cent came from personal income taxes and 17 per 
cent from sales taxes.

Public coverage of health risks in the province is similar to that pro-
vided by most other Canadian provinces and, thus, relatively narrow 
when compared to coverage in many other Organisation for Economic 
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Co-operation and Development (OECD) countries. Coverage for pre-
scription drugs, for example, is limited. As noted in chapter 2, the NL 
Prescription Drug Program’s various components provide coverage of a 
carefully limited formulary of medications for a few segments of the pop-
ulation with very low incomes. The same pattern holds for dental care, 
which is partially subsidized by the province for some populations – chil-
dren under 12, youth between 13 and 18 from low-income families, adults 
between 18 and 65 with extremely low incomes, and low-income seniors. 
The province provides no coverage for optometry care or for physiother-
apy or other rehabilitation services when provided in the community.

With individual taxpayer and federal transfer payments providing 
the bulk of the provincial government’s health revenues and with the 
distribution of income in the province being particularly unequal, the 
lack of full coverage for services such as pharmaceuticals, dental care, 
rehabilitation, home care, and optical services weighs particularly heav-
ily on individuals and families with low incomes. (For post-tax income 
inequality across Canadian provinces, see Statista, 2020.) Furthermore, 
the challenges of gaining access in many parts of the province to health 
services, even those that are fully covered by the provincial insurance 
system, exacerbates inequities not only for low-income families but also 
for many other residents. Given the high and rapidly growing propor-
tion of seniors in the province’s population, the lack of fully insured 
home care and long-term institutionalized care also weighs particu-
larly heavily on seniors with low incomes in rural locations. Recently, 
the provincial government announced a measure to increase overall 
equity by assessing only income in the financial assessments for seniors 
seeking subsidies for these services rather than both income and liquid 
assets (Executive Council, CSSD, & HCS, 2018). The same 1 October 
2018 announcement included the introduction of a “financial hardship 
policy” that gave regional health authorities (RHAs) the option of waiv-
ing or reducing the required co-payments for some particularly hard-
pressed applicants.

8.3  Equity of access

The province faces particular challenges in terms of equity of access. As 
documented in several chapters in this volume, while Newfoundland and 
Labrador ranks high among Canadian provinces in the number of physi-
cians and nurses per capita and in the percentage of residents who say 
they have a regular family physician, access to health services is actually 
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a problem for many residents of the province, especially those with low 
incomes, those who live in rural and/or remote communities, and mem-
bers of the province’s Indigenous populations (Hippe et al., 2014). Two 
of the goals specified in The Way Forward are pertinent here: “Continue to 
Improve Mental Health and Addictions Services” and “Improve Health 
Outcomes for Those in Rural and Remote Areas” (GovNL, 2016d). In its 
2018 update of that document, the government reports that it has moved 
forward on these goals in a number of ways (GovNL, 2018c). With finan-
cial support from a bilateral health funding agreement with the federal 
government, access to mental health services has, we are told, improved 
by 35 per cent overall, with particular success in two rural parts of the 
province. The Burin Peninsula in Eastern Health eliminated its wait list 
for mental health and addictions counselling services. Happy Valley-
Goose Bay in the Labrador-Grenfell Health region had, as of September 
2018, eliminated its wait list and moved to a walk-in approach to coun-
selling services. In an effort to improve rural access to health services 
in general, the province reports that it has expanded access to remote 
patient monitoring in two of the province’s four health regions, initi-
ated the development of an e-ordering system for diagnostic imaging, 
and initiated, with federal funding by the Atlantic Canada Opportunities 
Agency, a process to enhance the infrastructure and capacities of the 
province’s telehealth program, including through the provision of vir-
tual scheduling of at-home telehealth appointments connecting patients 
and clinicians. Some of these achievements seem to be only in the plan-
ning and early implementation stages, and none of the initiatives that 
have actually been enacted appears to have been formally evaluated yet.

As noted in chapter 5, the province has introduced various measures 
to increase the number of physicians, especially family physicians, prac-
tising in rural and remote areas as well as to reduce the dependence 
of these areas on an unstable workforce of temporary physicians and 
nurses, especially the foreign-trained who have very high turnover rates. 
There have been no recent evaluations of the effectiveness of these 
efforts, although a 2006 evaluation by professors at Memorial University 
indicated that these programs had been moderately successful (Mat-
thews, Rourke, & Park, 2006).

8.4  Outcomes

As noted in chapter 1 of this volume, population health outcomes in 
Newfoundland and Labrador, including outcomes related to health  
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services, are among the worst in the country, a situation that The Way 
Forward acknowledges directly:

Nowhere is the need for better outcomes more important than in the 
health care sector. Health care makes up approximately 40 per cent of the 
provincial budget and it is our greatest area of expenditure; yet, Newfound-
land and Labrador has some of the poorest health outcomes in the country. 
(GovNL, 2018c, p. 38)

Provincial documents and reports have, with a certain hesitancy and few 
specific references to data comparing NL residents to those of other 
provinces, addressed the poor health status of the province’s popula-
tion. They have, however, had little to say about another dimension of 
health outcomes in which the province does not do very well: the meas-
urable performance of its health services. The evidence on these matters 
provided by the Canadian Institute for Health Information (CIHI) is, 
nonetheless, quite compelling. The province does a bit better on indi-
cators of health system performance than on indicators of population 
health status, but it still lags behind most other Canadian provinces and 
the Canadian average. As documented in Table 8.1, while the province 
in the 2015–17 period was above or very close to the national average 
on some significant indicators of health system performance such as 
wait times for hip fracture surgery or for radiation treatment, it lagged 
behind, and often far behind, the national average on a number of other 
key indicators.

One important indicator of health system performance is avoidable 
deaths. In the 2015–17 period, the rate of avoidable deaths per 100,000 
residents in the province was 238 (297 male, 181 female), compared to 
the national average of 195 (241 male, 150 female; CIHI, 2020d). There 
is, moreover, only limited evidence in the CIHI data that the province has 
made substantial improvements in recent years. For a few of the indicators 
in Table 8.1 for which data from multiple years is available on the CIHI 
website, the province’s rank has improved somewhat, but on most others, 
it remains at or near the bottom. The government’s performance report 
in the 2018 edition of The Way Forward has very little to report in terms of 
accomplishments (GovNL, 2018c). Under the goal “Create Better Health 
Outcomes through Innovation,” it lists five long-term targets to bring the 
province’s population health status “more in line with Canadian averages 
by 2025,” but the list contains nothing about indicators of health system 
performance. Its list of actual accomplishments includes only two items 
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Table 8.1  Selected health system indicators, Newfoundland and Labrador, and 
Canada, 2010–18
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Hip fracture surgery within 48 
hours (2018, 2015)

90.5% 88.0% 5 87.9% 87.8% 5

Radiation treatment wait times 
(patients receiving treatment 
within 4 weeks) (2018, 2015)

100% 97% 1 tied 99% 98% 2 tied

30-day medical readmission 
(2017, 2010)

13.9 13.7 6 13.8 13.4 8

30-day surgical readmission 
(2017, 2010)

6.5 6.8 5 tied 6.5 6.3 5

Admissions for ambulatory 
care sensitive conditions 
(2016, 2010) 

442 325 8 521 349 10

Hospital deaths (2017–18) 89 109 9 n/a n/a n/a
Potentially inappropriate use of 

antipsychotics in long-term 
care (2017–18)

35.4% 21.2% 5/51 n/a n/a n/a

30-day acute myocardial 
infarction in-hospital mortality 
(2015, 2010)

7.2 6.1 10 8.1 7.3 10

30-day acute stroke in-hospital 
mortality (2015, 2010)

15.2 13 10 20.4 15 10

Notes: 1. Total of five provinces reporting.
Source: CIHI. (2019). Benchmarks for treatment and wait time trending across Canada. 
Retrieved from http://waittimes.cihi.ca/

with no details: success in keeping the health budget under control and the 
start of consultations on the creation of a “health innovation action plan” 
promised for the end of fiscal year 2018–19, of which there was no sign 
prior to the announcement of the Task Force on Health Care in Novem-
ber 2020. Similarly, the recent HCS annual reports have very little to say 
about the performance of the provincial health system except for general 
statements about enhanced data collection methods and improved per-
formance reviews at the level of regional health authorities. These reports 
make no direct reference to the CIHI data on these matters, either with 
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regard to the province or to comparisons to other provinces or national 
averages. The same may be said of the provincial auditor general’s annual 
reports, which, in the years since 2013, have contained discussions of a 
number of health service issues but nothing on the performance of the 
provincial system, either on its own or in comparison to other jurisdictions.

8.5  User experience and satisfaction

In addition to these objectively measured indicators of health system 
performance, we can also examine how the system’s clients rate it. Each 
of the RHAs periodically conducts surveys of its users to seek informa-
tion on their experiences, and each provides reports of the results on its 
website. Unfortunately, the provincial HCS does not provide aggregate 
satisfaction data for the province as a whole, nor does it participate in 
the Patient Experiences Reporting System, the Canada-wide initiative to 
standardize the collection and reporting of patient experiences in acute 
care settings (CIHI, 2020b).

On the basis of the region-by-region data that is available, the levels of 
satisfaction are quite high. Eastern Health’s Experience of Care survey 
collects information from users (patients, clients, and family members) 
on their perceptions of the services they have received (Eastern Health, 
2021). The most recent survey was conducted between May and Novem-
ber 2018, while earlier surveys were completed between 2011 and 2016. 
The most recent results, based on a sample of a little over a thousand 
respondents, report an “overall satisfaction with care and services” of 
45.7 per cent “satisfied” and 41.8 per cent “very satisfied.” In addition, 
71.2 per cent indicated they “definitely” had trust and confidence in 
their health care providers, while 25 percent indicated they “somewhat” 
had trust and confidence. Previous survey results reported only on a ser-
vice-by-service basis rather than for the system as a whole, and for some 
of the services, the results are further broken down by division, so that 
calculating the overall results from the multiple bar graphs provided is 
an arduous task. For our purposes, a few data points from the 2016–17 
survey can be taken as suggestive. In the medicine service of acute care, 
for example, 38 per cent of the respondents said they were very satis-
fied, and 55 per cent were satisfied, while only 3 per cent were dissatis-
fied, and 2 per cent were very dissatisfied. In long-term care, the results 
were 43.4 per cent, 45.4 per cent, 7.9 per cent, and 3.3 per cent, respec-
tively. For home and community care, the results were considerably bet-
ter, with 71.9 per cent being very satisfied, 20.9 per cent satisfied, and 
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only 0.2 per cent dissatisfied and 6.9 per cent very dissatisfied (Eastern 
Health, 2021). Results from earlier years were roughly similar, as were 
results from the other three regional health authorities. Canada-wide 
data provided by Statistics Canada for 2007 suggested that satisfaction 
levels in Newfoundland and Labrador compared quite favourably with 
the Canadian average (Table 8.2; Statistics Canada, 2021b).

A more recent survey of seniors by the Commonwealth Fund in 2017 
found comparable estimates of satisfaction for Newfoundland and 
Labrador and the Canadian average across a wide range of indicators 
related to patient experiences of care and care coordination (CIHI, 
2018a). The survey also revealed the existence of widely perceived 
access problems in the province. More NL seniors “reported that the 
last time they went to the hospital ED [emergency department], it was 
for a condition that they thought could have been treated by the doc-
tors or staff at the place where they usually get medical care if they had 
been available” (45 per cent in NL compared to a 31 per cent Canada 
average). Similarly, Newfoundland and Labrador had higher reported 
problems in access to primary care, as only 36 per cent of NL seniors 
were able to get a same day or next day appointment as compared to 
41 per cent on average in Canada. Also, more seniors reported waiting 
four weeks or more for a specialist appointment in NL (65 per cent) 
than on average in Canada (59 per cent).

8.6  Efficiency

As noted in chapter 3, health expenditures per capita in Newfound-
land and Labrador have always been among the highest in the coun-
try, and the province has not been able to improve its ranking very 

Table 8.2  Patient satisfaction with health care services received in the past 12 months, 
Newfoundland and Labrador, and Canada, 2007

Level of satisfaction NL (%) Canada (%)

Very or somewhat satisfied with health care services 
received 87.60 85.70

Very or somewhat satisfied with family doctor or other 
physician care received 94.30 90.50

Very or somewhat satisfied with hospital care received 87.10 81.50

Source: Statistics Canada. (2007). Tables 13-10-0493-01, 13-10-0494-01, 13-10-0495-01.
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much in recent years. In 2016–17, the cost of a standard hospital stay 
(at $6,060) was slightly above the Canadian average of $5,992 (CIHI, 
2018a). Administrative costs as a percentage of overall health costs were, 
however, below the Canadian average (4.0 per cent as compared to 4.5 
per cent; CIHI, 2018b). While we might expect that improving the effi-
ciency of the health care system would be a major preoccupation of the 
NL government, and increasingly so as discussions about the “sustain-
ability” of Canada’s Medicare system swirl around the country and as 
the province’s fiscal outlook has become increasingly bleak, key govern-
ment documents contain surprisingly little on cost or efficiency. The 
government’s principal strategy document, The Way Forward, includes 
only two pertinent objectives among its list of thirty-nine “better out-
comes” (“Implement a Centralized Ambulance Dispatch Centre” and 
“Improve the Use of Technology in the Delivery of Quality Health Care”; 
GovNL, 2017c). Similarly, the 2017 mandate letter of the minister of 
health contains only one point directly related to efficiency: supporting 
the implementation of a system of electronic health records and elec-
tronic medical records (HCS, 2018b). The priorities in HCS’s Strategic 
Plan, 2017–20 include only two efficiency-related themes: the contin-
ued “implementation of e-health technology and evidence to improve 
health care delivery” and a general intention to provide “service delivery 
improvements” (HCS, 2017h).

If we look at what the provincial government and its health agencies 
have done to achieve these objectives, we see a few positive, but par-
tial, steps. The latest version of The Way Forward reports that work on 
the centralization of ambulance dispatch services is “ongoing” (GovNL, 
2018c). Similarly, the 2017–18 HCS annual report describes its plans 
to improve service delivery by “sharing non-clinical services, and more 
effectively coordinating clinical resources [e.g., ambulance, laboratory, 
and other clinical services] to reduce duplication ... and maximiz[e] the 
value of services provided” (HCS, 2018a, p. 22). However, the details in 
the report are almost all about intentions and plans rather than com-
pleted changes. The most significant achievements involve the eHealth 
measures listed in the minister’s mandate letter (HCS, 2018b). In that 
same 2017–18 annual report, HCS provides a list of achievements in 
increasing the use of electronic medical records (EMRs), although the 
data suggest that the province still lags far behind in this area. As of 31 
March 2018, there were 173 “users live” on EMRs as compared to 62 one 
year earlier (HCS, 2018a, pp. 20–1). The department also reported that 
its largest RHA, Eastern Health, had implemented “a single collaborative 
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EMR” (p. 12) for eight of its facilities and that two other RHAs were on 
the verge of launching similar systems. In total “over 120,000 unique 
patients” (p. 13) were involved in these networks at the end of March 
2018. The department also announced the intention of increasing the 
scope and enrolment of EHRs over the coming year, as well as increas-
ing the number of patients attached to primary physicians using EMR, 
the number of telehealth appointments conducted, and the number 
of patients involved in the Remote Patient Monitoring Program. None 
of these objectives was, however, accompanied by a numerical target 
(HCS, 2018a, pp. 20–2).

One positive step taken in 2018 was the creation at Memorial Univer-
sity’s Centre for Applied Health Research of a research exchange group 
on cost and value in the provincial health care system (NLCAHR, 2021). 
Like others of these groups, this one is co-chaired by a researcher and 
a health system decision-maker, meets on a regular basis, and brings 
together researchers, graduate students, clinicians, and health system 
officials to discuss research news and plans. What is most interesting 
about this particular research exchange group is that it is regularly 
attended by several senior government and health system officials.

8.7  Transparency and accountability

A final domain on which we will be examining the province’s health sys-
tem involves the extent to which its operations are made transparent to 
the province’s residents so that they can hold the system’s managers and 
political leaders accountable. Like most of its provincial counterparts, 
Newfoundland and Labrador does not have its own health technology 
assessment unit that it can consult on the effectiveness and efficiency of 
new drugs, devices, or procedures. It relies on the recommendations of 
the Canadian Agency for Drugs and Technology in Health (CADTH) 
and on its Common Drug Review. Nor does the Department of Health 
and Community Services or the Department of Children, Seniors and 
Social Development have substantial research units that can help them 
align their policy initiatives with the best available evidence. These pro-
vincial departments do, however, consult with research experts on a reg-
ular basis and often pay attention to the advice they receive.

The NL Centre for Health Information (NLCHI) has been asked to 
do a variety of evaluations of health system needs and outcomes for HCS, 
but these reports are not circulated outside government, either on the 
department’s websites or on that of NLCHI. Neither are their findings 
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communicated in any other way to the public to help provide the citi-
zenry with the kind of information that would be required to assess 
the system’s performance or to make its leaders accountable through 
standard democratic mechanisms. In addition, a program called the 
Contextualized Health Research Synthesis Program (CHRSP), based at 
Memorial University’s Centre for Applied Health Research (NLCAHR), 
provides regular consultation between the top leaders of the health care 
system (the deputy ministers of the two health-related departments and 
the chief executive officers of the four RHAs) and a team of research-
ers at NLCAHR. The six system leaders identify and prioritize issues on 
which they intend to make decisions in the coming six to twelve months 
and then work with NLCAHR staff to develop each of these issues into 
a researchable question that reflects the needs of the province and is 
aligned with the available high-quality research evidence, especially sys-
tematic reviews that bring together the findings of multiple primary 
studies.

For each question, the CHRSP team locates the best available evi-
dence, synthesizes the findings, and develops context-sensitive recom-
mendations that fit with the needs and capacities of the province’s 
population and health system. Since the leaders of the provincial health 
system have selected the topics for study and have participated them-
selves and/or with their senior employees in the synthesis work, they 
tend to pay unusually high attention to these reports and to the recom-
mendations provided. Over the ten years of the program’s existence, 
many of the decisions taken by the province’s health care system have 
been informed by the work of CHRSP (Bornstein et al., 2017). The 
reports of this program are publicly available on the NLCAHR website, 
but HCS rarely publicizes these studies or reports to the public on its 
use of their findings.

Accountability of the health system to the province’s residents is 
also less than ideal. The essence of accountability is answerability, in 
this case the democratic accountability of the provincial government 
and its regional health authorities to all provincial residents (Brinker-
hoff, 2004). And as Carolyn Tuohy (2003) has pointed out, one of the 
key mechanisms of accountability is the provision of information. As 
already noted, HCS publishes annual reports, as does each of the RHAs. 
The department’s reports tend, as we have seen, to focus on objectives 
and qualitative summaries of accomplishments, but rarely address the 
findings of CIHI and other agencies about the comparative perfor-
mance of the provincial health care system or the health status of the 
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province’s population. The annual “performance reports” of the four 
RHAs are quite brief, with the exception of one report attached to East-
ern Health’s Annual Performance Report 2016–17. This document, titled 
Health Status Report, is based on what is said to be a new health status 
reporting structure (Eastern Health, 2018). It contains sixteen sections, 
each with a brief discussion of a specific aspect of population health 
that reports on, and analyses, how Eastern Health stacks up on issues 
such as breastfeeding, smoking, chronic disease, and mental health. 
Surprisingly, the 2018 annual performance report does not contain an 
updated, or even the previous, version of this document. While, as we 
have seen, the province does conduct some unit-level patient satisfac-
tion surveys and does participate in national surveys of patient satisfac-
tion conducted by the CIHI, it does not participate in the Canada-wide 
initiative to standardize the collection and reporting of patient experi-
ences in acute care settings, the Canadian Patient Experiences Report-
ing System (CIHI, 2020b). It is also worth noting that the province’s 
media are not equipped to cover health issues or to help citizens hold 
health officials and political leaders accountable. None of the province’s 
radio, television, or print media has a journalist with sufficient expertise 
whose attention is focused, even on a part-time basis, on health issues or 
on the performance of the provincial health system.

8.8  Summary

The health status of the NL population remains, as we have seen in chap-
ters 6 and 7, comparatively poor by Canadian standards. In addition, the 
province’s health system does not score very well when measured against 
its own publicly declared values and objectives or against the broad cri-
teria of the “triple aim.” Equity of access to its services is a particularly 
serious challenge, especially for residents of rural and remote parts of 
the province. On objective measures of the system’s outputs, the prov-
ince ranks very low among Canadian provinces and has not been able to 
move up the ranks very much on most of these indicators. The province 
does better in terms of how its residents subjectively assess the perfor-
mance of its health system, despite low objective rankings in both pop-
ulation health status and system performance and comparatively poor 
performances in measured efficiency and limited efforts in the area of 
accountability. Aside from user satisfaction, the Newfoundland and Lab-
rador health system has considerable room for improvement.



Chapter Nine

Conclusion

Readers who are familiar with Canadian politics and policy will have 
noticed that, in its broad contours, the health system of Newfoundland 
and Labrador is quite similar to the systems of other Canadian provinces. 
They are all single-payer systems in which a provincial government, with 
financial contributions from Ottawa, provides direct payment for a 
specified “basket” of hospital and physician services. Excluded from this 
insured coverage are several kinds of service that the health systems of 
many other OECD countries provide, in whole or in part: pharmaceuti-
cals, dental care, eye care, home care, and long-term care. The insured 
medical services are, for the most part, provided by single-practice physi-
cians operating as independent, for-profit businesses. The hospitals and 
similar institutions are generally not-for-profit corporations governed 
either by independent boards subject to provincial oversight and regula-
tion or, increasingly since the 1980s, by some type of regionalized over-
sight combined with provincial regulation. The system in Newfoundland 
and Labrador also resembles its counterparts elsewhere in Canada in 
that the focus of its health system is heavily on treatment rather than 
on prevention or health promotion, and on acute illnesses and injuries 
rather than on chronic diseases. Similarly, most of the insured services in 
the province, as elsewhere in the country, are provided in hospitals or in 
physicians’ offices rather than in the community or in people’s homes.

Alongside these similarities, however, the reader will also have noticed 
a number of interesting and significant ways in which health care in 
Newfoundland and Labrador has been, and remains, distinctive. The 
first is what we have previously referred to as “the Newfoundland para-
dox” (Statistics Canada, 2016c). It involves the coexistence of compara-
tively poor scores on many, if not most, population health and health 
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system performance indicators with comparatively high levels of satis-
faction expressed by Newfoundlanders and Labradorians in national or 
provincial polls concerning the state of their personal health and the 
quality of the provincial health system.

A second dimension of distinctiveness has to do with economics. 
Newfoundland and Labrador is one of the poorest of Canada’s prov-
inces, and except for a few years during the boom in crude oil prices, 
its provincial budget has almost always been in deficit, with a large 
and growing accumulated burden of public debt. The province’s tight 
budgets and limited financial resources have, as we have seen, come 
up against high levels of demand for services and high costs. The high 
demand has been the result of comparatively, and persistently, poor 
population health status, high prevalence rates for many chronic dis-
eases and conditions such as diabetes and obesity, high rates of harmful 
health behaviours (including high consumption of alcohol and tobacco, 
low consumption of fruits and vegetables, and low rates of exercise), 
and a comparatively old and rapidly aging population. The compara-
tively high per capita and overall costs can be partially attributed to 
demography – a large territory with a small and widely distributed pop-
ulace of which a very high percentage is located in hard-to-serve small 
towns, rural communities, and isolated and/or northern locations. In 
addition, there is a certain amount of inefficiency in the way services are 
delivered, involving comparatively long stays in acute care, large num-
bers of patients remaining in hospitals at “alternate levels of care” for 
various reasons, and delayed or poorly planned discharge procedures 
in many of the province’s acute care institutions.

This array of economic challenges combines with the province’s 
demographics to produce a third feature: an unusual constellation of 
human resource issues. From early days and continuing to the present, 
the province has had great difficulty recruiting and retaining health 
professionals of all sorts, including physicians, for its rural and remote 
communities. The result is that, even though overall Newfoundland 
and Labrador has above average numbers of doctors and nurses per 
capita, staffing in rural and small-town parts of the province, including 
in Labrador, is often challenging and requires heavy reliance on short-
term locums and frequently rotating foreign-trained physicians. What 
results is difficult access to service and considerable discontinuity of 
care for many patients. In addition, even in the St. John’s area with its 
heavy concentration of both family physicians and specialists, wait lists 
for many specialties are very long.
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A fourth distinctive feature of the NL health system is, as chapter 8 
makes clear, its general slowness to change. From the mid-1990s onwards 
and with increasing intensity over the past decade, health systems across 
Canada have come under heavy pressure from a variety of sources to 
introduce system-level change. Comparative studies, including those by 
the Commonwealth Fund in the United States and by the OECD, have 
drawn increasing attention to the mismatch between the high costs of 
health care in Canada and the low scores achieved by Canada on key 
indicators of population health and the quality of health care delivery 
(Commonwealth Fund, 2017; OECD, 2017). These and other compara-
tive studies have noted the absence from Canada’s provincial health 
insurance schemes of coverage for services that most other publicly 
funded schemes tend to provide, especially pharmacare and home care. 
The aging of populations across the country has contributed to calls for 
a sharper focus on chronic diseases as well as on dementia and other 
aspects of eldercare rather than on acute care, while the fading impor-
tance of acute/infectious diseases as compared to chronic diseases 
such as diabetes and arthritis has led to demands for a shift from cure 
to prevention and from hospital-based care to community-based and 
home-centred care (CMA, 2013; Canadian Foundation for Health Care 
Improvement, 2014; Stonebridge, 2013; Liddy & Mill, 2014). Growing 
public and media attention to, and sympathy for, mental illness has led 
to calls for improved services both in institutions and in the community. 
In addition, strain on provincial finances has combined with a growing 
emphasis on “patient-centred care” to produce efforts to shift care from 
institutions to the community level. Simultaneously, powerful evidence 
of the advantages, both economic and medical, of interprofessional, 
group-based, integrated primary care over single-practitioner privately 
provided family medicine has produced efforts, with financial inputs 
from Ottawa, for provinces to undertake major reforms in the way pri-
mary care is organized, delivered, and funded.

As previous chapters have made clear, the government of 
Newfoundland and Labrador has experienced most of these pressures 
very intensely and has adopted the rhetoric of health system change. 
Yet, actual transformation has occurred at a pace that has been com-
paratively slow. The province was one of the last to move from province-
wide governance of its health system to a regionalized model, initiating 
the shift only in the mid-1990s and completing it only in 2005. It has also 
been slow to follow the recent inverse trend in which provinces have con-
solidated or eliminated regional governance and shifted responsibility 
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and authority upward towards the province-wide level. Similarly, despite 
the province’s early head start in the development of telemedicine back 
in the 1980s, the introduction of electronic health records as a way of 
making care more efficient and more patient centred started late in 
the province and has advanced only gradually and partially. The shift 
towards an emphasis on prevention and public health programming 
has also only advanced slowly. Similarly, where other provinces have 
responded to the aging of their populations by accelerating the devel-
opment of home care and community-based services, Newfoundland 
and Labrador has continued building new long-term care institutions 
and has only recently begun paying increased attention to the devel-
opment of community-based care. The area in which the province’s 
slowness to change has been most noticeable has been the reform of 
primary health care. Despite two rounds of Ottawa-funded, high-rhet-
oric rounds of primary health care reform, single-practitioner family 
medicine has remained the norm for most physicians and most resi-
dents of the province.

The comparatively slow pace of change in Newfoundland and 
Labrador can be explained by a combination of factors, many of which 
have already been noted. One contributor is the political context out-
lined in chapter 1. Unlike the pattern in many other Canadian prov-
inces, health care has not tended to be a leading political or media 
issue in Newfoundland and Labrador. Party identification and electoral 
competition, as noted, have tended to pivot around personalities and 
traditional loyalties rather than around ideologies or policy differences. 
Insofar as the province’s political elites have differed on policy issues, 
the structure or the outputs of the health system have rarely been fea-
tured. Neither the opposition parties nor the province’s media have 
paid much attention to the low scores received by the provincial health 
system in national rankings of health status and health service indi-
cators. The high cost of health care has generally been treated as an 
unavoidable consequence of location and demographics rather than of 
design and management. Even when, in recent years, the province’s fis-
cal situation has emerged as a more salient focus of debate, the empha-
sis has been on economic development strategy, the impact of natural 
resource prices, and the fiscal burden created by choices in the develop-
ment of hydroelectric power. Strategies for improving the sustainability 
of the province’s expensive health system have, when offered, empha-
sized reducing costs and cutting expenditures rather than any strategic 
restructuring of the way services are managed or delivered.
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Decision-makers within the health system, at both the provincial and 
the regional level, have also seemed reluctant to undertake the kinds of 
fundamental and complex change involved in, for example, the reform 
of primary health care. Part of this hesitancy has involved a perceived 
need to focus on immediate challenges rather than on long-term strat-
egy. In the face of limited resources, high costs, and growing demo-
graphic pressures, the tendency of health executives and health boards 
has been to focus on short-term issues – maintaining the current level of 
services, increasing access to care, and maintaining staffing levels, par-
ticularly in rural areas – rather than seeking longer-term structural and 
strategic solutions. In addition, these decision-makers, already facing 
difficult issues of remuneration and staffing in their ongoing collective 
bargaining with the province’s well-organized professional associations 
and unions, seem to have been reluctant to add to the agendas the 
kinds of structural issues that organizational changes, such as primary 
health care reform, appropriateness of care delivered, or a shift towards 
prevention and public health initiatives, would involve. This reluctance 
made good sense, given the leverage that those professional organiza-
tions possess in a province preoccupied with recruitment and retention 
of health professionals and also given the focus of these organizations, 
such as the Newfoundland and Labrador Medical Association (NLMA) 
and the Registered Nurses’ Union Newfoundland and Labrador 
(RNUNL), on money issues, as they sought to bring the incomes of 
their members up to the levels in the rest of Atlantic Canada, combined 
with the prevailing conservatism of their members on the broader struc-
tural issues. It is only quite recently that the NLMA, under new lead-
ership, has begun to address issues such as primary care reform and 
location of services. Even as the NMLA’s leadership has become more 
interested in these longer-term strategic issues, the attachment of much 
of the membership to traditional ways of organizing their practices and 
securing their incomes remains a significant obstacle to change.

As we have seen, the province’s health system has remained highly 
resistant to fundamental reform. A recent move by the provincial gov-
ernment suggests that this situation may be about to change. In early 
November 2020, Dr. Andrew Furey, who took over from Dwight Ball 
as leader of the Liberal Party and premier in August, announced the 
creation of a high-level task force with the mission of designing a “10-
year transformation” of the health system (Executive Council & HCS, 
2020). Under the leadership of a former CEO of the province’s largest 
regional health authority and of a recently retired senior professor of 
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medicine, the task force, named Health Accord NL, has a broad man-
date to (1) raise awareness of the social determinants of health and 
deliver potential interventions that leverage those determinants; and 
(2) establish a better balance of community-based care and hospital-
based services (Health Accord for Newfoundland and Labrador, 2021). 
The Health Accord NL is ambitious in that it is intending to deliver 
its report in less than a year. The early documents of the task force 
acknowledge the severity of the challenges the current system is facing 
and the need for serious rethinking. It remains, of course, to be seen 
how they will respond and to what extent their recommendations will 
make it from paper to policy.
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