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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 principle 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 two 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). The HiT tem-
plate was prepared for the comparative review of national health systems 
(Rechl, Thomson, & van Ginnekan, 2010). In order to generalize at the 
pan-Canadian level of analysis, I was forced to make a number of adjust-
ments and compromises.

This experience convinced me that a series of provincial and territo-
rial health system profiles would be of great utility to decision makers, 
providers, scholars, and students alike. I experimented with adapting the 
HiT template to the provincial context with an initial profile of the Sas-
katchewan 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 sys-
tem profiles. The University of Toronto Press agreed to publish the series 
on the understanding that the content would eventually be made freely 
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available after the first year of publication through the North American 
Observatory on Health Systems and Policies (NAO). The purpose of the 
NAO is to examine and compare health systems and policies across juris-
dictions, principally at the provincial and state level.

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. The 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 provinces and ter-
ritories 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 com-
fortable balance between studies that are concise 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 systems are nested within a pan-
Canadian system in which the federal government as well as intergov-
ernmental agencies can play an important 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 leg-
islation that preceded it were instrumental in shaping provincial and 
territorial “Medicare” regulatory and policy approaches. However, there 
are important variations in provincial and territorial Medicare laws, poli-
cies, and approaches across Canada, and these have not been adequately 
described, much less compared. The profiles in this series will provide a 
foundation for future scholars to make analytic comparisons and draw 
evidence-based policy conclusions.

Those readers interested in a national health system study or federal 
policy initiatives and structures are encouraged to use the existing HiT 
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study on Canada. This study is periodically updated and is freely avail-
able on the NAO website and should be treated as a contributing volume 
in the series.1 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 Information, an 
organization that has put considerable effort into ensuring that admin-
istrative and financial data have been defined and collected in ways that 
make it comparable. The second are the data from provincial and terri-
torial ministries of health. Here, we can make few guarantees of compa-
rability 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 factor 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 publishing through a highly 
reputable academic publisher would ensure longevity in a way that can-
not 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 wid-
est 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 ter-
ritorial profiles, so we encourage your feedback.

Katherine Fierlbeck has produced this health system profile of Nova 
Scotia. I am indebted to her for putting aside almost two years of her 
time to research and write this volume. As the author of a citizen’s guide 
to health care in Canada and a long-time student of health politics and 
policy, Professor Fierlbeck was the ideal individual to write this book. 

	1 	http://ihpme.utoronto.ca/research/research-centres-initiatives/nao/. 

http://ihpme.utoronto.ca/research/research-centres-initiatives/nao
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Fortunately, this work turned out to be a fascinating process of discovery 
for her. She detected some unique details about Nova Scotia’s health 
system, including the fact that the single-payer medical care coverage 
system in that province has been implemented and managed through a 
public-private organization that was an outgrowth of private insurance 
carriers. We can all learn much from her book.

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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Preface and Acknowledgments

Studying health policy requires three levels of investigation. The first 
level is purely empirical: before we can make any assumptions, we must 
first gather whatever relevant data is available. As P.D. James was fond of 
reminding her readers, it never pays to theorize in advance of the facts. 
This point may seem rather obvious, but a disconcertingly large amount 
of health policy – such as the regionalization of centralized systems or 
the consolidation of decentralized ones – has been made based upon 
theoretical presuppositions of what ought to occur rather than what 
actually does.

The second level of investigation is causal and linear. Once we are 
able to ascertain what, in fact, is happening, the question that naturally 
comes next is why. Here policy studies have looked to the natural sci-
ences, where the focus is on isolating the relationships between discrete 
variables. To understand how something works, we must convincingly 
be able to identify the causal pathways that link X and Y. To be convinc-
ing, the evidence of causality must be comprehendible, predictable, and 
replicable. Confidence in causal explanations underlies the “evidence-
based medicine” approach, which itself is a key component of much 
rhetoric underlying health policy. Yet transcribing causal certainty to the 
policy domain is harder than it looks. The problem with putting human 
agents under the microscope is that it is devilishly difficult to determine 
pathways of causality in decision making. Health care, like other systems 
based on human interactions, becomes a sphere of causal complexity 
comprising multitudinous other spheres of causal complexity.

Recognizing this complexity, the third level of health policy analysis 
is iterative and contextual. Any changes in one part of a system may 
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have unanticipated and possibly even profound consequences in others. 
These changes may even affect the initial agent of change in a recursive 
manner so that the causal relationship remains a highly dynamic one. 
In a linear analysis, “confounders” are to be isolated and eliminated; in 
a multilinear policy analysis, confounders themselves become relevant 
variables. The difficulty, of course, is in determining the precise force of 
any one variable over the others. This iterative relationship is also true 
of researchers’ attempts to understand their world, for determination of 
what constitutes “valid” data can itself be a product of the way in which 
researchers have been trained to investigate their respective fields. The 
intellectual context within which researchers collect and interpret evi-
dence is often as important as the raw data itself.

What this means is that health policy, as a discipline, cannot remain 
divided into the two solitudes defined by health services researchers, on 
the one hand, and social science researchers, on the other. The hard 
work of interpreting and understanding why things happen as they do 
within health systems is best undertaken using the well-honed tools of 
more than one discipline. This book is designed to be used by research-
ers across the disciplines, as well as by decision makers themselves. The 
purpose of the book is largely empirical: it merely aims to present infor-
mation on how the system works and to provide a foundation for more 
analytical investigation. Yet even the simple collection of information in 
an intricate and ever-changing system is challenging. I have been incred-
ibly fortunate to have had a considerable amount of feedback from 
academics, administrators, and practitioners who are profoundly knowl-
edgeable about the health care system in Nova Scotia. I am deeply grate-
ful for their advice. It is instructive to note that, much like the blind men 
describing the elephant, the “reality” of the system differs considerably 
depending on the particular part of the system with which each person 
is most intimately familiar. I have attempted to fuse this Rashomon-like 
presentation of information into a single narrative, but the result may 
be something that some of those I have consulted do not recognize (for 
example, where provincial figures were not identical to those of Cana-
dian Institute for Health Information (CIHI) or Statistics Canada due 
to methodological differences, national figures were used so that they 
could be compared more easily to the statistics used in the companion 
volumes in this series). For this reason, the responsibility for the final 
product is mine and mine alone. Having made this disclaimer, there 
are many individuals whom I would like to thank for their time and for 
their feedback. These include Yukiko Asada, Vijay Bhasyakarla, Louise 
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Carbert, Keith Dares, Gordon Forsyth, Christine Gibbons, James Hou-
ston, Bill Lahey, Adrian Levy, Maureen MacDonald, Katie Mallam, Tom 
Marrie, Kevin McNamara, Jennifer Murdoch, Jock Murray, Jill Petrella, 
Hilda Power, Jeff Scott, Ingrid Sketris, Ron Stewart, and David Zitner. 
The Department of Health and Wellness was very gracious in responding 
to my numerous and detailed queries about how things worked. I would 
also like to thank the three anonymous reviewers for their constructive 
insights and comments. And, finally, I would like to thank Greg Mar-
childon, who somehow has the knack of being both intellectually critical 
and generously supportive at the very same time.
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Chapter One

Introduction and Overview

That we can think of Canadian health care as a national “system” is largely 
due to the fact that Canada’s provinces are very similar in the way that 
they tend to finance, provide, and regulate health care services (Mar-
childon, 2013; Fierlbeck, 2011 & 2016). Yet each province possesses con-
siderable autonomy in determining the particular shape of its respective 
health care system. There is a national presence in health care through 
legislative jurisdiction (the federal government, for example, is respon-
sible for the regulation of pharmaceuticals, assisted dying, and assisted 
human reproduction) and through the conditions attached to the 
transfer of health care funding. Federal financial support to provinces 
for health care is in practice more a political convention than a direct 
constitutional obligation. The principal framework for federal financial 
support has been the Canada Health Act 1984 (which consolidated two 
previous federal legislative acts, the 1957 Hospital Insurance and Diag-
nostic Services Act and the 1966 Medical Care Act), although there are 
also some bilateral financial health agreements between Ottawa and the 
provinces. The proportion of provincial health spending that comes 
from the federal government varies through time and across provinces, 
but generally averages around one-quarter of provincial spending on 
health care. In exchange, the provinces are expected to uphold five con-
ditions: public administration, comprehensiveness, universality, portabil-
ity, and accessibility.

The result of this federal legislation has been that all Canadian prov-
inces and territories provide medically necessary care free at point of 
provision for hospital and physician services. But given the wide dispar-
ity in the size, demography, financial capacity, and political culture of 
Canadian provinces, notable differences in provincial health care exist. 
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Provinces are free to cover public services beyond hospital and physi-
cian care, if they can afford it; and even the interpretation of “medically 
necessary” can vary across provinces. Because of this, the level of public 
coverage for particular services, as well as the wait times for these ser-
vices, can differ significantly from province to province. As this chapter 
describes, Nova Scotia’s population exhibits some of the poorest health 
indicators across Canada. Unsurprisingly, it also has one of the oldest 
and poorest demographics in the country. Thus it must address the com-
plex demands facing all modern health care systems, but with a more 
constrained financial base, an older and less healthy population, and a 
population size that precludes many economies of scale enjoyed by other 
provinces. 

1.1  Geography and sociodemography

Given the status of Halifax as a major military and naval base from its 
founding in 1749, much of the social, political, and economic infrastruc-
ture of Nova Scotia has been shaped by its historical role. Because the 
health and well-being of military personnel in the eighteenth century 
were critical in protecting the colony from the French (until 1763) and 
then the Americans (until 1784), the early governors of Nova Scotia were 
quite aware of the need for effective and organized health care for their 
troops. Epidemics were important variables in eighteenth-century mili-
tary planning, and key tactical manoeuvres (such as the British plan to 
place Louisbourg under siege in 1757, or the American plan to attack 
Halifax in 1775) were arguably called off because of the effect of small-
pox outbreaks on military capacity (Marble, 1993). But the link between 
medical resources and military requirements was, in general, not a posi-
tive one for the colony as a whole. Medical supplies and personnel were 
largely limited to the military forces, and very few civilian doctors were 
available for the wider population. For much of the eighteenth century, 
hospital services for civilians were limited to those provided in the local 
poorhouse (Marble, 1993).

The tension between social and health policy was pronounced very 
early in Nova Scotia’s history, as the need to support the destitute fami-
lies of military personnel was cited as the reason that Halifax could not 
afford to develop suitable hospitals for its inhabitants. By the end of the 
eighteenth century, Nova Scotia’s military role had declined as its impor-
tance as an immigration centre increased, but the tension between social 
and health care spending remained. Growing waves of Scottish and Irish 
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emigration overwhelmed the province’s capacity to deal with the large 
numbers of diseased and destitute immigrants arriving at the port, and 
one irate governor made a point of collecting poorhouse inhabitants in 
Halifax and sending them back to London (Marble, 1993).

In the nineteenth century, cholera and typhus replaced smallpox as 
the most feared diseases, and the conditions on ships transporting immi-
grants to Canada were so poor that the vessels became known as “coffin 
ships.” Like Quebec, Nova Scotia was a key point of entry for new immi-
grants, and health care resources were focused on screening for, and cir-
cumscribing the spread of, virulent pathogens. Two hundred years later, 
chronic illnesses such as cancer and heart disease have replaced cholera 
and smallpox as major causes of mortality, and population outmigra-
tion has replaced immigration as a key policy concern. But Nova Scotia 
still remains economically dependent on the public sector (including 
the military), and it still must support a higher ratio of individuals with 
greater health care requirements compared to most other provinces.

The current population of Nova Scotia (943,002 in 2016) is, compared 
with much of Canada, quite homogeneous. The majority of the pop-
ulation has its roots in the waves of Anglo-Celtic migration, including 
not only British and Irish colonists but also the New England Planters 
and Loyalists who arrived from the south. While Nova Scotia is home to 
approximately 30,000 francophones, not all trace their ethnic origins to 
the Acadians, the descendants of the French settlers of the seventeenth 
and eighteenth centuries. There are also 20,790 Nova Scotians of African 
descent. Many are descended from those who migrated to Canada from 
the United States with the wave of Loyalists in the late 1700s and early 
1800s. Approximately 33,950 individuals consider their ethnic origin 
to be First Nations, although only 12,910 have status under the Indian 
Act (and of these, 4,135 reside off reserve). Smaller numbers of visible 
minorities (mainly of African, Arab, Chinese, and South Asian descent) 
live predominantly in the Halifax Regional Municipality (Statistics Can-
ada, 2011a & 2011b; Statistics Canada, 2016).

Of all the Canadian provinces, Nova Scotia spends the highest percent-
age of its budget on health care: 46 per cent, compared to the national 
average of 38 per cent (CIHI, 2015a, 17). A number of factors contrib-
ute to this trend. On the basis of population, Nova Scotia is the fourth-
smallest province in Canada and it has the highest ratio in Canada of 
the population over 65 years of age, at 16.5 per cent (Statistics Canada, 
2011c). For decades, the unemployment rate has remained consistently 
above the national average, and the direction of provincial mobility has 
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generally been to outmigration, though the trend fluctuates from year 
to year. The vast majority of those leaving the province are between the 
ages of 20 and 34 (Employment and Development Canada, 2013). As in 
most provinces, there is a considerable urban-rural divide.

Figure 1.1 illustrates the regions and population centres of Nova Sco-
tia, and Table 1.1 tracks population growth rates. 

Geographically, the area around the Halifax Regional Municipality 
experiences the lowest utilization of Employment Insurance (1.5 per 
cent), with the rates increasing significantly the further one goes to the 
eastern or western peripheries (7.5 per cent on the eastern tip of Cape 

Figure 1.1  Map of Nova Scotia

English map of Nova Scotia by Shaundd. Wikimedia Commons. Used under the 
CC BY-SA 3.0 licence.
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Breton to the east, and 9.8 per cent in Shelburne County on the far 
western reaches of the province) (Nova Scotia Department of Finance, 
2014a). With a population of almost 400,000, the Halifax Regional 
Municipality has just under half of the province’s population. Yet the 
same region has only 12 of the province’s 51 seats, which means that any 
government ignoring issues important to rural inhabitants does so at its 
peril. In a 2001 study of Canadian democratic representation, Donald 
Blake ranked Nova Scotia as the least democratic province due to its 
extreme disproportionality in voting power (Blake, 2001; see also Car-
bert, 2015).

1.2  Political context

Because of the province’s relative cultural homogeneity and its large num-
ber of very long-standing communities, much literature has described 
the political culture of Nova Scotia as quite “traditional,” with voting pat-
terns based on historical family allegiances and a system of patronage 
politics forming the framework of policymaking (Beck, 1957). This per-
spective, identifying “localism, tradition, caution, stability, social order, 
hierarchical religions, and elitism in the economic and political realm” 
(Wiseman, 2007, 151) continues to inform some contemporary analyses 
of Maritime politics (see, e.g., Bricker & Ibbitson, 2013). However, as 

Table 1.1  Main population centres with census growth rates, 1991–2011

1991 1996 %  
change 
1991–6

2001 % 
change 
1996–
2001

2006 %  
change  
2001–6

2011 % 
change 
2006–11

Nova 
Scotia

899,942 909,282 1.0 908,007 −0.1 913,462 0.6 921,727 0.9

Cape 
Breton*

 – 117,849  – 109,330 −7.2 105,928 −3.1 101,619 −4.1

Halifax 330,979 342,966 3.6 359,183 4.7 372,858 3.8 390,328 4.7
Kentville 24,080 25,090 4.2 25,172 0.3 25,969 3.2 26,359 1.5
New 

Glasgow
38,664 38,055 −1.6 36,735 −3.5 36,288 −1.2 35,809 −1.3

Truro 42,697 44,102 3.3 44,276 0.4 45,077 1.8 45,888 1.8

*No data available for 1991
Source: Statistics Canada, Population and dwelling counts, 1996, 2001, 2006, and 2011.
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Carbert (2015) argues, a more careful analysis shows that this model of 
politics is no more prevalent in Nova Scotia than in any other Canadian 
province. If there is a distinctive historical legacy in Nova Scotia’s politi-
cal culture, she concludes, “it may be the high culture of public adminis-
tration that congealed when Halifax was established as an outpost of the 
British Empire” (p. 14).

To a considerable degree, the current political discourse in Nova Sco-
tia is focused on the tension between the creation of jobs and the need 
to increase employment on the one hand and the need to contain public 
spending and lower public debt on the other. This creates serious fric-
tion in debates over health care policy. While the health care sector in 
general, and health care workers in particular, are seen as serious cost 
drivers in an already-expensive system, the health care sector is also the 
source of a large number of (often well-paying and secure) jobs: in 2012, 
approximately 69,000 individuals were employed within the health care 
and social assistance sector (Employment and Development Canada, 
2012). There has in consequence been little political motivation, despite 
rhetoric, to reduce health spending by reducing the number of health 
care workers. Rather, the political focus has increasingly been on the 
wage levels and remuneration of health care professionals.

Due in part both to Nova Scotia’s relatively small size and to the long-
standing relationship between the political and medical elites in the 
province, the relationship between physicians and policymakers has 
historically been relatively close and remarkably opaque. In contrast to 
the acrimonious public skirmishes between the provincial government 
and nurses, home health care workers, and paramedics, the province 
has generally been willing to accommodate the policy concerns of phy-
sicians (Boase, 1994). As Bickerton notes, “Nova Scotia was one of the 
most traditional of provinces in its approach to the health care system. 
The province and its physicians had an unbroken record of harmonious 
negotiation over fee schedules … There was not any predilection on the 
part of the province to question or challenge the physician-dominated, 
hierarchical model of health care” (1999, 166). The one remarkable 
exception to this was the 1993–7 Liberal government of Premier John 
Savage. Savage was a well-respected medical doctor, and he appointed 
another well-regarded physician, Ron Stewart, as minister of health. 
Because of their clear understanding of the province’s health care sys-
tem, the Savage government presented a profound set of reforms to the 
organization of provincial health care administration (see chapter 2). 
Yet even they did not appreciate the established power of the provincial 
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physicians’ association, and an attempt to cut doctors’ fees resulted in a 
large advertising campaign by the Nova Scotia Medical Society attacking 
both the premier and the health minister (MacLeod, 2006, 566). Rela-
tions between the government and physicians became fractious once 
again in 2015, when the Liberal government entered into salary negotia-
tions with a focus on curtailing public spending. In the end, however, the 
physicians’ contract dispute was resolved more expeditiously than those 
with other health care groups (see chapter 7).

With a population 14 times smaller than that of Ontario (and with less 
than a quarter of the population of provinces such as British Columbia 
or Alberta), Nova Scotia has little political influence at the federal level. 
In 1870 Nova Scotia had 21 of the House of Commons’ 180 seats (11.66 
per cent of the seats). Given the recent expansion of seats in the House 
of Commons due to western population growth, Nova Scotia now has 
only 11 out of 338 seats (3.25 per cent), a clear empirical marker of its 
loss of influence on the national stage. Politically, this means that it has 
little voice when confronted with national policies and strategies (such 
as the 2011 funding formula for the Canada Health Transfer) that disad-
vantaged provinces with weaker economies and older populations.

1.3  Economic context

The economy of nineteenth-century Nova Scotia was based largely on 
staple production (predominantly the fishery and forestry), but prefer-
ential trading ties with Great Britain, along with reciprocity agreements 
with the United States, facilitated the development of a strong mercan-
tile trade. Nova Scotia’s shipbuilding industry was a major part of this 
economy. Following Confederation in 1867 and the implementation 
of Canada’s National Policy in 1879, however, the lucrative north-south 
trade patterns shifted to east-west routes following the St. Lawrence 
River. Increasing population density in Central Canada meant larger 
markets, which shifted the pools of investment capital away from the 
Atlantic region. Given competition from the industrial heartland, along 
with high transportation costs, Nova Scotia’s manufacturing sector (pro-
ducing goods such as textiles and furniture, along with iron and steel 
production) sharply diminished in the first half of the twentieth century 
(Nova Scotia, 2014a; Carbert, 2015).

By the middle of the twentieth century, the province’s economy had 
stabilized somewhat due to the introduction of federal programs such as 
unemployment insurance, federal equalization, the public pension plan, 
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public health care, and the Canada Assistance Program. Federal and 
provincial governments jointly funded regional development programs 
and public enterprises such as the Cape Breton Development Corpora-
tion (DEVCO) and Sydney Steel (SYSCO). But by the 1980s, the public 
sector (federal and provincial) in Nova Scotia was responsible for more 
than 40 per cent of the province’s GDP. This was the highest level of any 
Canadian province (Nova Scotia, 2014a, 14).

Beginning in the early 1990s, the economic environment worsened 
sharply. In 1992 the federal government closed the cod fishery, a staple 
of the fishing sector. In the same year offshore oil and gas production 
began, but it was never to be as lucrative as Newfoundland’s offshore 
industry. One of the few remaining coal mines in the province closed in 
1992 after a serious underground explosion killed all 26 miners working 
at the time, and the last coal mine in Cape Breton closed in 2001. This 
was the same year that the Sydney Steel Corporation shut down its steel 
production. Two large military bases (Cornwallis and Shearwater) were 
closed in the mid-1990s. Even the forestry sector was hit quite hard when 
two of the province’s major pulp and paper mills closed in 2012. Nova 
Scotia does have a small manufacturing sector, but it constitutes only 
1.76 per cent of all Canadian manufacturing sales (Nova Scotia Depart-
ment of Finance, 2013).

It is not surprising, then, that Nova Scotia relies so heavily on federal 
transfers. In 2016–17, the province received just over three billion dol-
lars from Ottawa. Of this, $943 million was directed through the Canada 
Health Transfer, $349 million was allocated through the Canada Social 
Transfer, $1.72 billion came in the form of equalization payments, and 
$49 million was allotted through the 2005 offshore accord (Finance 
Canada, 2016). Nova Scotia’s gross net debt by 2013 was $16.4 billion, 
an increase of more than 13 per cent ($1.6 billion) over the previous 
10 years. Net debt per capita in 2013 amounted to $14,832. Net debt as 
a percentage of total revenue by 2013 was 138.1 per cent (36.7 per cent 
of provincial GDP); while debt servicing costs in Nova Scotia by the end 
of fiscal year 2013 were $921 million, which amounted to 9.1 per cent of 
total revenues (Nova Scotia Office of the Auditor General, 2014a, chap-
ter 4). Over the period 1990 to 2009, Nova Scotia’s rate of economic 
growth (measured in total growth in real GDP) was, at 40.6 per cent, 
lower than every other Canadian province and 7.2 per cent lower than 
the national average (see Figure 1.2).

Nova Scotia’s working-age population is forecast to decline by 20 per 
cent in 2036, with a loss of approximately 100,000 individuals between the 
ages of 18 and 65 (Nova Scotia, 2014a, 12). This decrease is not balanced 
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by immigration, as the province’s immigration rate is 3.3 times lower than 
the Canadian average (ibid., 25). Added to the problem of a decreasing 
labour force is the ongoing issue of weak private-sector capital formation 
that has confounded the Nova Scotia economy for well over a century. 
Despite public attempts to support credit and equity investments, aver-
age annual per-capita venture capital investment remains lower than the 
national average, and considerably lower than that in Quebec, British 
Columbia, and Ontario (although, interestingly, it is higher than that in 
Manitoba, Saskatchewan, and Alberta: see Nova Scotia, 2014a, 21). Most 
businesses in Nova Scotia are very small: the majority of manufacturing 
enterprises in the province, for example, have fewer than 20 employees; 
a scant 7.2 per cent have more than 20 (ibid., 187). One reason for the 
tension between small businesses (often referred to as the “backbone of 
the economy”) and large ones is that considerably more employment 
is generated by big business. 62 per cent of Nova Scotia’s businesses 
employ fewer than five people, yet these same businesses employ only 8 
per cent of the province’s total employees. Conversely, only 2 per cent 

Figure 1.2  Total economic growth in real GDP, 1990–2009
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of businesses in the province have more than 500 employees, yet these 
industries account for half of all provincial employees (ibid., 32). Given 
that the greatest growth potential is to be found in international and 
interprovincial trade, the province is at a considerable disadvantage as 
smaller firms find it more difficult to seek out trade opportunities. While 
trade growth for Canada as a whole in 2012 was only 1.5 per cent, Nova 
Scotia’s share of international and interprovincial trade decreased dra-
matically over the past decade (ibid., 29): “Stated as sharply and suc-
cinctly as possible, Nova Scotia is today in the early stages of what may 
be a prolonged period of accelerating population loss and economic 
decline” (ibid., 4).

There are some potentially positive features within this economic envi-
ronment. Planned energy projects (Muskrat Falls, Maritime Link, and 
various offshore developments) as well as the $25 billion naval shipbuild-
ing plan may provide jobs and support related enterprises, although the 
fate of these projects is uncertain at best. The province has the potential 
to take advantage of renewable energy resources such as tidal and wind 
power, and has begun to experiment with tidal power generation in the 
Bay of Fundy. Nova Scotia does have a strong postsecondary education 
sector, which supports small firms focusing on the biotechnology, health 
care, information technology, pharmaceutical, digital media, aerospace, 
and defence sectors. The workforce, compared to the national average, 
contains a high proportion of individuals with trade certifications or 
university/college degrees. Nonetheless, governments have very little 
room for fiscal manoeuvre; most public spending is already accounted 
for, and new programs require politically unattractive measures such as 
new taxation, cuts to existing programs, or deficit financing. In smaller 
jurisdictions, the ability for a government to make substantial changes to 
a province’s economic trajectory is even more limited. As a former Nova 
Scotia finance minister pointed out, “Nova Scotia is a tiny piece of the 
continental and global economy with limited natural resources and a 
dependence on imported fossil fuels for energy. A small change in inter-
est rates or the U.S. dollar exchange rate has more impact on the Nova 
Scotia economy than every combined tool available to the provincial gov-
ernment” (Steele, 2014a, 162).

1.4  Health status of the population

Until 1991, the median age in Nova Scotia remained under the Cana-
dian average. But throughout the 1990s, the province experienced a 
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net population outmigration as working-age individuals moved west in 
search of employment. By 2011, the difference between the provincial 
and national median age was a striking 3.1 years (Table 1.2).

By 2011, 16.6 per cent of Nova Scotia’s population was over the age 
of 65 (Statistics Canada, 2011d). This is projected to increase to at least 
28.4 per cent by 2031 (Nova Scotia Health Research Foundation, 2009). 
Simply stated, Nova Scotia has a higher proportion of individuals over 
65 compared to all other provinces and territories (although the ratio in 
New Brunswick is very close), a demographic that utilizes a higher pro-
portion of health care services. At the same time, the province is experi-
encing a net outflow of individuals who use proportionally fewer health 
services and who are net contributors to the tax base. Given the prov-
ince’s older demographic, Nova Scotia has higher rates of arthritis, dia-
betes, high blood pressure, chronic obstructive pulmonary disease, heart 
attack, and stroke than the country as a whole (Statistics Canada, 2013). 
Sixty-one per cent of Nova Scotians are overweight or obese (compared 
to the national average of 52 per cent); 22 per cent are smokers (20 
per cent across Canada); 28 per cent are heavy drinkers (24 per cent 
across Canada); and 34 per cent consume fruits and vegetables five or 
more times per day (40 per cent across Canada). The incidence of new 
cases of cancer is 423 per 100,000 Nova Scotians, compared to 391 per 
100,000 Canadians (Nova Scotia Department of Health and Wellness, 
2015a). Certain indicators of poor health, such as arthritis and heart 
disease, might be explained statistically because of the province’s higher 
proportion of older adults. However, Nova Scotia also scores poorly in 
other health indicators in which it is less clear that age is an explanatory 
variable. In 2012, for example, 32 per cent of Nova Scotians between the 
ages of 12 and 17 reported being overweight or obese, compared to the 
national average of 21.8 per cent, while 51.9 per cent of Nova Scotians 
between the ages of 20 and 34 reported being overweight or obese (com-
pared to 41.1 per cent nationally). In 2013, 33.5 per cent of those 20 to 34 
years of age in Nova Scotia consumed the recommended daily servings 

Table 1.2  Median population age, 1921–2011

1921 1931 1941 1951 1961 1971 1981 1991 2001 2011

Canada 23.9 24.7 27.0 27.7 26.3 26.2 29.6 33.5 37.6 40.6
NS 23.6 24.1 25.8 26.5 24.9 25.4 29.3 33.4 38.8 43.7

Source: Statistics Canada, http://www12.statcan.gc.ca/census-recensement/2011/as-sa 
/fogs-spg/Facts-pr-eng.cfm?Lang=Eng&GC=12

http://www12.statcan.gc.ca/census-recensement/2011/as-sa/fogs-spg/Facts-pr-eng.cfm?Lang=Eng&GC=12
http://www12.statcan.gc.ca/census-recensement/2011/as-sa/fogs-spg/Facts-pr-eng.cfm?Lang=Eng&GC=12
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of fruits and vegetables, compared to the national average of 42.3 per 
cent (Community Foundations of Nova Scotia, 2011). According to the 
2013 Canadian Tobacco, Alcohol and Drugs Survey, Nova Scotia’s smok-
ing rate increased even as the national rate decreased. Broken down by 
age, 21 per cent of those in the 20-to-24-year-old group were smokers, 
and 27.1 per cent of those in the 25-to-44-year-old range were smokers, 
compared to only 16.4 per cent of those over 45 (Canada, 2013).

Perceived mental health in Nova Scotia is very similar to the national 
average (71.8 per cent to 72.2 per cent respectively reporting very good 
or excellent mental health). But life satisfaction in Nova Scotia is slightly 
higher than the national average, while perceived life stress is discernibly 
lower. Suicide rates are lower in Nova Scotia (9.1 per 100,000) compared 
to the national rate (10.2 per 100,000). Rates of hospitalization due to 
mental illness (per 100,000) are lower than the national average (401 for 
Nova Scotia, 489 for Canada), while mental illness inpatient days (per 
10,000) are considerably lower (581 for Nova Scotia and 707 for Can-
ada). The rate for repeat hospitalization for mental illness in Nova Scotia 
is 9.6 per cent, compared to the national average 10.9 per cent (Statistics 
Canada, 2013). Treatment rates, however, are an inconclusive measure of 
mental health, as lower rates could either indicate lower rates of illness, 
on the one hand, or insufficient resources for treatment, on the other.

An even more equivocal pattern exists for children and youth in 
Nova Scotia. In 2013, 98.0 per cent of 12- to 19-year-olds in Nova Sco-
tia reported being satisfied or very satisfied with their lives (the highest 
among all provinces and higher than the national average of 96.3 per 
cent). A major depressive episode was experienced by 8.3 per cent of 
Nova Scotian youths aged 15 to 24 in 2012, compared to 10.7 per cent 
nationally. However, in the same year, 9.8 per cent of Nova Scotian youths 
aged 15 to 24 thought about taking their lives over a 12-month period, 
a figure that was 69 per cent higher than the national average and the 
highest among all provinces. Similarly, Nova Scotia’s rate of anxiety dis-
order for youth aged 15 to 24 years, at 10.2 per cent, is considerably 
higher than the national rate of 6.3 per cent (Community Foundations 
of Nova Scotia, 2014a).

1.5  Summary

Chronic diseases in Nova Scotia tend to be higher overall than the national 
average, accounting for more than 70 per cent of the economic burden 
of illness in the province (Nova Scotia Health Research Foundation, 
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2009). This can partially be explained by the larger number of older 
individuals in the province. However, risk factors for poor health, includ-
ing obesity, nutrition, smoking, and mental health issues were also more 
pronounced in children and youth in the province. There is some debate 
about the degree to which poorer levels of health in the province are 
a consequence of relative income disparities independent of age. One 
study, for example, notes that Nova Scotia has the highest percentage 
of households experiencing food insecurity (14.6 per cent) and argues 
that improving the incomes of those at the bottom of the income scale 
could improve health outcomes (cited in Nova Scotia Health Research 
Foundation, 2009). The province has recognized that regardless of age, 
the major chronic diseases are influenced by modifiable risk factors, and 
some programs have been developed to address them.

Nonetheless, the outlook for the province is challenging. Like other 
Maritime provinces, the labour force is diminishing, productivity growth 
is poor, and job-growth performance is stagnant. The proportion of 
Nova Scotians above the age of 65 continues to increase, which not only 
removes taxable income from the economy but also increases the amount 
of public spending on health care. And while there is some debate about 
whether the health care cost equated with seniors’ care in the future 
will or will not rise dramatically due to the improving health status of 
those over 65, this benefit will be unlikely in Nova Scotia given the rela-
tively poor general health indicators for all ages compared to the rest of 
Canada. In addition, given the combination of demographic challenges 
and marginal economic performance, overall prospects relative to the 
rest of Canada are poor. Saillant (2016) argues that while provinces such 
as British Columbia and Ontario may be able to withstand the shock of 
population aging, health care in the Atlantic provinces is “simply not 
sustainable without massive amounts of new funding from Ottawa” (94). 
Although the smaller and faster-aging populations will feel the effects of 
these economic and demographic trends most keenly, these socioeco-
nomic shifts will also present real challenges to the political dynamics of 
federal governance in Canada.



Chapter Two

Organization and Regulation

The key to understanding health care as a system is to identify how deci-
sion-making authority is structured. This authority can be delegated to 
many different agents, including regulated health care professionals, 
regional administrative units, or discrete private for-profit or not-for-
profit bodies. This chapter begins by situating discussions of governance 
mechanisms within a historical context. As Marmor and Wendt (2012) 
note, historical legacies can be quite important in understanding health 
policy development. The provision of health care in eighteenth- and 
nineteenth-century Nova Scotia was, as it was in the rest of Canada, pre-
dominantly a “local and private” matter, and the 1867 Constitution Act 
determined it to be a provincial responsibility precisely for that reason. 
But the growing cost and complexity of health care led to a major change 
in the way that these services were provided across Canada. With the pas-
sage of the 1957 federal Hospital Insurance and Diagnostic Services Act 
and the 1966 Medical Care Act, Ottawa persuaded the provinces to pro-
vide universal public insurance to their respective populations by prom-
ising dollar-for-dollar reimbursement for physician and hospital services. 
In Nova Scotia, the development of a public insurance system was closely 
tied to the existing private not-for-profit insurance program run by the 
physicians’ association, so much so that the private agency administering 
the existing private insurance system was given a special “public” status 
in order to remain the body overseeing the new public program.

Following the establishment of the public insurance system, the most 
consequential governance debate has focused on the optimal degree of 
authority to be distributed within provinces on a geographical basis. The 
implementation of public insurance in each province had resulted in 
an “agency” model of health care governance (Tuohy, 2003), in which 
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departments of health delegated to health care providers the responsibil-
ity to use public health care funds in an appropriate way (i.e., for “medi-
cally necessary” care). But physicians had no direct incentive to ration 
health care resources, and cost and coordination issues led provincial 
governments to consider the need to reassert more control over the pro-
vision of health care. The rise of New Public Management theory, with 
its twin themes of accountability and devolved responsibility, promised 
both cost control and user responsiveness (Aucoin, 1995). But one key 
aspect of New Public Management, the privatization of services, was not 
deemed politically viable for Canadian health care; and the operation-
alization of New Public Management principles in health care systems 
was largely limited to the implementation of regionalized administrative 
structures. (For a more detailed discussion of New Public Management 
principles in Canadian health care, see Fierlbeck, 2011.)

There is no clear definition of “regionalization” (as distinct, e.g., 
from devolution or decentralization [Lomas, 1996]), although Lewis 
and Kouri (2004, 14) see regionalization in Canada as characterized by 
defined geography, devolved authority, consolidated municipal author-
ity, and responsibility for a range of health services. Between 1992 and 
1997, nine provinces and territories introduced a system of regional 
health authorities (RHAs). Quebec had already implemented them in 
1989; while Ontario established local health integration networks in 
2006 (Marchildon, 2016). The stated objectives of regionalized health 
care were quite varied, ranging from the integration of similar services or 
institutions (such as small hospitals); the integration of different kinds of 
services (e.g., making psychological counselling more readily accessible 
to cancer patients); the adoption of evidence-based practice; the identi-
fication of particular needs in specific populations; public engagement; 
and increased accountability (Marchildon, 2016). While not explicitly 
stated, another goal was to counterbalance or destabilize entrenched 
health care interest groups such as professional associations, health care 
unions, and some large institutions (Denis, Contandriopoulos, & Beaul-
ieu, 2004; Black & Fierlbeck, 2006; Fierlbeck, 2016).

But as this chapter describes, Nova Scotia has recently joined those 
provinces amalgamating their RHAs into a single entity. Again, situating 
the discussion of regionalization within a historical context is informa-
tive, as the narrative justifying the establishment, expansion, and amal-
gamation of RHAs shows an interesting pattern: regardless of whether 
the government of the day chose to expand or contract the number of 
regions, the broad justifications offered for the restructuring (greater 
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efficiency, accountability, and responsiveness) have remained the same. 
The narrative underlying the amalgamation of RHAs to a single body in 
2015 was that the province’s Department of Health and Wellness (DHW) 
was to focus on planning and priorities, while the Nova Scotia Health 
Authority was to manage the day-to-day operations. This account is pre-
cisely the same one given for the implementation of a more regionalized 
structure in 1996. Despite the number of health authorities, however, 
certain governance issues remain constant. As Lewis and Kouri (2004, 
27) suggest, for example, governments can have a hard time deciding 
“whether they can and should get out of the management business”; and 
confusion (or tension) regarding the appropriate division of activity by 
health authorities and departments of health remains a feature of prov-
inces adopting a single health authority structure, just as it was for those 
with several RHAs. A more detailed analysis of what the consolidated 
Nova Scotia Health Authority can hope to achieve, as well as some of the 
potential pitfalls it may encounter, will be presented in chapter 8.

2.1  Overview and history

Halifax’s early reputation was of “a port of disease and pestilence” (Mar-
ble, 2006, 139). This is perhaps unsurprising, given its position at the 
entrance of a large natural harbour. Acting as a centre for international 
commercial trade and the transfer of troops and prisoners of war, as well 
as a port of entry for immigrants, the city experienced notable epidemics 
of smallpox, cholera, and typhus fever, which shaped the development 
of the province’s health care system. Yet it is also interesting to note that 
the leading cause of death in the first half of the nineteenth century was 
not disease, but accidents (Table 2.1). Between 1800 and 1850, a third 
of all deaths in Nova Scotia could be attributed to unintentional injury, 
while all communicable diseases combined contributed another third. 
By 2009, cancer and heart disease accounted for half of all deaths in the 
province, while less than 3 per cent of deaths were due to a communica-
ble disease (mostly influenza).

Nova Scotia’s strategic geopolitical relevance in the eighteenth cen-
tury was, at best, an ambivalent variable in the historical development 
of its health care system. Despite the large numbers of highly qualified 
medical personnel who arrived in Nova Scotia to tend to the health of 
the military troops (340 surgeons alone between 1749 and 99), the Brit-
ish did not assume responsibility for the health of their colonists through 
either the provision of competent medical professionals or the building 
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of hospitals (Marble, 1993, 3, 26, 185). For more than a hundred years, 
the only hospital accessible to the public was to be found in the local 
poorhouse (there were, however, discrete hospitals for the Navy, Army, 
mariners, and prisoners of war). Just as today, health policy in the eight-
eenth and nineteenth centuries was often shaped as a response to seri-
ous public health crises. No public health officer, for example, was 
appointed to inspect immigrant ships for smallpox or typhus fever until 
1827, when a serious epidemic precipitated the appointment of the posi-
tion (though it is also unclear how difficult it was to fill the position, 
given the statistically high likelihood that the recipient would perish 
from the very diseases he was expected to control: see Marble, 2006).

Then as now, as well, the development of health infrastructure was hob-
bled by the political division between rural and urban constituencies. Hal-
ifax, with the largest port, experienced the highest occurrence of disease; 
but it had already committed financially to the development of municipal 
services such as fire protection, water supply, sewage, street lighting, and 
city prisons and could not on its own afford the considerable costs of 
establishing a general public hospital as well. The House of Assembly in 
Nova Scotia was in a far better position to raise these funds; but as only a 
minority of the seats were held by representatives from Halifax, attempts 
to establish a hospital in Halifax were challenged by those who felt that 
they would be taxed to provide a service they would be highly unlikely to 
use (Marble, 2006). Finally, with a limited grant from the province, as well 
as private funding, the first designated general hospital in the province, 
the City and Provincial Hospital, opened to the public in the 1860s.

Private subscriptions and earmarked levies were a common method 
of financing large capital projects in the nineteenth century. During 

Table 2.1  Causes of death, Nova Scotia, 1800–50 and 2009

1800–50 % 2009 %

Accidents 35.6 Cancer 30.0
Smallpox 16.3 Heart disease 20.4
Consumption (TB) 8.2 Stroke 6.2
Cholera 5.5 Respiratory disease 5.5
Neuropathy 4.7 Unintentional injuries 5.3
Scarlet fever 4.4 Alzheimer’s 3.3
Violence 4.3 Diabetes 2.7
Respiratory diseases 3.9 Influenza and pneumonia 2.2

Sources: Marble, 2006, 175; Statistics Canada, Leading Causes of Death in Canada, 
2009, available at http://www.statcan.gc.ca/pub/84-215-x/2012001/tbl/T016-eng.pdf.

http://www.statcan.gc.ca/pub/84-215-x/2012001/tbl/T016-eng.pdf
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the War of 1812, for example, the considerable sum of 10,000 pounds 
had been collected by the British military through a port tax in eastern 
Maine (the Castine Funds). While there had been some expectation that 
these funds would be used to establish a new alms house in the province, 
the Earl of Dalhousie, governor of Nova Scotia, decided instead to use 
the funds to establish a “college of learning.” It was some time before 
this institution included a faculty of medicine, however, largely because 
there was no public general hospital available for the training of resi-
dent physicians. Once this barrier was overcome, the attempt to set up 
a faculty for the instruction of medical doctors was then obstructed by 
the fact that the practice of dissection was still illegal within the province 
(but given the significant proportion of doctors sitting in the House of 
Assembly, this obstacle was quickly eliminated). Within a few years of 
Confederation, Halifax could finally boast of a large public hospital, a 
faculty of medicine, and a modern psychiatric hospital (Marble, 2006). 

When it opened, the City and Provincial Hospital provided 50 beds. By 
1892, the now renamed Victoria General Hospital had 180 beds, which 
expanded to 250 beds in 1922 and 400 beds in 1948 (Nova Scotia, 1950, 
3). In contrast, the current Queen Elizabeth II Health Sciences Centre 
has a capacity of 1,380 beds, with outpatient visits numbering approxi-
mately 739,286 per year (Capital District Health Authority [CDHA], 
2013). For much of the nineteenth and twentieth centuries, the city of 
Halifax was informally segregated between Protestant and Roman Cath-
olic institutions, including schools, universities, and sports and leisure 
facilities. Hospitals were no different, and until 1973 the Halifax Infir-
mary (founded by the Sisters of Charity of St. Vincent de Paul in 1886) 
served unofficially as the Roman Catholic hospital. The infirmary was 
then taken over by the province and merged with the federally run veter-
ans’ hospital (Camp Hill) in 1988. Between 1994 and 1996, the Victoria 
General, the Halifax Infirmary, the Camp Hill Hospital, and the Abbie 
Lane Hospital were formally merged into the present Queen Elizabeth 
II Health Sciences Centre.

Hospitals began to be established in the surrounding communities 
within a few decades of the founding of the City and Provincial Hospi-
tal. Springhill opened a hospital in 1893, as did New Glasgow in 1895. 
Eight more were opened throughout the province in the first decade of 
the twentieth century. In 1949, Nova Scotia (like many other provinces) 
received a Federal Health Survey Grant to take stock of the province’s 
health care infrastructure. This followed the 1945 and 1946 Dominion-
Provincial first ministers’ conferences on postwar reconstruction, at 
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which the possibility of a federal hospital insurance system was broached. 
In anticipation that demands for hospital care would increase signifi-
cantly were a compulsory hospital-insurance system to be introduced, 
Ottawa encouraged the provinces to take inventory of what services 
existed, the rate of utilization of such services, and any notable gaps or 
deficiencies in care. From the resulting health survey report, we have a 
remarkably clear picture of what Nova Scotia’s health system looked like 
in 1949.

By 1949, Nova Scotia could boast of 66 hospitals, with several more 
under construction (Table 2.2). The average hospital stay in 1948 lasted 
7.3 days, with 13 per cent of the total population having been hospital-
ized (Nova Scotia, 1950, 31, 133). No doubt the rising number of hospi-
tal births contributed to the latter figure: in 1925, only 10.5 per cent of 
all live births occurred in a hospital setting, compared to 79.6 per cent 
in 1948 (31). Costs per patient-day rose from $2.67 in 1935 to $7.67 in 
1948, an increase of 187.2 per cent (73). Hospitals consumed 13 per 
cent of total expenditure for health services, while physicians accounted 
for 39.8 per cent, and drugs for 12.9 per cent (110). In 2014, in con-
trast, hospitals accounted for 30 per cent of the province’s health care 
budget, physicians 15 per cent, and drugs 16 per cent (CIHI, 2014). Just 
under 20 per cent of the population in 1949 held private (Blue Cross) 
health insurance (Nova Scotia, 1950, 102), which had been introduced 
into the Maritimes in 1943. Two of the hospitals were owned by the Nova 
Scotia government (the only province in addition to Newfoundland, 

Table 2.2  Inventory of hospitals in Nova Scotia, 1949

Type Number Notes

General 10 Bed capacity < 20
16 Bed capacity 20–49
5 Bed capacity 50–99
6 Bed capacity 100+
7 Under construction

Pediatric 1
Maternity 3
Infectious 1
TB 4 Does not include 2 annexed to other hospitals
Mental 19
Veterans’ 1
Defence 1
Total 74

Source: Nova Scotia, Report on the Survey of Hospitals in Nova Scotia under the 
Federal Health Survey Grant, 1949. Halifax, 1950.



20  Nova Scotia

noted the health survey report, “in which general hospitals are owned 
and operated by the provincial government” [3]). Eighteen hospitals 
were owned by voluntary community organizations, eight by local gov-
ernments, nine by church organizations, and three by associations of 
industrial workers (119).

Many of the concerns highlighted by the 1950 health survey report 
seem remarkably prescient. Even in 1949 apprehension was being 
expressed over the high costs of inpatient care, and much of this was 
in turn related to the rise in the number of chronically ill patients 
(though the most common chronic disease of this period was tubercu-
losis rather than cancer, diabetes, or heart disease). Consequently, the 
report stressed the need to develop preventive health care and establish 
a larger number of nursing homes for the treatment of the chronically 
ill. Other recommendations with a palpably modern sensibility include 
the call to establish group practices and the suggestion that the manage-
ment of hospitals and hospital planning should be more integrated at 
the provincial level. The last point illustrates how health care since the 
founding of Halifax in 1749 to the late 1940s had been very organic: it 
was developed when and where it was needed (albeit at times after a 
great deal of effort), and it was largely financed and run at a local level. 
“Although comments are sometimes made concerning the ‘Hospital sys-
tem’ of Nova Scotia,” notes the health survey report, “no such system 
exists. There is no organization or integration either on a provincial or 
regional basis. Communities, large and small, have been provided with 
hospital services by the efforts of various individuals or groups without 
any definite plan or over-all system” (Nova Scotia, 1950, 147). The idea 
that provincial health care was a systemic entity, and that the provincial 
government had a role to play in shaping it, began to inform Nova Scotia 
policymaking only in the last half of the twentieth century.

As in most provinces, the move to thinking about an integrated pro-
vincial health care system began with the discussion over public health 
coverage. Compulsory health insurance itself was not a new concept 
in Nova Scotia, which likely enjoyed the first comprehensive medical-
coverage program in Canada. The “check-off” health insurance system 
implemented by Cape Breton coal companies in the mid to late nine-
teenth century was a mandatory condition of employment in which 
weekly pay deductions entitled miners and their dependents to “unlim-
ited physician visits, a range of medications, surgical procedures, and 
hospital services” (McAlister & Twohig, 2005, 1504). Services and fees 
were negotiated by the coal company, the union, and the physicians, and 
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lasted until the implementation of public insurance for medical services 
in Nova Scotia. Another early example of health insurance in Nova Sco-
tia dates back to 1782: workers labouring in the Naval Dockyards could, 
with a deduction of four pence per month, expect medical assistance, 
such as it was, should they require it (Marble, 1993, 131).

But universal hospital coverage was a new phenomenon. The debate 
over the introduction of publicly insured hospital insurance in 1959 was 
relatively muted in Nova Scotia, compared to the more acrimonious dis-
cussion in many other provinces. This was likely due to the timing of the 
legislation, as Nova Scotia introduced its public hospital insurance plan 
2 years after federal legislation, and at least a year after Saskatchewan, 
Manitoba, Alberta, British Columbia, and Newfoundland introduced 
provincial public insurance plans. The Nova Scotia Medical Society was 
keenly aware that the plan had not only been endorsed by the Cana-
dian Medical Society but had also been sanctioned by “the results of the 
recent Saskatchewan election.” The society was thus guardedly concilia-
tory over the introduction of public hospital insurance, and it asserted 
to its members that “given the whole-hearted support of their profession, 
The Medical Society of Nova Scotia can succeed in retaining in this prov-
ince a large measure of the traditional ideals and freedoms of practice 
within the framework of a comprehensive medical service available to 
all who wish to participate” (Nova Scotia Medical Society, 1960, 1). The 
society was widely consulted in developing the legislation, and its views 
were very evident in the Nova Scotia Hospitals Act and its supporting 
regulations.

Ten years later, Nova Scotia introduced its public insurance program 
for physician services. The administrative development of this program 
was considerably easier than the hospital insurance program had been, 
as the province already had a voluntary prepaid nonprofit plan for medi-
cal services. Sponsored by the Medical Society of Nova Scotia, the Mari-
time Medical Care Plan had been established in 1948. Within 10 years, 
the Maritime Medical Care Plan had approximately 130,000 subscribers. 
The plan was affiliated with the Trans Canada Medical Plan overseen 
by the Canadian Medical Association, which attempted (with some dif-
ficulty) to coordinate health insurance across many Canadian provinces 
(Fraser, 1961). In 1960, Maritime Medical Care introduced the first 
health insurance plan in Canada designed specifically for the elderly. 
Because the Maritime Medical Care Plan was largely controlled by physi-
cians, there was some resistance on the part of the Medical Society to a 
compulsory public plan. In 1963, the Medical Society presented a plan 
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for coverage for the whole population; this plan was essentially a sys-
tem of voluntary subscription to “approved carriers” by those who could 
afford them, and subsidies to those who could not. This idea was quickly 
overshadowed by the 1964 Hall Commission Report, which instead rec-
ommended a universal and compulsory approach to health coverage. 
Given that only 40 per cent of Nova Scotians had private health insur-
ance at this time (Bickerton, 1999, 166), and given the dollar-for-dol-
lar cost-sharing proposal of federal legislation introduced in 1966, the 
advantage of a government-sponsored plan was quite clear. On 1 April 
1968, Maritime Medical Care began to administer the new Medical Ser-
vices Insurance (MSI) plan.

The role of Maritime Medical Care in the development of Nova Sco-
tia’s public health care system is quite remarkable. From the beginning, 
the province strongly favoured the involvement of Maritime Medical 
Care in running a government-sponsored plan due to its administra-
tive and actuarial expertise and because of the excellent relationship 
Maritime Medical Care had with Nova Scotia physicians. Given the short 
time frame set out by Ottawa for the development of medical insurance, 
provincial officials were dubious that the province would have enough 
expertise and resources to develop a viable plan de novo. Federal officials 
were sympathetic to the proposal to use the privately held Maritime Med-
ical Care but felt that the stipulation of “public administration” in the 
federal medicare legislation under section 4(1)(a) precluded a doctor-
sponsored plan. The door opened a crack in 1965 when Judy LaMarsh, 
federal minister of Health and Welfare, was reported to have stated that 
she would not rule out the possibility of a province developing a “two-
tier” system in which a doctor-sponsored plan acted “in certain respects” 
as a province’s agent (Nova Scotia, 1967, 137). This was possibly due to 
the fact that Saskatchewan’s medicare system already had two doctor-
sponsored plans operating concurrently with the new public plan, albeit 
only as “post offices” that received claims from doctors and forwarded 
them to the province’s Medical Care Insurance Advisory Commission (or 
received cheques from the Commission and mailed them to doctors). 
Nova Scotia officials appealed to incoming federal minister of Health 
and Welfare Allan MacEachen, whose federal constituency happened to 
be in Cape Breton. MacEachen responded that Maritime Medical Care 
could be used to the extent desired, if provincial legislation were altered 
to assign to Maritime Medical Care “as part of the provincial authority” 
the role of assessing and approving accounts. In effect, the corporate 
status of Maritime Medical Care would have to be altered “to have one 
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company represent the private side and another to represent the public 
side” (Nova Scotia, 1967, 145). Much negotiation ensued regarding the 
particular nature of this legislation, as Ottawa was quite concerned that 
the outcome would have “far reaching implications with regard to the 
establishment of the public authority in other provinces” (ibid., 141). In 
the end, Ottawa eventually accepted the concept of two separate entities 
within a single insurance authority. The public side of Maritime Medical 
Care became answerable to the minister of health, while the private side 
did not. The result of this curious legacy is that a significant component 
of Nova Scotia’s current health care system is administered by a large 
private nonprofit organization that not only executes a number of major 
public functions but also owns and operates several private for-profit 
health care companies (see section 2.2.3).

One year following the implementation of the Medical Care Insurance 
Act, the province established the Nova Scotia Council of Health to advise 
on health service planning and utilization. The first major document 
produced by the council was Health Care in Nova Scotia: A New Direction 
for the Seventies (1972) and, in contrast to the guarded optimism of the 
public insurance advisory commission reports, the tone of A New Direc-
tion for the Seventies was almost apocalyptic. Warning of “the approaching 
crisis,” the report began by stating that “increasing demands arising from 
the introduction of hospital and medical insurance have placed the qual-
ity of the entire health system in jeopardy” (Nova Scotia, 1972, i). Given 
the financial statistics presented in the report, there was clear justifica-
tion for the alarm. The average escalation rate in health care spending 
between 1966 and 1972 was 12.5 per cent. Overall health costs in the 
province in 1960 amounted to $49,253,000. By 1965 this had increased 
to $78,439,000; and in 5 years this amount had almost doubled again to 
$140,653,000 (ibid., 4, 7). The report identifies three reasons for this 
escalation:

•	 increased use of the system through public response to opportunities 
created by hospital and medical insurance;

•	 the growing use of the most highly trained technical personnel in 
hospitals to provide all services, regardless of the skills required; and

•	 increases in salaries and wages. (Nova Scotia, 1972, 5)

What is remarkable in this report is the modern-sounding analysis 
not only of the systemic problems of health care delivery but also of 
the strategies for dealing with them. In addition to moving away from 
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hospital-based treatments (as hospitals accounted for two-thirds of 
health care spending), the report called for administrative integration, 
a more effective utilization of health care personnel, more emphasis on 
disease prevention, and improved evaluative standards and assessment 
methods.

The 1972 report was the first attempt to superimpose a rationalized, 
overarching structure on Nova Scotia’s health care system. The report 
approvingly cited England’s 1972 White Paper on NHS Reorganization, 
which stated that “[a]dministrative reorganization within a unified health 
service that is closely linked with parallel local government services will 
provide a sure foundation for better services for all” (Nova Scotia, 1972, 
27). The Council of Health sketched out a system of community health 
boards at the local level that would be responsible to a smaller number 
of regional health boards, which themselves would answer to a single 
provincial health commission. The health commission would be respon-
sible to the minister of health for the overall planning and implemen-
tation of health services. A second major report on health-professions 
licensing was commissioned in 1974, and it was presented in 1976. As 
Boase notes, regulation of the health professions

had historically been an ad hoc, reactive process, and the result was confu-
sion, complexity, and lack of coordination. The resultant chaos was unac-
ceptable under public funding, and the committees and commissions were 
an attempt to determine a rational approach to this rapidly expanding sec-
tor, to instill some order, and to establish political and administrative con-
trol before the proliferation of self-governing professions made the system 
totally unmanageable. (1994, 87)

The development of the regulation of the health professions will be dis-
cussed in more detail in section 2.5.

Many themes of the 1972 report – integration, moving health care 
out of hospitals, health promotion, and community engagement – were 
echoed in the Report of the Nova Scotia Royal Commission on Health Care 
(“Towards a New Strategy”), which was commissioned in 1987 and pub-
lished in 1989. But there were notable differences as well. The 1989 
report (Gallant) was discernibly influenced by principles of New Pub-
lic Management and emphasized regionalization and decentralization, 
evaluatory frameworks, community engagement, and financial incen-
tives. But it was also distinct in the approach it took to physicians. Pre-
vious reports on Nova Scotia’s health care system had been written by 
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physicians or by committees chaired by physicians. The authorship 
of the 1972 report included seven physicians (one of whom was the 
chair); the 1989 commission included one physician and was chaired 
by a chartered accountant. The latter report, unsurprisingly, was the 
first substantially to challenge the role and organization of physicians 
in the province. The report pointed out that in 1976 Nova Scotia had 
finally reached parity with the Canadian average on physician expendi-
ture per person and that the province continued to exceed the Cana-
dian average by ever-increasing amounts thereafter (Nova Scotia, 1989, 
21). The average income for Nova Scotia physicians was by 1986 sec-
ond only to Ontario physicians (20). There were, it added, simply “too 
many physicians in Nova Scotia” (22). “Given the trends noted above,” 
it concluded, “there is a need to control the factors of supply, utiliza-
tion, remuneration, and distribution of physicians and their services” 
(22).These included widening nurses’ (and other health care profes-
sionals’) scopes of practice; limiting the fee-for-service payment system; 
and restricting the issuance of new billing numbers.

It is arguable that the strategy of regionalization and decentralization 
undertaken by the province in the 1990s can be understood not only as 
part of a much larger current of thinking regarding the way in which 
governments ought to run public programs, but also as an attempt to 
wrest power away from a medical elite that was possibly one of the strong-
est (vis-à-vis its provincial government) in the country (Black & Fierl-
beck, 2006). Nonetheless, Nova Scotia’s program for health care reform 
was quite consistent with those being undertaken by British Columbia, 
Saskatchewan, Manitoba, Quebec, and New Brunswick. As Hurley et al. 
observe, all these health care reform commissions spoke “with one voice 
in arguing that current fiscal realities require a restructuring of govern-
ance to ensure better management of health care resources so that they 
are allocated in such a way as to obtain the most value (i.e., health) for 
resources expended” (1994, 494). The rationales for this move can, they 
add, be summarized by six themes:

Better management will not only contain costs, but will produce and deliver 
services with improved efficiency in ways more flexible and responsive to commu-
nity needs. It will improve integration and coordination of complementary and 
substitutive services, ensuring a full continuum of care available whenever 
possible, in a community setting and evaluated according to health outcomes. 
Finally, there is to be a significant increase in community participation in 
planning decisions for health care. (494)
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The recommendations of Nova Scotia’s 1989 report were not, how-
ever, implemented by the Conservative Buchanan government. While 
the incoming Conservative Cameron administration did accept most the 
recommendations of the report in principle, they negated any attempt at 
significant decentralization by proposing the establishment of six purely 
advisory regional health agencies appointed by the provincial govern-
ment. The province did act on the report’s recommendation to create a 
provincial health council. This body, established in 1991, was to consult 
with Nova Scotians and to provide the provincial government with advice 
on health goals and comprehensive health policy formulation. By 1992, 
the provincial health council had released its own report “challenging 
the government to act on its key recommendations” (Bickerton, 1999, 
170). The Liberal opposition quickly coopted key ideas of the council’s 
document even as the Conservative government dismissed them. On 25 
May 1993, a majority Liberal government was elected, and for the first 
time, the province had a government with a physician as both premier 
(John Savage) and minister of health (Ron Stewart).

Attempts to achieve substantive reform of Nova Scotia’s health care 
system following the establishment of public insurance can be grouped 
into three periods: 1994–6, 1999–2001, and 2013–15. Unsurprisingly, 
they follow the election of new governments: the Liberal Savage govern-
ment, elected in 1993; the Conservative Hamm government, elected in 
1999; and the Liberal McNeil government, elected in 2013. Interestingly, 
the first-ever NDP government, elected in 2009, did not propose radical 
structural reforms to the health care system. Rather, the Dexter govern-
ment made a conscious decision not to make any profound administra-
tive reforms on the grounds that improvements to health service delivery 
could be better achieved in a stable environment that was not consumed 
by drastic institutional restructuring (Steele, 2014b).

The first cycle of reform began directly after the inauguration of the Sav-
age government. Health Minister Ron Stewart appointed a minister’s task 
force (the “Blueprint Committee”) which reported in the spring of 1994. 
The report was responding to claims that “the current focus on central-
ized control serves to make the system rigid, inflexible and unresponsive 
to regional health needs” (Nova Scotia, 1994, 6). The proposal presented 
by the Blueprint Committee was radical and far-ranging, but it supported 
the direction already articulated by both the 1989 Gallant report and the 
1992 Provincial Health Council. The thrust of the Blueprint Committee’s 
plan was the elimination of all local hospital boards and the establishment 
34 community health boards (CHBs). These boards would have broad 
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authority for the delivery of health services and the budgetary author-
ity necessary to make extensive planning decisions. In keeping with the 
New Public Management dictum of “steering, not rowing,” the role of 
the Department of Health was to be that of “planner, funder, and evalu-
ator” making comprehensive and long-term planning decisions rather 
than of health provider (Nova Scotia, 1994, 10). Rather ironically, the 
four proposed regional health boards (RHBs) were originally designed 
to play a very minor role as a “communication mechanism between these 
two levels” (ibid, 7). In the end, however, the RHBs became the domi-
nant players, eclipsing the CHBs altogether. As Bickerton explains, the 
interim regional health boards created under the framework legislation 
were able successfully to argue that “forcing the regional boards to share 
their control over regional health expenditures with community boards 
would be inviting disaster from a budgeting and cost-control perspective” 
(Bickerton, 1999, 173). Indeed, the fiscal environment in the mid-1990s 
was hardly a propitious time for ambitious change. By the time Ottawa 
introduced the 1996 Canada Health and Social Transfer, provincial 
health reform had completely stalled. The RHBs, comprising only mem-
bers appointed by the government (and vetted by the party in power: see 
MacLeod, 2006, 562) were firmly in control of health service delivery. The 
role of the CHBs was ambivalent at best, and invisible at worst. As in other 
provinces, a wave of cost-cutting measures comprised health care “restruc-
turing”; but the participatory and community-oriented thrust of the 1989, 
1992, and 1994 documents was lost.

The next reform cycle was rooted in widespread public unhappiness 
with the cutbacks in health care services that had occurred under the 
label of “reform.” The election of July 1999 returned a new Conservative 
government led by another medical doctor, John Hamm. The party had 
campaigned on a platform of making health care “more responsive to 
the community,” and once elected, it immediately struck the Minister’s 
Task Force on Regionalized Health Care in Nova Scotia (the Goldbloom 
report). In its public consultation phase, the task force was inundated 
with public criticism of the regionalization process. Nova Scotians were 
quite cognizant that the nature of health service delivery had changed 
a great deal and to no one’s satisfaction; but it was unclear to the public 
whether the quality of health care had changed due to the structural 
changes or to the fiscal squeeze itself. The Goldbloom report (Nova Sco-
tia, 1999) concluded that the structure of regionalization was essentially 
sound (a view supported by the province’s auditor general [Nova Scotia 
Office of the Auditor General, 1999]), but that the roles of the RHBs 



28  Nova Scotia

and the CHBs ought to be clarified and codified in legislation. Politically, 
however, the government had campaigned on the principle of making 
health care more receptive to the needs of local communities, and sim-
ply reinforcing the status quo did not provide the optics of being politi-
cally responsive to the general public. In consequence, the government 
created Bill 34 (taking effect on the first of January 2001 as the Health 
Authorities Act), a statute that expanded the four RHBs into nine dis-
trict health authorities (DHAs). It also recognized the formal existence 
of CHBs, although the CHBs remained purely advisory. DHAs continued 
to be made up of appointed members.

Despite claims by the proponents of regionalization that it would result 
in significant cost containment, these savings never materialized (Black & 
Fierlbeck, 2006). Escalating costs led the Nova Scotia government to com-
mission a report from a private consultancy firm, Corpus Sanchez, which 
presented a technical discussion of the restructuring of service delivery 
in the province (Nova Scotia, 2007a).The suggestions – an emphasis on 
primary care and a move away from hospital-based care – were not par-
ticularly novel (they had, for example, already been clearly articulated in 
the 1972 health reform document A New Direction for the Seventies). Again, 
however, these suggestions did not translate well politically, and critics 
challenged the rhetoric of “change and transformation”: “by change they 
mean reductions in the hours of service at rural ERs. By transformation 
they mean redefining hospitals as regional sites or community centres so 
they can make the argument that such sites do not need laboratory, diag-
nostic, surgical or even ER services” (Buott, 2008).

During the 2009 election campaign the New Democratic Party was 
able successfully to capitalize on the widespread public fear of the Cor-
pus Sanchez recommendations, and it was elected on a promise not 
to close down rural hospitals. This was good politics but bad policy, as 
the rural hospital system was (as in most provinces) highly inefficient 
and very expensive. The political imperative to protect an economically 
unfeasible policy option led the government to develop an innovative  
solution – collaborative emergency centres (CECs) – that received much 
attention from jurisdictions across Canada (see chapter 4.1). But the 
NDP’s term in office coincided with the global recession that began in 
2008, and it was beset with difficult economic policy choices that, by 
2013, led to the election of the McNeil Liberal government, which rea-
malgamated the nine DHAs into a single authority in April 2015. (See 
Box 2.1 for a comprehensive listing of major milestones in the develop-
ment of Nova Scotia’s health care system.)
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Box 2.1 Major milestones in the evolution of Nova Scotia’s 
health care system

1947	� Ottawa provides a Federal Health Survey Grant to Nova Scotia to pro-
duce an inventory of the capacity of the provincial health care system.

1948	� Maritime Medical Care is established.
1950	� The Report on the Survey of Hospitals in Nova Scotia under the Federal 

Health Survey Grant is published.
1957	� The Nova Scotia Hospital Services Planning Commission is 

appointed under the authority of Bill 55.
1959	� Nova Scotia adopts public hospital insurance under the Nova 

Scotia Hospitals Act.
1966 	�The Advisory Commission on Medical Care Insurance is appoint-

ed under the authority of Bill 148.
1969 	�Nova Scotia adopts public medical insurance under the Medical 

Care Insurance Act.
1970 	�The Nova Scotia Council of Health is created (formally repealed 

by the Health Authorities Act in 2014).
1972 	�Provincial task force publishes Health Care in Nova Scotia: A New 

Direction for the Seventies.
1974 	�Report of the Nova Scotia Commission on Health Professional 

Licensing.
1989 	�Report of the Royal Commission on Health Care (the Gallant 

report).
1989 	�Medical Care Insurance Act and Hospital Insurance Act consoli-

dated as the Health Services Insurance Act.
1992 	�Provincial Health Council releases its Blueprint for Health.
1994 	�The Minister’s Action Committee on Health System Reform pub-

lishes Nova Scotia’s Blueprint for Health System Reform.
1994 	�Nova Scotia passes framework legislation (the Regional Health 

Boards Act) to create four regional health boards.
1995 	�The Department of Health releases From Blueprint to Building: 

Renovating Nova Scotia’s Health System.
1995 	�Amalgamation of four major Halifax hospitals into the Queen 

Elizabeth II Health Sciences Centre.
1996 	�The Grace Maternity Hospital and IWK Children’s Hospital 

merge (as of 2001 the hospital becomes known as the IWK 
Health Centre).
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1998 	� Emergency Medical Care (EMC), a subsidiary of Maritime 
Medical Care, is established to provide Nova Scotia’s ambulance 
services.

1999 	� Maritime Medical Care and Blue Cross of Atlantic Canada merge 
to form Atlantic Blue Cross Care.

1999 	� The minister’s task force publishes its report on regionalized 
health care in Nova Scotia (the Goldbloom report).

2001 	� The province passes the Health Authorities Act, which transforms 
the four regional health boards into nine district health authorities.

2002 	� The Office of Health Promotion is established.
2003 	� Atlantic Blue Cross Care becomes known as Medavie Inc.
2006 	� Province releases Renewal of Public Health in Nova Scotia: Building a 

Public Health System to Meet the Needs of Nova Scotians.
2006 	� Public health branch of the Department of Health and Chief Med-

ical Office of Health merge with the Office of Health Promotion 
to become the Department of Health Promotion and Protection.

2007 	� Province releases Changing Nova Scotia’s Healthcare System: Creating 
Sustainability through Transformation (the Corpus Sanchez report).

2010 	� Province releases The Patient Journey through Emergency Care in Nova 
Scotia: A Prescription for New Medicine (the Ross report).

2010 	� Province releases Better Care Sooner: The Plan to Improve Emergency 
Care.

2011 	� Department of Health merges with the Department of Health 
Promotion and Protection to become the Department of Health 
and Wellness.

2012 	� Nova Scotia passes the Regulated Health Professions Network 
Act.

2014 	� The Department of Health releases Putting Patients First.
2014 	� Nova Scotia passes the Essential Home-support Services Act.
2014 	� Nova Scotia passes the Essential Health and Community Services 

Act.
2014 	� Nova Scotia passes the Health Authorities Act.
2015 	� The Health Authorities Act 2014 comes into effect April 2015. 

The act amalgamates nine district health authorities into one 
(IWK remains separate).

2015 	� Nova Scotia passes the Public Services Sustainability Act.
2016 	� The Department of Health and Wellness is reorganized to reflect 

the consolidation of the DHAs.
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2.2  Organization of the provincial health system

The organization of health care in Nova Scotia is formally set out in 
the Health Authorities Act (the Health Authorities Act 2001 was super-
seded by the Health Authorities Act 2014 as of 1 April 2015). In 2015 
and 2016, Nova Scotia executed two major structural changes in the way 
that health care administration was organized. The first was an amal-
gamation of its nine DHAs into one large health authority (with the 
large women’s and children’s hospital in Halifax constituting a separate 
corporate authority). The second was an internal reorganization of the 
DHW, made to reflect the reamalgamation of the DHAs (see chapter 7 
for a more detailed discussion of the process of reorganization).

2.2.1  The Nova Scotia Health Authority

Excepting the IWK Health Centre, the operation of Nova Scotia’s health 
system is now under the purview of the Nova Scotia Health Authority 
(NSHA), which is governed by the NSHA board of directors. The IWK 
Health Centre for women and children in Halifax is considered a sepa-
rate corporate entity. The boards of the NSHA and IWK are responsi-
ble to the DHW. The NSHA board has direct oversight of the president 
and CEO of the NSHA, as well as of the community health boards (see 
Figure 2.1). Directors on the NSHA board are now appointed directly 
by the minister of health and wellness, although directors on the IWK 
Health Centre board are self-perpetuating. The CEO of the NSHA, in 
turn, is responsible for eight-and-a-half vice-presidents (one VP posi-
tion is shared with the IWK). The CEO and vice-presidents, in general 
terms, are responsible for strategic planning; quality-improvement plan-
ning; the monitoring, evaluation, and enhancement of professional ser-
vice, teaching, and research; business and budget planning; developing 
health and wellness “integration networks” at the provincial level; and 
priority setting for the province.

The NSHA is further divided into four regional zones: western, north-
ern, eastern, and central (see Figure 2.2). Each zone has both a medi-
cal executive director and an operations executive director. In general 
terms, all zonal executive directors are responsible for the integration 
and coordination of care and service within and across health care 
zones, ensuring compliance with provincial policy and procedure; super-
vising sites and service areas within their respective zones; operating 
within the approved service plan and budget for each respective zone; 
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Figure 2.1  Organizational chart of the Nova Scotia Health Authority and IWK 
Health Centre, 2016
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and maintaining relationships with community stakeholders. The zone 
medical executive directors’ functions are, more specifically, to ensure 
consistency with provincial standards across programs and services; to 
develop, implement, monitor, and evaluate integrated service plans; to 
establish interprofessional teams; and to support the zone operations 
executive director. The zone operations executive directors oversee 
the transition and alignment of services and programs to ensure cor-
respondence across zones; establish integrated networks within their 
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respective management zones; identify planning priorities; and nurture 
relationships with the community health boards, foundations, and auxil-
iary units within their jurisdictions.

The vice-presidential positions serve as the coordinating mechanism 
between the NSHA management and the zonal management, as well 
as between the NSHA and the IWK Health Centre. The VP medicine 
and integrated health services, for example, is a key position, as this VP 
directly supervises all four zonal medical executive directors and oversees 
physician evaluation, credentialing, remuneration, and resource plan-
ning. Each of four VPs of integrated health services has direct respon-
sibility for the operations of one of the management zones (western, 
northern, eastern, and central), as well as accountability for a specific set 
of programs (see Box 2.2). Three VPs (stewardship and accountability, 
quality and system performance, and people) have no direct oversight 

Figure 2.2  Nova Scotia Health Authority management zones
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Adapted from Statistics Canada, Nova Scotia Health Regions, 2007. This does not  
constitute an endorsement by Statistics Canada of this product.
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Box 2.2 Roles and functions of NSHA vice-presidential positions 

VP medicine and integrated health services

• Provides supervision to zonal medical executive directors
• Leads the development and implementation of physician performance

evaluation
• Leads development and implementation of procedural credentialing
• Oversees credentialing and privileging process and compliance
• Coordinates physician resource planning
• Represents NSHA on matters pertaining to physician remuneration
• Champions health information innovation management

VP integrated health services – primary care & population health

• Accountability for:
- Public health and health promotion
- Primary health care
- Diabetes education
- Palliative care
- Indigenous health/first nations
- Obstetrics and gynecology (link to IWK Health Centre)
- Pediatrics (link to IWK Health Centre)
- Clinical nutrition
- Community health board support
- Diversity

• Oversight for western zone operations

VP integrated health services – program of care 1

• Accountability for:
- Critical care
- Emergency/trauma
- Laboratory medicine
- Diagnostic imaging, pharmacy
- Electro-diagnostics
- Endoscopy
- Ambulatory care clinics
- Renal care and dialysis

• Oversight for central zone operations
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VP integrated health services – program of care 2

•	 Accountability for:
-	 Cancer care
-	 Peri-operative and surgical services
-	 Cardiovascular health
-	 Medicine services (GI, respiratory, etc.)
-	 Central sterilization and reprocessing

•	 Oversight for eastern zone operations

VP integrated health services – community support and management

•	 Accountability for:
-	 Continuing care
-	 Long-term care
-	 Home Care
-	 Seniors’ care
-	 Rehabilitative and psycho-social services
-	 Mental health and addictions
-	 Spiritual care

•	 Oversight for northern zone operations

VP stewardship and accountability

•	 Leads development and implementation of operational and business 
plans

•	 In conjunction with VP medicine, provides oversight of development 
and implementation of IT/IM multiyear plan

•	 Oversees maintenance and development of building infrastructure 
and asset management programs and services across the province

•	 Accountability for:
-	 Financial transactions/operations
-	 Budgeting and financial accountability
-	 Information technology and infrastructure
-	 Building and facility services (physical plant, maintenance, environ-

mental services, security, grounds)
-	 Procurement and logistics
-	 Laundry
-	 Patient food/cafeteria
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-	 Patient transport and porter services
-	 Health information services
-	 Biomedical engineering

VP quality and system performance

•	 Oversees quality improvement, patient safety, risk management and 
system-performance systems and processes

•	 Accountability for:
-	 Quality improvement
-	 Patient safety
-	 Strategic planning
-	 System performance and accountability
-	 Decision support
-	 Policy management
-	 Privacy
-	 Project management
-	 Infection prevention and control
-	 Legal services
-	 Enterprise risk management
-	 Emergency preparedness
-	 Accreditation planning

VP people

•	 Leads the design and development of a multiyear human-resources/
talent-management plan

•	 Liaises with government, leads labour-relations strategy and imple-
mentation

•	 Oversees the implementation of the human resources centres of excel-
lence resulting from shared services redesign

•	 Oversees organizational wellness and safety, volunteer services
•	 Accountability for:

-	 Human resources: compensation and benefits; recruitment and staff-
ing; talent management; employee and labour relations; employee 
health, safety, and wellness; HR strategy; HR operations

-	 Change management
-	 Public engagement, marketing and communications
-	 Volunteer services
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-	 Learner placements
-	 Professional practice
-	 Staffing/scheduling
-	 Employee engagement
-	 Organizational development

VP learning, research, and innovation (shared)

•	 Advises on all matters pertaining to research, innovation, and learning 
for both the NSHA and the IWK Health Centre

•	 Leads the development of a multiyear research and innovation plan 
with partners at the universities, community colleges, and private sec-
tor (where appropriate)

•	 Provides strategic and operational leadership through the development 
of collaborative practice environments that enable life-long learning

•	 Accountability for:
-	 Simulation-based learning
-	 Research and innovation
-	 Academic health network and relationship management
-	 Health, organizational and research ethics for the NSHA and the 

IWK Health Centre

Source: Nova Scotia Department of Health and Wellness, 2016.

role of the zones, and they focus on such matters as implementation of 
IT programs, infrastructure, patient safety, labour relations, and human 
resources.

As of 2016, the NSHA comprised a total of 45 hospitals: one tertiary 
(952 beds), nine regional (1,174 beds), and 35 community (1,072 beds). 
It had more than 23,400 employees, including 2,486 physicians and 500 
residents. Its budget for 2015–16 was $1,817,546,047, which made it the 
largest publicly funded operation in the province (Nova Scotia Health 
Authority, 2015a). To assist in planning, the NSHA is supported by 37 
CHBs made up of community volunteers. The 2001 Health Authorities 
Act gave the CHBs formal legal status, and this authority is continued 
under the 2014 Health Authorities Act. The purpose of CHBs under 
this act is to “advise the provincial health authority on local perspectives, 
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trends, issues and priorities, and to contribute to health-system account-
ability by facilitating an exchange of information and feedback between 
the community and the provincial health authority.” While they have 
legal status, CHBs are considered to be neither corporate bodies nor 
“legal entities” (and cannot therefore hire staff, hold funds indepen-
dently, or enter into contracts). The NSHA has the authority to select 
members of CHBs as it sees fit, as long as the selection process is “open, 
public, and transparent.”

2.2.2  Contractors (private not-for-profit)

The private sector also plays a role in the administration and provi-
sion of health care in Nova Scotia. The two largest private not-for-profit 
agencies playing a role in Nova Scotia’s health care system are Medavie 
Blue Cross (also known as Medavie Inc.), and the Health Association 
of Nova Scotia (HANS). The province’s relationship with Medavie is 
a close and historical one. Medavie began as the Maritime Hospital 
Service Association (MHSA) in 1943, offering private health insur-
ance plans. When Nova Scotia developed its public health insurance 
plan, the MHSA was asked by the province if it would be interested 
in administering the new plan, but the MHSA turned down the offer, 
and Maritime Medical Care was selected in its stead. The MHSA (after 
changing its name to Blue Cross of Atlantic Canada in 1986) merged 
with Maritime Medical Care in 1999, and was renamed Medavie Inc. in 
2003. Medavie has both a “public” and a “private” persona. It offers pri-
vate insurance (health, dental, vision, travel, income replacement, and 
life insurance), but it also administers Nova Scotia’s Medical Services 
Insurance (MSI) and Pharmacare programs, as well as the health card 
registration services. Because the Canada Health Act requires provin-
cial health insurance plans to be publicly administered, the MSI plan 
is formally administered and operated by a discrete body made up of 
both the DHW and Medavie under section 8 of the Health Services and 
Insurance Act. The current service level agreement between the DHW 
and Medavie was established (without a tendered process) in 2005, with 
an initial five-year contract and a number of renewal options to follow. 
The contract began at $10.4 million per year, but allowed for annual 
operational increases, and is in effect until March 2017 (Nova Scotia 
Department of Health, 2005).

Despite Medavie’s status as a not-for-profit company, it nonetheless 
acts as the parent company for several for-profit companies, including 
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Medavie Health Services (formerly Medavie EMS Inc.), the ambulance 
company that was selected to provide province-wide ambulance services 
in Nova Scotia, and Medavie HealthEd, a private educational company 
that trains the paramedics that staff the ambulance services. It is not 
uncommon for executives to move between Medavie (the private not-for-
profit body), Medavie Health Services (the private for-profit company), 
and public health care positions. In 2014, for example, the former presi-
dent and CEO of Medavie Inc. was appointed chief administrator for 
the province’s nine DHAs; in 2015, a former chair of the boards of both 
Medavie and Medavie EMS Inc. was asked to serve as the new chair of 
the amalgamated NSHA (after also having served as chair of the IWK 
Health Centre). Bernard Lord, former premier of New Brunswick, was 
appointed CEO of Medavie in September 2016.

Another key private not-for-profit body is HANS. This body (for-
merly the Nova Scotia Association of Health Authorities) performs 
a number of discrete functions. It interfaces with health care unions 
on behalf of the NSHA and the IWK Health Centre (including the 
negotiation of new collective agreements), and it also negotiates with 
health care workers on behalf of private long-term care facilities and 
home-care service providers. It provides medical and dental insurance 
to those employed by organizations it represents (such as the NSHA 
and the IWK) and, through the Nova Scotia Health Employees’ Pen-
sion Plan (NSHEPP), it provides pensions as well. HANS also offers 
biomedical engineering services, including assistance regarding the 
acquisition of medical equipment, the coordination of clinical trials, 
and the inspection, repair, and disposal of medical equipment. HANS 
manages both the province’s training program for continuing care 
assistants (CCAs) and a training course for those providing care to 
dementia patients.

In 2011, the province contracted with HealthPRO, Canada’s largest 
health care procurement-services company, to improve the province’s 
purchasing power in such areas as pharmaceuticals, clinical services, and 
food services. While the DHAs and the IWK had initially used two dis-
crete group-purchasing organizations, they combined their purchasing 
under the HealthPRO contract, which continued after the amalgamation 
of the DHAs. Another private not-for-profit organization, Green Shield 
Canada, has been administering Nova Scotia’s publicly insured dental 
programs since 2016. A number of advocacy and charitable organiza-
tions in the province also provide a wide range of health-related services 
(see Box 2.3). 
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Box 2.3 Main advocacy organizations and charities in Nova Scotia

• Active Living Coalition for Older Adults (ALCOA)
• AIDS Coalition of NS
• Alcoholics Anonymous (NS office)
• ALS Society of NB-NS
• Alternative Programs for Youth and Families
• Alzheimer Society of NS
• Autism NS
• Brain Injury Association of NS
• Brigadoon Children’s Camp Society
• Cancer Care NS
• Canadian Mental Health Association (NS division)
• Canadian National Institute for the Blind (CNIB), (NS office)
• Canadian Red Cross (NS office)
• Canadian Diabetes Association (NS office)
• Canadian Paraplegic Association (NS)
• Caregivers NS
• Chebucto Community Health Team
• Child Care Advocacy Association of NS
• Community Action on Homelessness
• Continuing Care Association of NS
• Canadian Union of Public Employees (CUPE)
• Doctors NS
• Easter Seals (NS Office)
• Excalibur ADHD Association
• Family Service Association
• Feed Nova Scotia
• Heart and Stroke Foundation NS
• Hepatitis Outreach Society of NS (HepNS)
• The Huntington Society (Halifax/Dartmouth chapter)
• Immigrant Services Association of NS (ISANS)
• Laing House
• L’Arche Atlantic region
• Lung Association of NS
• Metro United Way
• Multiple Sclerosis Society of Canada (Atlantic division)
• Narcotics Anonymous (Central Nova area)
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•	 North End Community Health Centre
•	 Nova Scotia Government and General Employees Union (NSGEU)
•	 NS Hospice Palliative Care Association
•	 Nova Scotia Nurses’ Association (NSNA)
•	 Parkinson Canada (Atlantic Office)
•	 People First NS
•	 Phoenix Centre for Youth
•	 PrideHealth
•	 Prostate Cancer Canada (Halifax/Atlantic Region)
•	 Schizophrenia Society of NS
•	 Self-Help Connection
•	 Street Connection
•	 Unifor
•	 Victorian Order of Nurses (VON)
•	 YMCA
•	 YWCA

2.2.3  Contractors (private for-profit)

As noted above, the most prominent private for-profit organization in 
Nova Scotia is Emergency Medical Care Inc. (EMC), a private company 
run by Medavie Emergency Health Services (EHS), which is the corpo-
rate office for the private companies operated by Medavie Blue Cross 
(the private not-for-profit company). Somewhat confusingly, EMC Inc. 
is under contract to a provincial body called Emergency Health Services 
(EHS), which is a division of the DHW. It is not surprising that most Nova 
Scotians do not realize that ambulance services are a private service. (For 
more on ambulance services, see section 2.4.3 and chapter 6.3).

Another private company providing health services on contract to the 
Nova Scotia government is McKesson Canada, which has operated the 
telehealth service in Nova Scotia (HealthLink 811) since 2009. The ser-
vice employs 29 registered nurses and cost $6.1 million in its first year. 
By its third year it handled more than 130,000 calls (CBC, 2010). While 
there is some concern that the cost per call for this service is more than 
twice that allocated for a GP visit in Nova Scotia, defenders claim that 
it eases emergency-room crowding and the demand for GP services, 
especially at night or on weekends, when most GP offices are closed. 
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McKesson Canada is a wholly owned subsidiary of McKesson Corpora-
tion, an American multinational with the 15th highest generation of rev-
enue in the United States (Fortune, 2009).

In 2008, Nova Scotia’s largest DHA at the time, the CDHA, signed 
an agreement with a local private company, Scotia Surgery, to permit 
surgeons in the public system to perform minor orthopedic surgeries at 
the private facility. While complex procedures such as hip replacements 
are still done in hospitals, the arrangement seemed to be satisfactory 
enough for the successive New Democratic and Liberal administrations 
to continue the practice. The province pays approximately $1 million 
per year for about 500 surgical procedures.

Halifax also has “assessment clinics” specializing in “executive health.” 
These private companies serve both corporate businesses directly and 
insurance firms covering employee health care benefits. These assess-
ments can include yearly medical exams and independent assessments 
of employees requesting time off work due to physical or mental health 
conditions. In addition to health assessments, these businesses provide 
injury assessment and treatment, case management, diagnostic tests, and 
wellness counselling. As the clinics only offer noninsured services, they 
are not subject to provincial regulations.

As of 2017, there are no “opted out” physicians who are practising 
outside the public insurance system in Nova Scotia. While neither the 
DHW nor the College of Physicians and Surgeons, nor Doctors Nova 
Scotia tracks this information, MSI (the body administering public 
health insurance) requires that any physicians choosing to “opt out” 
must inform MSI of this decision in writing. Physicians are considered to 
be “opted in” automatically until they actively chose to opt out, even if 
they are recent graduates who have never practised. MSI has not at date 
of writing received any such requests.

2.3  Health system planning

The Department of Health and Wellness (DHW) was formally restruc-
tured as of 1 April 2016 to reflect the 2015 amalgamation of nine DHAs 
into a single provincial health authority. Until the amalgamation, many 
services and programs (such as mental health, addictions, and cancer 
care) had a bifurcated nature, as there were components of these pro-
grams at both the departmental and DHA level. As a rule, the DHAs 
provided the services, while the DHW monitored and evaluated pro-
grams, and set standards and policy direction in these areas. The DHW 
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also coordinated activity across DHAs as well as between the DHW, 
other provincial departments, community organizations, and NGOs. As 
of the DHW reorganization in April 2016, a considerable number of 
functions were transferred from the province to the Nova Scotia Health 
Authority. These included acute and tertiary care, mental health and 
addiction, primary health care, public health, and health system qual-
ity. Continuing care and clinical application management (IT) remain 
at the provincial level. Similarly, six programs formerly under provin-
cial jurisdiction (Cancer Care NS, Diabetes Care Program of NS, Car-
diovascular Health NS, the NS Organ and Tissue Donation Program, 
the NS Blood Coordinating Program, and the NS Renal Program) were 
transferred to the NSHA, while the Reproductive Care Program of NS 
and the NS Breast Screening Program were transferred to the IWK 
Health Centre. Only the Provincial Trauma Program and the Hearing 
and Speech Program remain under the aegis of the provincial govern-
ment. Given that responsibility for numerous functions and programs 
has been shifted away from DHW, the stated function of the depart-
ment is now to focus on setting strategic policy directions, priorities, 
and standards; measuring and monitoring health system performance; 
and maintaining accountability for funding. The organizational struc-
ture of the DHW is based on four discrete divisions: investment and 
decision support; system strategy and performance; corporate service 
and asset management; and client service and contract administration  
(Figure 2.3). As of November 2015, the chief financial officer (CFO) 
of the DHW, like all provincial CFOs, reports to the Department of 
Finance and the Treasury Board.

2.4  Coverage and benefits

Like other provinces, Nova Scotia offers public health insurance for 
both hospital and physician services. The Hospital Insurance Program 
is administered directly by the DHW, but the Medical Services Insur-
ance (MSI) programs are administered by Medavie Blue Cross, a private 
not-for-profit entity, on behalf of the government of Nova Scotia (see 
2.2.2). Both health insurance programs are paid through general tax 
revenues. No health premiums are levied directly on Nova Scotians. As 
in all provinces, Nova Scotia has struggled to cover more health care 
benefits for more groups as the federal government discontinued many 
forms of health care coverage for the RCMP, families of armed forces 
personnel, veterans, and First Nations. Health care for refugees, briefly 
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discontinued by the federal Harper administration, is again reimbursed 
by Ottawa.

2.4.1  Eligibility for publicly insured benefits

All Canadian citizens, or permanent residents with a permanent and 
principal home in Nova Scotia, are generally eligible for public health 

Figure 2.3  Internal organizational chart of the Department of Health and  
Wellness, 2016
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insurance, as long as they are present in the province for at least 5 months 
(the residency requirement until 2014 was six months, but this changed 
to provide more flexibility to individuals who spend the winter months 
outside the country). Those who are covered by federal health insurance 
are not eligible for provincial coverage. This category includes mem-
bers of the Armed Forces (although their spouses and dependents may 
claim provincial health insurance) and inmates of federal penitentiaries. 
Canadian full-time students from other provinces are also not covered 
by Nova Scotia medical insurance, as they retain coverage in their home 
provinces. If students from outside the province have a student permit, 
they may apply for coverage after they have resided in the province for a 
year, although they may not be absent for more than 31 consecutive days.

For Canadian citizens or permanent residents moving permanently to 
Nova Scotia from elsewhere within Canada, public insurance coverage 
begins on the first day of the third calendar month following the first 
day of residency in the province. However, if Canadian citizens or perma-
nent residents move permanently to Nova Scotia from outside Canada, 
they may claim coverage from the first day of arrival. Foreign workers 
with a work permit may apply for coverage on arrival in the province, 
although they must remain in the province for at least a year, and can-
not leave Nova Scotia for more than a month. However, once deemed a 
resident of the province for the purpose of medical insurance coverage, 
individuals intending to return to Nova Scotia permanently can apply to 
retain their coverage while temporarily absent for up to one year.

2.4.2  Benefits (universal)

Hospital coverage is universal for all eligible individuals and covers all 
medically necessary care provided in a hospital. Only standard rooms 
are covered publicly, although room upgrades may be covered by pri-
vate insurance plans. Certain services (such as physiotherapy, dental, 
and optometry) may be covered publicly inside a hospital, and privately 
outside a hospital setting. Medical services insurance provides universal 
coverage to all eligible individuals as long as they are provided within 
a “recognized clinical setting.” These services include “all diagnostic, 
medical, psychiatric, surgical, or therapeutic procedures, including the 
services of anaesthetists and assistants as per the definition of medical 
necessity” (Nova Scotia Medical Services Insurance, Physician’s Manual, 
2014, 2.2.1). In Nova Scotia, “medical necessity” is defined as “those ser-
vices provided by a physician to a patient with the intent to diagnose or 
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treat physical or mental disease or dysfunction, as well as those services 
generally accepted as promoting health through prevention of disease 
or dysfunction” (ibid., 6.0.52). However, any services “provided in cir-
cumstances where they were not medically necessary” are not insured, 
and services “explicitly deemed to be uninsured” will not be covered 
regardless of any individual judgment about their medical necessity 
(ibid., 6.0.53). Both contraceptive advice and therapeutic abortion are 
insured services. Influenza vaccines are covered for all MSI recipients, 
and may be administered by qualified health professionals such as nurses 
and pharmacists as well as by physicians. Out-of-country health insur-
ance is limited but is provided universally to all MSI-eligible individuals. 
Unsurprisingly, the most common medical service provided to Nova Sco-
tians is a basic office visit (which in 2015 was reimbursed at $30.81 for all 
individuals under 65).

2.4.3  Targeted benefits for nonmedical services

Ambulance: The standard ambulance fee is Nova Scotia is $146.55 (see 
Table 2.3), although fees are waived for low-income patients, and costs 
are offset for nursing-home residents and patients with reduced mobility. 
Nova Scotia does not charge ambulance fares for transferring patients 
between health care facilities.

Dental: Nova Scotia provides no coverage for routine dental services 
for adults, but until 2013 it covered children ages 9 and under through 
the Children’s Oral Health Program. In 2013, the age bracket was 
expanded to 13 years of age and, in 2014, it was expanded to age 14. 
The program was to have expanded incrementally by 1 year of age per 
year to age 17 in 2017, but this expansion was placed on hold in 2015 in 
order to review the program (see chapter 6.8). Special dental services 
are also provided to those who have a cleft palate, are mentally chal-
lenged, are students at the School for the Blind, or who are undergoing 
cranial surgery.

Nursing benefits/home care: The DHW will subsidize accommodation 
costs for low-income individuals who require long-term residential care, 
and it pays standard health care costs for all residents. The province also 
offers a number of home-care and caregiver programs (for more detail 
see chapter 6.4). 

Prescription drugs: The Seniors’ Pharmacare program covers residents 
65 and over if they do not have private coverage. Until January 2016 sen-
iors with an income above $18,000 paid both an annual premium ($424) 
as well as a co-pay of one-third of the cost of each prescription (seniors 
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Table 2.3  Ambulance costs in Canada, 2015

Province Cost

British Columbia
Alberta
Saskatchewan
Manitoba

$50 if treated on scene; $80 if transported to hospital
$250 if treated on scene; $385 if transported to hospital
Depending on the health region, $245 or $325 + $2.30/km
Depending on where you are in the province, the cost 

ranges from $270 + $3/km to $530
Ontario $45 if medically necessary; $240 if not medically necessary
Quebec $125 + $1.75/km
New Brunswick In New Brunswick those without private insurance don’t 

pay ambulance fees

Nova Scotia Medically essential transportation Inter-facility transportation

Most Nova Scotians with a valid health card $146.55 $0.00
Non-Nova Scotians $732.95 $0.00
Non-Canadians & new Canadians $1,099.35 $1,067.35
People who are third party insured 

(This includes people in a motor 
vehicle accident, covered by Worker’s 
Compensation, or the federal government.)  

$732.95 $711.60

Nova Scotians who are mobility challenged $108.95 N/A
Fee to transport nursing home and 

residential care facility residents to 
hospital and back

$54.50 $0.00

Newfoundland and Labrador $115
Prince Edward Island $150
Yukon No out-of-pocket charges to patients
Northwest Territories No out-of-pocket charges to patients
Nunavut No out-of-pocket charges to patients

Sources: http://www.cbc.ca/marketplace/blog/map-ambulance-fees; http://www.novascotia.ca/finance 
/site-finance/media/finance/budget2015/2015-2016_User_Fees_and_Government_Charges.pdf

who received the federal Guaranteed Income Supplement were exempt 
from these premiums). The DHW attempted to change the structure of 
the Seniors’ Pharmacare program in January 2016 so that the exemption 
income level for premiums increased to $22,986, with a sliding scale for 
premiums above this amount based on income (with a maximum pre-
mium of $1,200). In the face of a loud public outcry, however, the DHW 
backed down on the sliding scale for premiums.

The Family Pharmacare Program is formally available to all Nova 
Scotians and requires both a co-payment and deductible, which are 
determined according to ability to pay and family size. Drug assistance 
is also available for cancer patients with an income below $15,720.  

http://www.cbc.ca/marketplace/blog/map-ambulance-fees
http://www.novascotia.ca/finance/site-finance/media/finance/budget2015/2015-2016_User_Fees_and_Government_Charges.pdf
http://www.novascotia.ca/finance/site-finance/media/finance/budget2015/2015-2016_User_Fees_and_Government_Charges.pdf
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The Palliative Care Drug program provides coverage for drugs 
required for those in palliative care at home; while the Department 
of Community Services Pharmacare Benefits Program provides drug 
coverage to those on income assistance, “Services for Persons with 
Disabilities” clients, children in care, and “Low Income Pharmacare 
for Children” clients.

Preventive services: These services are generally age related (e.g., 
well-baby care, vaccinations, etc.), although they can also include tests 
and examinations offered to individuals who have a family history of, 
or symptoms of, a disease that puts them at risk for preventable target 
conditions.

Prostheses: Mastectomy prostheses are covered up to $150 ($300 if 
bilateral) every 2 years; artificial limbs (with prior approval) are covered 
once every 4 years; and ocular prostheses are covered for residents over 
18, under 65, and for those registered with CNIB.

Vision care: Corrective lenses are not covered, but one routine eye 
examination every 24 months is covered for those 9 years of age and 
younger, or 65 years of age and older.

Services not insured by MSI include cosmetic surgery, acupuncture, 
electrolysis, reversal of sterilization, in vitro fertilization, provision of 
travel vaccines, and newborn circumcision.

private health insurance
Most private health insurance in Nova Scotia, as in other provinces, cov-
ers goods and services that are not insured by the public sector. These 
most frequently include prescription drugs, dental and optometry ser-
vices, and travel insurance. In six provinces (Alberta, British Columbia, 
Manitoba, Ontario, Prince Edward Island, and Quebec), private health 
insurers are prohibited from covering services offered under public 
health insurance. In Nova Scotia, however, patients of physicians who 
opt out of the public insurance system could substitute private for public 
coverage of these services; but physicians cannot charge fees that are 
higher than those set under public insurance.

2.5  Regulation

The regulation of health providers in Nova Scotia was, historically, 
a reflection of the regulatory issues within Great Britain during the 
eighteenth century. Unlike the French colonies in Quebec, which had 
required physicians to be licensed as early as 1750, the British colonies 



Organization and Regulation  49

exhibited the same weak regulatory structures as Britain itself displayed, 
driven in large part by the intense rivalry between physicians, surgeons, 
and apothecaries. Moreover, as a large proportion of the physicians 
practising in Nova Scotia were employed by the military rather than self-
employed, the relative number of “quacks” was, in comparison to Lower 
Canada, not perceived to be large (Marble, 1993, 168, 170, 176). None-
theless, the quality of medical care was uneven at best, given the lack of 
attention placed on the accreditation of eighteenth-century physicians. 
As Marble notes, between 1749 and 1799, only 14 out of 366 medical 
practitioners in Nova Scotia had medical degrees, but even so these 
degrees were (as was common at the time) usually awarded without stu-
dents having the burden of attending lectures or sitting exams. Indeed, 
within this same time period only one physician in Nova Scotia possessed 
a medical degree earned by attending classes and writing exams (ibid., 
176). Yet the regulatory landscape changed considerably in the nine-
teenth century. In 1800, only 2 out of 38 medical practitioners in Nova 
Scotia held a medical degree, and both of these were granted without 
formal examination. By Confederation, 235 out of 255 of practising phy-
sicians in the province held a degree from the United States, Britain, or 
Lower Canada (Marble, 2006, 11).

There was an attempt by some of those practising medicine in eight-
eenth-century Nova Scotia to persuade the province to establish a regu-
latory authority for physicians. In 1797 a bill to “Regulate the Practice 
of Physick and Surgery” was introduced in the House of Assembly, but 
did not survive past second reading. After several more failed attempts, 
the province finally passed its first Medical Act in 1828. There was lit-
tle evidence that this act was effective, however; and the fact that it 
was rarely enforced was due primarily to the absence of a regulatory 
body that had the ability to police its members. To this end, a medical 
society was established in 1854 (largely by Halifax physicians, many of 
whom had been trained within the strict Scottish medical-school sys-
tem). A revised Medical Act was passed in 1856, which required physi-
cians to register their credentials (Marble, 2006). Further revisions in 
1872 allowed for the creation of the provincial medical board, which 
was responsible for registering and monitoring physicians’ qualifica-
tions, as well as for disciplining members of the medical profession. 
This was the basis for the current model administered by the College of 
Physicians and Surgeons of Nova Scotia. Nova Scotia was also the first 
province to pass legislation (in 1910) governing the regulation of the 
nursing profession.
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2.5.1  Providers

All licensed health care providers in Nova Scotia are governed by discrete 
statutes, each with a corresponding set of regulations (see Table 2.4). 
Physicians, for example, are subject to the Medical Act (formally An Act 
Respecting the Practice of Medicine), as well as the Medical Practitioners’ 
Regulations established under Section 11 of the Medical Act. This act gives 
the College of Physicians and Surgeons of Nova Scotia the authority to 
regulate the medical profession in the province. In addition to the require-
ments set out in the Medical Act and its corresponding regulations, the 
college can establish policies and guidelines pertaining to the practice of 
medicine. “Policies” reflect the position of the college, and doctors licensed 
by the college are expected “to be familiar with and to comply with College 
policies.” “Guidelines,” in contrast, are simply recommendations endorsed 
by the college; physicians are “encouraged to be familiar with and to follow 
its guidelines whenever possible and appropriate” (College of Physicians 
and Surgeons of Nova Scotia, 2014). For example, the college has set out a 
policy on qualifications required to perform certain cosmetic procedures in 
Nova Scotia, has established guidelines on standards of care for walk-in clin-
ics, and has articulated both policies and guidelines for complementary 
and alternative therapies. In 2012, the College of Physicians and Surgeons, 
the DHW, and the DHAs decided to implement a system of specialist medi-
cal credentialing in light of British Columbia’s 2011 Cochrane report. The 
process began to be introduced in Nova Scotia in 2015.

As in most provinces, however, the structure of individual regulatory 
bodies for each regulated health profession presented an obstacle to col-
laborative activity between the health professions. For this reason, the 
provincial government introduced the Regulated Health Professions 
Network Act in 2012. While this statute protects the regulatory author-
ity of each regulated health profession, it also facilitates the ability of 
these regulated professions to work together in areas such as the inves-
tigation of patient complaints, the review of decisions on licensing and 
registration, and the interpretation and modification of scopes of prac-
tice. While most provinces now have some form of legislation governing 
interprofessional collaboration in health care, the Nova Scotia statute 
is quite distinct because, unlike the model employed by Ontario and 
British Columbia, which places a “duty of collaboration” on regulatory 
bodies, Nova Scotia’s legislation is designed to enable rather than coerce 
collaborative activity between regulated health professions (Lahey, 2013; 
Lahey & Fierlbeck, 2016). 
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Legislation supporting the regulation of paramedics was passed 
in December 2015; it is in force as of April 2017. Audiologists are not 
regulated in Nova Scotia. Because most audiologists in the province are 
employed in the public school system, they are generally represented by 
the Nova Scotia Teachers Union.

2.5.2  Facilities

All hospitals in Nova Scotia are governed by the Hospitals Act and the 
regulations made under section 17 of the Hospitals Act. Clinical stand-
ards for hospitals can be monitored in more detail by Accreditation 
Canada, an independent not-for-profit organization. Participation in the 
accreditation program is voluntary, although all teaching hospitals in 
Canada are required by the Royal College of Physicians and Surgeons of 
Canada to be accredited with Accreditation Canada. Accreditation Can-
ada bills its program as free from government intervention, although 
section 9 of Nova Scotia’s hospital regulations stipulates that any hos-
pital receiving a report from the agency must forward the report to the 
minister of health. In June 2014, the College of Physicians and Surgeons 
of Nova Scotia announced that it would work with the government to 

Table 2.4  Regulatory bodies and supporting legislation

Regulatory body Supporting legislation

College of Dental Hygienists of NS Dental Hygienists Act
College of Licensed Practical Nurses of NS Licensed Practical Nurses Act
College of Occupational Therapists of NS Occupational Therapists Act
College of Physicians and Surgeons of NS Medical Act
College of Registered Nurses of NS Registered Nurses Act
Denturist Licensing Board of NS Denturists Act
Midwifery Regulatory Council of NS Midwifery Act
NS Association of Medical Radiation Technologists Medical Radiation Technologists Act
NS Association of Social Workers Social Workers Act
NS Board of Examiners in Psychology Psychologists Act
NS College of Chiropractors Chiropractic Act
NS College of Dispensing Opticians Dispensing Opticians Act
NS College of Medical Laboratory Technologists Medical Laboratory Technology Act
NS College of Optometrists Optometry Act
NS College of Pharmacists Pharmacy Act
NS College of Physiotherapists Physiotherapy Act
NS College of Respiratory Therapists Respiratory Therapists Act
NS Dental Technicians Association Dental Technicians Act
NS Dietetic Association Dieticians Act
Provincial Dental Board of NS Dental Act
College of Paramedics of Nova Scotia Paramedics Act



52  Nova Scotia

develop legislation regulating private health care clinics. The minister of 
health and wellness was quoted as saying that work on legislation would 
begin in the fall of 2014 (Wong, 2014), but by 2017 no further action on 
this matter had been taken.

2.5.3  Prescription drugs

The regulation of prescription drugs formally falls under federal juris-
diction. However, once drugs are licensed for use in Canada, provinces 
have the ability to determine how these drugs are used and how much 
they are willing to pay for them. One area of concern for the province 
is the misuse and diversion of prescription opioids. Nova Scotia has had 
a prescription-monitoring program since 1992. This program mandated 
the use of triplicate prescription pads for narcotic and controlled drugs. 
In response to the considerable increase in the abuse of prescription 
opioids beginning in the late 1990s, Nova Scotia enacted the Prescrip-
tion Monitoring Act in 2004. This statute established the Nova Scotia 
Prescription Monitoring Board with a mandate to develop and oper-
ate a web-based prescription-monitoring program. Under this legisla-
tion, prescribers, pharmacists, and law-enforcement officials can access 
detailed information on patients’ use of monitored pharmaceuticals. 
The program can also provide “peer-prescriber” comparator reports so 
that prescribers can compare their rates of narcotic prescribing with oth-
ers throughout the province. “Overprescribers” can be referred to the 
program’s Practice Review Committee for review, and this body can for-
ward any file to a licensing body (of physicians, pharmacists, or dentists) 
for further review (see chapter 6.5). The program is administered by 
Medavie Blue Cross.

In 2011, Nova Scotia passed the Fair Drug Pricing Act. This statute 
allowed Nova Scotians within the provincial pharmacare program to 
pay steadily decreasing rates for generic drugs. By July 2012, prices for 
generic drugs were capped at 35 per cent of the brand-name price. The 
legislation also allows the government to tender for drugs as well as limit 
or require the reporting of rebates paid to pharmacists by drug manu-
facturers, although the government has not to date used these measures.

2.5.4  Patient health information

Nova Scotia’s Personal Health Information Act came into effect in 2013. 
This act governs the collection, utilization, and disclosure of personal 
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health information. All health care professionals regulated by the prov-
ince are subject to the act, as are any other individuals or organizations 
entrusted with personal health information (e.g., licensed nursing 
homes). The “custodians” of such information are accountable for the 
way in which this information is used, and must engage in safeguards 
that protect clients’ information. Individuals have a right to access their 
own health information, to request a correction of this information if 
required, to request a record of anyone who has accessed this informa-
tion, and to be notified if there has been a breach of this information 
if there is the “potential for harm or embarrassment” to the individual. 
The act also sets out the terms and conditions under which personal 
health information can be used for research purposes. Somewhat con-
fusingly, there is also federal privacy legislation (the Personal Informa-
tion Protection Electronic Documents Act), which applies to the delivery 
of health services considered to be commercial. As the provincial privacy 
law has been deemed to be “substantially similar” to the federal legisla-
tion, however, commercial health care providers are now expected to 
comply only with the provincial Personal Health Information Act.

2.6  Patients

The idea of a “Patients’ Bill of Rights” had been considered by the 
Hamm government, which had asked the Provincial Health Council to 
develop this concept in more detail. But the council, reporting in 2000, 
noted that a legislated patients’ rights document would be too complex 
and problematic. In its place, the council produced a document enti-
tled “Expectations for Health and Health Care in Nova Scotia,” which 
outlines what the citizens of Nova Scotia can reasonably expect of their 
health care system, both at a system-wide level and from the perspective 
of individuals accessing health care services. Both sets of expectations 
were written at a very high level of generalization: the first category, for 
example, included “the development and delivery of service that reflects 
a commitment to the health, general well-being and dignity of all res-
idents” as well as “the development and delivery of service guided by 
the best available qualitative, quantitative, and experiential evidence”; 
while the second category noted that individuals interacting with the 
health care system could expect to be “treated with respect, dignity, and 
consideration” with attention being paid to their “views, preferences, 
observation and problems regarding all aspects of care.” None of these 
provisions are justiciable.
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Until 2015, individual DHAs also produced sets of “rights” for patients 
within their catchment areas. The Capital Health District Health Author-
ity, for example, produced a list of patient rights and responsibilities. 
These rights ranged from the general (“to receive the best and safest 
health care possible”) to the specific (“to know the names, positions, 
titles and professional relationships of those on your health care team,” 
“to know and understand the risks and benefits of any medicine, treat-
ment, or decision about your health”). Responsibilities included “follow-
ing the treatment plan as agreed to with your physician or health care 
team” and “notifying your physician or health care team of any changes 
in your health.” Under the 2005 Involuntary Psychiatric Treatment Act, 
individuals “experiencing a loss of freedom to make their own decisions” 
(e.g., those undergoing involuntary psychiatric assessment or subject 
to a declaration of involuntary admission) can access an advisor who 
will explain why they have lost their ability to make their own decisions, 
the options available to have this decision reviewed, and how they may 
obtain formal legal representation.

Patient complaints are generally divided into two categories: com-
plaints related to health care professionals and complaints related to 
institutional or systemic issues. Complaints against health care profes-
sionals can be levied through their professional associations. Until 
2015, complaints pertaining to institutional or systemic issues before 
the amalgamation of health districts were made through the relevant 
health authority. Larger DHAs tended to have formal institutionalized 
mechanisms for processing such complaints. The CDHA, for example, 
had used the Patient Experience Reporting System (PERS) since 2011. 
This allowed the DHA to track complaints by location, type, and severity. 
In the 2012–13 fiscal year, the CDHA received 1875 complaints. Most 
fell in the low-to-moderately severe category, and most dealt with issues 
of poor communication and lack of empathy (Capital District Health 
Authority, 2014a). Similarly, patient engagement initiatives were usu-
ally undertaken at the DHA level. The CDHA, for example, initiated a 
citizen engagement policy in 2010. The stated aim of the policy was to 
“ensure decisions and priorities reflected the needs of those served by 
Capital Health,” to “create sustainable trust relationships between Capi-
tal Health and patients and citizens,” and to “ensure Capital Health was 
open to diverse opinions and ideas, and transparent with its information, 
actions, and decisions” (Capital District Health Authority, 2014b). The 
projects undertaken within this initiative included citizen and patient 
engagement regarding food options sold in the DHA’s facilities; prenatal 
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and postpartum care; the decommissioning of facilities; fiscal priorities; 
and health care quality and patient safety. 

Both patient complaints regarding health services and patient engage-
ment are now addressed by the NSHA.

2.7  Summary

Until the implementation of health insurance in the 1960s, health 
care in Nova Scotia was a largely local matter. Once health insurance 
was established, the issue of cost became preeminent, and the province 
began to consider system-wide organizational changes. Public reports on 
health care published by the province in 1972, 1989, and 1999 all rec-
ommended some version of a more regionalized system, with regional 
health authorities integrating local services and answering to a central 
authority. The province established four regional health authorities in 
1994; these were expanded to nine district health authorities in 2001, 
and collapsed into a single provincial health authority in 2015. This 
latest reform attempts to balance attention to local need and knowl-
edge, on the one hand, with consistency and the efficient allocation of 
resources across regions, on the other hand. To this end, a zonal struc-
ture has been employed. As in most regionalized systems, the objective 
is to distinguish between the provision of services (currently through the 
NSHA) and the development of policymaking (under the aegis of the 
Department of Health and Wellness). There is, however, still some lack 
of clarity regarding precisely where the responsibility for certain aspects 
of health care provision (e.g., physician services) resides (see chapter 8). 
These tensions will have to be resolved as the new system matures and 
addresses specific challenges on an ongoing basis.



Chapter Three

Health Spending and Financing

Expenditure on health care in Canada as a proportion of public spend-
ing increased steadily from the introduction of public health insurance, 
and by 2016 it stood at 11.1 per cent of GDP (CIHI, 2016a, 6). This, in 
and of itself, is not a concern; while the health care system is increas-
ingly expensive, it also provides more (and more effective) treatments 
and services. Higher spending, in this way, often reflects the value that 
societies place on improving medical care for their citizens (Reinhardt, 
2015). Moreover, while spending on health care keeps increasing, the 
rate of growth has slowed noticeably since 2010, barely keeping pace with 
inflation and population growth (CIHI 2016a).

Nevertheless, the fiscal sustainability of public health care remains 
an issue. Canada is one of the highest spenders on health care in the 
Organisation for Health Development (OECD) (CIHI, 2016a), and 
there is concern that specific cost drivers (such as pharmaceutical costs 
and demographic shifts) may place significant pressures on provincial 
governments. There is considerable debate regarding precisely how 
important these cost drivers are. Genome-based medical treatments 
have produced very expensive drugs (largely in oncology) that strain the 
public capacity to provide them (O’Sullivan, Orenstein, & Milla, 2013). 
At the same time, Canada’s population is steadily aging, with those over 
65 now outnumbering those under 15. Yet the consequences of these 
cost drivers are not definite. Pharmaceutical costs, for example, are the 
result of specific political and regulatory contexts that are often deter-
mined as much by political will as other variables (Morgan, Law, Daw, 
Abraham, & Martin, 2015). And while the trend towards an increasing 
number of older adults is clear, the link between age and health care 
expenditure is not. Health care costs in Canada do increase significantly 
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for those over 80 (CIHI, 2016a, 22), but the reasons for this increase 
can reflect a number of different causes, including “provider systems, 
incentives, approaches to interventions in frail older people, and cul-
tural norms, particularly near the time of death,” rather than simply a 
biological imperative (WHO, 2015, 96). The “compression of morbidity” 
thesis, for example, suggests that poor health is increasingly condensed 
into a shorter period at the end of life (Fries, 1980; Nusselder, 2002). In 
this reading, high end-of-life costs are largely due to the political unwill-
ingness to discontinue expensive but ineffective treatments given at the 
end of a natural lifespan. Moreover, Evans, McGrail, Morgan, Barer, and 
Hertzman (2001) argue that an aging population can be used as a con-
venient excuse for increasing health care costs, drawing attention “away 
from questions as to the appropriateness or effectiveness of patterns of 
care provision, or of the levels of income they generate.”

There is thus considerable disagreement on the role of aging as a cost 
driver in health care expenditure. CIHI (2011, 2016a) notes that popula-
tion aging in Canada is only a modest cost driver overall, accounting for 
only 1 per cent of cost increases annually. Other economists, however, 
warn that the consequences of an aging population include not only 
more elderly adults (the expenditure effect) but also fewer individuals 
in the labour force (GDP effect) and the availability of more expensive 
diagnostics and treatments (service intensity) (Richards & Busby, 2015). 
In this reading, the economic impact of aging may in fact be greater 
than acknowledged.

What is certain, however, is that the constraints placed on health care 
expenditure by an aging demographic in Canada are much more pro-
nounced in the Atlantic provinces. In Nova Scotia, as in New Brunswick, 
18.3 per cent of the population was aged 65 or older in 2014, compared 
to 11.4 per cent in Alberta and 15.6 per cent in Ontario (Statistics Can-
ada, 2014). As this chapter describes, the fiscal pressures of aging for 
Nova Scotia’s health care system are important given an economic con-
text of stagnant growth and, as some have argued, in a political context 
of federal health care transfers “biased against provinces with above-aver-
age rates of population aging” (Ruggieri, 2015; see also Saillant, 2016). 

3.1  Health expenditure and trends

Speaking to the Halifax Chamber of Commerce before the release of 
the 2015 budget, Nova Scotia Finance Minister Diana Whalen asked 
rhetorically, “What do you do when you run out of taxpayers?” Nova 
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Scotia’s demographics, as the minister noted, placed the province in a 
highly untenable position, as the emigration of skilled labour to other 
provinces meant both a higher proportion of older adults placing more 
demands on the health care system and a smaller proportion of taxpay-
ers able to support these services. Given a small and beleaguered econ-
omy constrained by structural limitations, she argued, the province is 
increasingly unable to provide services and programs “built for a time 
that no longer exists” (Withers, 2015). Some public policy analysts have 
expressed similar concerns (Saillant, 2016). Regardless of whether one 
holds that such expressions of crisis in Nova Scotia’s fiscal situation are 
exaggerated or not, the level of health expenditure relative to revenue 
capacity is nonetheless sobering (Table 3.1).

For example, both Alberta and Nova Scotia spend close to the same 
amount per capita on health care ($6,783 and $6,761, respectively, in 
2014). Expressed as a percentage of GDP, however, health expenditure 
in Nova Scotia (at 15.6 per cent) is almost twice as high as that in Alberta 
(8.0 per cent) (CIHI, 2014, Table B.1.3). As discussed in chapter 1, 
Nova Scotia faces an extraordinary array of cost drivers. A key variable is 
the proportion of the population over 65: in Nova Scotia, one in seven 
inhabitants is over 65; in Alberta, the ratio is one in 10. A higher propor-
tion of those over 65, in turn, means higher rates of chronic disease, a 
higher utilization of primary care services, and greater consumption of 

Table 3.1  Provincial economic and health data for Nova Scotia, 2000–14

2000 2010 2014

GDP at market prices (current $, millions) 29,962 35,693 37,659
Population 933,821 942,073 942,387
GDP per capita (current $) 32,085 35,888 39,961
Government revenues ($ thousands) 5,146,912 9,269,665 10,266,529
Government revenues per capita ($) 5,511.67 9,839.65 10,894.18
Total health spending per capita (current $) 3,037.42 6,160.04 6,760.99
Total health spending as % of GDP 11.1 15.7 15.6
Share of Nova Scotia health spending  

as a per cent of total of government  
spending including debt repayment (%)

31.5 38.1 39.9

Share of Nova Scotia health spending as  
a per cent of total of government  
spending excluding debt repayment (%)

39.1 42.0 43.8

Source: Statistics Canada, 2014 (CANSIM Tables 384–0038 and 051–0001); Nova Scotia Department 
of Finance, Public Accounts (2000, 2010, and 2014b); CIHI National Health Expenditure Trends, Tables 
B.4.1, B.1.2, and B.1.3.
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pharmaceuticals. When home-care, long-term-care, and palliative-care 
systems are underdeveloped, it can also mean a higher utilization of high-
cost hospital beds. A second factor explaining the high cost of health care 
in Nova Scotia is the distribution of population density. It is much more 
cost-efficient to provide health care services in population-dense urban 
areas. High-cost services requiring an element of specialization (such as 
obstetrics) are simply more expensive to provide in smaller communities 
for a number of reasons, including not only the logic of scale economies 
but also incentives to health professionals to work in smaller centres. 
Nova Scotia has only one “urban centre” (defined by Statistics Canada as 
a community of 100,000 and over): Halifax Regional Municipality. It also 
has only one population centre designated as “medium” sized (30,000 to 
99,999 inhabitants): Cape Breton (even though the population of Cape 
Breton is spread out over a much larger area). The remaining 35 of 
Nova Scotia’s 37 population centres are classified as “small” communities 
(1,000 to 29,999 inhabitants).

As outlined in Table 3.2, the majority of health care spending is on 
hospitals, followed by drugs and physicians. This is similar to the pattern 
of spending across all provinces and territories (five provinces spend a 
greater proportion of their respective GDP on drugs than on physicians; 
the reverse is true in the remaining jurisdictions). Compared to other 
provinces, the distribution of health expenditure across spending cat-
egories is remarkable in only one area: spending on pharmaceuticals.  

Table 3.2  Health expenditure by use of funds in Nova Scotia, 2015 and forecast 2017

Category 2015 2017 (forecast)

Expenditures 
($ millions)

Percentage 
distribution

$ per 
capita

Expenditures 
($ millions)

Percentage 
distribution

$ per  
capita

Hospitals 2103.3 33 2229.52 2161.5 32.5 2272.36
Other institutions 833.6 13.1 883.64 852.8 12.8 896.52
Physicians 820.1 12.9 869.35 840.7 12.6 883.88
Other professionals 547.5 8.6 580.37 587.9 8.8 618.05

Drugs 1051.9 16.5 1115.00 1114.0 16.7 1171.14
Capital 83.8 1.3 88.87 106.9 1.6 112.41
Public health 154.4 2.4 163.69 150.7 2.3 158.45
Administration 217.7 3.3 222.09 217.7 3.3 228.86
Other health 

spending
569.9 8.9 604.07 622.1 9.3 653.99

Total 6374.0 100.0 6756.60 6654.3 100.0 6995.66

Source: National Health Expenditure Database, CIHI (2017), CIHI, 2017, D series data tables.
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The only provinces that spend more on drugs per capita than Nova Scotia 
are New Brunswick and Quebec. Even so, the relative proportion of health 
spending on pharmaceuticals in Nova Scotia has declined slightly. This 
may be due to a number of new strategies, including centralizing provin-
cial drug procurement across health authorities (through HealthPRO), 
limiting the price paid for generic drugs, restricting the pricing methods 
used by pharmacies, and participating in the pan-Canadian Pharmaceu-
tical Alliance. Moreover, many patents on commonly used drugs have 
expired since the mid-2000s, permitting the entry of lower-priced genetic 
drugs. Again, demographic variables are quite relevant. For example, 
anti-TNF (anti-inflammatory) drugs alone accounted for 54.8 per cent 
of the growth in public health spending in Canada between 2007 and 
2012 (CIHI, 2013). Anti-TNF drugs are used primarily in the treatment 
of arthritis. The Arthritis Society notes that 23.4 per cent of Nova Scotians 
report having arthritis, compared to 17.5 per cent of Ontarians and 14.9 
per cent of Albertans (Public Health Agency of Canada, 2011). The sec-
ond drug that contributed most to the growth in pharmaceutical spend-
ing over this period was the class of antineovascularization agents used to 
treat age-related macular degeneration, a condition that normally occurs 
in the sixth or seventh decade of life, thus disproportionately affecting 
provinces with older populations (CIHI, 2013).

These trends in spending on specific health care categories also 
explain larger patterns in public and private expenditure in Nova Sco-
tia. Both public and private expenditure have increased since 2011, but 
private expenditure has increased more slowly. As most private health 
care spending is used for pharmaceuticals (CIHI, 2014, 39) a slower 
rate of growth in pharmaceutical spending would also contribute to a 
slower growth in overall private health care spending. Conversely, rela-
tively higher spending on hospitals and physicians means a slight growth 
in public vis-a-vis private health care spending. Overall, Nova Scotia’s 
ratio of public to private health care spending (69.5 per cent to 30.5 
per cent in 2014, respectively) closely reflects Canada’s ratio of 70 per 
cent to 30 per cent. (See Table 3.3 for a comparison of total spending 
and public spending in Nova Scotia and Canada.) Interestingly, however, 
expressed as per capita health expenditure, private spending on health 
care in 2014 was higher in Nova Scotia (at $2,065) than in any other 
Canadian province (Figure 3.1). This can be at least partly explained by 
Figure 3.2, which shows that Nova Scotians spend considerably more on 
private health insurance premiums. This, in turn, is probably because 
provincial public plans are more limited in both scope and coverage 
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Table 3.3 Health expenditure in Nova Scotia and Canada, 2000–15 ($ millions, current 
dollars)

Year* Nova Scotia Canada

Total spending Public spending** Total spending Public spending

2000 2,836.6 1,968.4 98,609.7 69,274.7
2001 3,013.3 2,082.7 107,201.2 74,984.5
2002 3,306.8 2,264.3 115,056.5 79,909.2
2003 3,595.8 2,484.1 123,591.4 86,566.1
2004 3,722.0 2,585.0 131,555.2 92,039.6
2005 4,026.8 2,819.0 140,196.5 98,266.1
2006 4,468.9 3,135.3 150,625.1 104,961.4
2007 4,764.2 3,351.0 160,142.4 112,372.4
2008 5,014.5 3,529.9 171,941.2 121,309.5
2009 5,279.7 3,617.9 181,971.4 129,033.6
2010 5,803.2 3,935.1 193,159.6 136,058.9
2011 6,009.1 4,184.7 199,228.6 140,846.7
2012 6,040.7 4,219.0 205,443.0 145,100.5
2013 5,956.0 4,211.7 209,457.6 148,143.4
2014 6,051.4 4,290.3 215,708.0 152,767.1
2015 6,197.2 4,390.4 215,708.0 155,000.3

*2014 and 2015 are forecasted values.
**�Total public sector includes provincial/territorial, federal direct, and municipal  

governments; workers’ compensation boards; and the Quebec Drug Insurance Fund.
Source: National Health Expenditure Database, CIHI (2015c), B series data tables.

than most other public provincial plans in Canada. Overall public per 
capita expenditure, as noted earlier, is higher than the Canadian aver-
age, though not the highest in Atlantic Canada (Figure 3.3).

3.2  Public revenue

The main sources of own-source revenue for Nova Scotia are individual 
income tax and consumption taxes (sales taxes). A substantial propor-
tion of Nova Scotia’s public revenues are derived from federal transfer 
payments, although that amount is shrinking. In 2000, federal transfers 
amounted to 37 per cent of total provincial revenues; by 2015 they had 
dropped to 30 per cent (Table 3.4).

Declining federal transfers are thus of particular concern to the prov-
ince. In 2011 the federal government announced that it would revise the 
formula for allocating health transfers to the provinces. When Ottawa 
reduced direct cash transfers to the provinces in 1977 in favour of the 
transfer of tax points, the formula it used to calculate the remaining  
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Figure 3.1  Private sector per capita health expenditure by province and for 
Canada, 2000–13 (current dollars)
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Source: National Health Expenditure Database, CIHI (2014), B series data tables.

cash portion took into account that each tax point given to wealthier 
provinces was worth more than one given to poorer provinces. This 
combination of tax-point transfers and adjusted cash transfers was 
intended to bring the combined value of each province’s transfers to 
the national average. Under the revised formula announced in 2011, 
Ottawa now uses a strict per-capita calculation for the health transfer. 
This means significant reductions for Nova Scotia. In 2016–17, for exam-
ple, a $947.8 million cash transfer (Canada Health Transfer [CHT]) 
is offset by a $23.5 million reduction in tax-point equalization. In the 
following year, the $1010.3 million cash transfer will see a $41 million 
reduction (Table 3.5). Over the period 2015–16 to 2023–24, “per capita 
cash increases total about $312 million, while the losses from tax point 
equalization are almost three times that – $775 million” (Starr, 2015). 
The Canadian Institute of Actuaries presents the consequences of this  
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Figure 3.2  Private sources of health revenue by province and for Canada, 
2000–13 (current dollars)
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shift in the calculation of the CHT in a slightly different format: in 2012, 
health care expenditures in Nova Scotia amounted to 45.9 per cent of 
total revenues, or 68.5 per cent of own-source revenue. By 2020, if the 
rate of health care expenditure increases at current levels, health care 
expenditure will amount to 80.4 per cent of own-source revenues given 
the decline in federal transfers. Projected to 2037, health care expendi-
ture would amount to a rather shocking 110.3 per cent of own-source 
revenues (Levert, 2013, 85).

In December 2016, Nova Scotia made a bilateral deal with the federal 
government that comprised $287.8 million over 10 years for targeted home 
care ($157 million) and mental health care ($130.8 million) funding.

3.3  Public financing flows

Most health care services are provided directly by the Nova Scotia Health 
Authority and the IWK Health Centre, which together utilize 42 per cent 
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Figure 3.3  Public sector per capita health expenditure by province and for 
Canada, 2000–13 (current dollars)
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of the health care financing provided by the provincial government. 
After the health authorities, the largest proportion of financing is chan-
neled to physicians. Other programs requiring significant resources 
include long-term care, home care, pharmaceutical services, and emer-
gency health services (see Figure 3.4).

Most health care expenditure by the province is quite straightforward. 
One notable exception is the payment methods used for physicians. 
As in most provinces, the payment system historically was based on a 
fee-for-service structure in which physicians were reimbursed for each 
particular medical procedure they provided. For more than a hundred 
years, physician reimbursement in Nova Scotia was calculated accord-
ing to a fee schedule. Fee schedules in Nova Scotia prior to 1861 were 
largely determined by local physicians (a doctor in Halifax in 1854, for 
example, could appropriately charge between five shillings and one 
pound five shillings for a basic consultation). When the Medical Society 
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Table 3.5  Canada Health Transfer projections for Nova Scotia ($ millions)

2015– 
16

2016– 
17

2017– 
18

2018– 
19

2019– 
20

2020– 
21

2021– 
22

2022– 
23

2023– 
24

Equal per-capita cash 902.0 947.8   979.3 1010.3 1041.3 1072.4 1102.9 1133.3 1164.0
Cash plus tax points 924.9 971.3 1020.3 1071.7 1125.7 1182.4 1241.8 1304.1 1369.6
Gap (22.9) (23.5) (41.0) (61.4) (84.4) (110.0) (138.9) (170.8) (205.6)

Source: Broten, 2014: Charting a Path for Growth (the Broten Report). http://www.novascotia.ca 
/finance/docs/tr/Tax_and_Regulatory_Review_Nov_2014.pdf

Table 3.4  Public sources of revenue ($ thousands)

Year Own-source revenue Federal transfers

2000 Income taxes 1,294,250 Equalization payments 1,279,610
Sales taxes 1,073,360 Equalization Offshore Revenue Offset 2,100
Other revenue 218,310 Canada Health and Social Transfer 527,920

Federal compensation for 
harmonization

52,700

Other federal payments 41,294
Total own-source: 2,585,920 Total transfers: 1,903,624
Prior years’ adjustments – federal/provincial fiscal adjustments: 9,400

Other revenue: 431,006
Sinking fund and public debt retirement fund earnings: 216,962

Total revenue: 5,146,912

2010 Income taxes 2,210,469 Equalization payments 1,464,935
Sales taxes 1,650,411 Offshore Accord 180,072
Petroleum royalties 125,634 Wait Times Reduction Fund 6,956
Other revenue 1,016,865 Canada Health Transfer 700,137

Canada Social Transfer 301,978
Other federal sources 586,163

Total own-source: 5,003,379 Total transfers: 3,240,241
Total revenue: 8,243,620

2015 Income taxes 2,877,512 Equalization payments 1,750,653
Sales taxes 2,305,426 Offshore Accord 64,481
Petroleum royalties 33,086 Canada Health Transfer 860,397
Other revenue 2,039,280 Canada Social Transfer 334,734

Other federal sources 369,658
Total own-source: 7,255,304 Total transfers: 3,379,923

Total revenue: 10,635,227

Source: Finance and Treasury Board, Nova Scotia. Public Accounts, 2000, 2010, and 2015.

http://www.novascotia.ca/finance/docs/tr/Tax_and_Regulatory_Review_Nov_2014.pdf
http://www.novascotia.ca/finance/docs/tr/Tax_and_Regulatory_Review_Nov_2014.pdf
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of Nova Scotia was incorporated in 1861, it established the first province-
wide fee schedule (Marble, 2006). With the advent of Medical Insur-
ance in 1969, doctors could no longer bill patients directly for insured 
services. Rather, they submitted billings to the province, for which they 
were remunerated according to the fee schedule negotiated between the 
Medical Society (now Doctors Nova Scotia) and the province. However, 
the province does not reimburse physicians directly. Rather, Nova Scotia 
has contracted with Medavie Blue Cross to administer payments to physi-
cians (and to monitor these payments). Of the 2,830 physicians currently 
working in Nova Scotia, approximately 51 per cent are paid on a strict 

Figure 3.4  Nova Scotia public financing to health system, 2014–15
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fee-for-service basis (compared to the national average of 71 per cent 
paid fee-for-service) (CIHI, 2015b, 10).

Some physicians prefer the fee-for-service mechanism because of the 
flexibility and freedom it affords: each individual doctor under this sys-
tem can determine, within the parameters outlined by their professional 
association, how they choose to practise medicine and how many hours 
they wish to work. But Nova Scotia has gradually been shifting away from 
fee-for-service payment methods to alternative payment methods. In 
2014–15, out of 2,426 physicians, 703 (29 per cent) were paid 90 per cent 
or more through fee for service; 498 (20.5 per cent) were paid between 
50 and 90 per cent through fee for service; 203 (8.4 per cent) were paid 
between 50 and 90 per cent through alternative payment programs; and 
1,022 (42.1 per cent) were paid 90 per cent or more through alternative 
payment programs (CIHI, 2016b, Table A.2.3).

There are two discrete kinds of alternative payment programs in Nova 
Scotia. Academic Funding Plans (AFPs) had a value of approximately 
$213,000,000 in 2015–16, while alternative payment plans (APPs) were 
worth $41,000,000. During the same period, fee-for-service payments 
amounted to about $303,000,000 (Nova Scotia, 2016a, 13.8). AFPs were 
designed to enhance the recruitment and retention of specialists, and the 
payments cover the research, teaching, and administrative duties that aca-
demic physicians perform in addition to clinical services. The functions 
of APPs are quite distinct. They are used primarily to attract physicians 
to rural communities that have experienced difficulty in recruiting and 
retaining family physicians (more than 10 per cent of Nova Scotians do 
not have a family doctor). Pure APPs, which are standardized throughout 
the province, guarantee physicians in small communities a defined income 
regardless of the number of patients that they see; this is especially impor-
tant for small communities where total billings per physician may be much 
smaller than in urban settings. At the same time, APP contracts specify out-
comes (such as the number of hours worked or services performed) that 
physicians must deliver. APPs are also useful when determining contracts 
for collaborative work environments, where fee-for-system mechanisms 
are difficult to reconcile with collaborative activity. Some physicians may 
choose a blended system that incorporates elements of both plans; and 
they may choose to opt out of an APP after a three-month trial period.

But alternative payment systems are not unproblematic. They are, in 
the first place, quite complex to negotiate, as the contracts are negoti-
ated between not only physicians and the Department of Health and 
Wellness but also with the health authority and Doctors Nova Scotia. Sec-
ond, alternative payment systems are expected to perform two potentially 
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conflicting functions: on the one hand, they are designed to attract phy-
sicians to areas where the standard rate of compensation may not be 
high enough to entice a doctor to settle; on the other hand, they are spe-
cifically designed to minimize the potential for overpayment that char-
acterizes fee-for-service payment systems. Indeed, the 1997 alternative 
payment system clearly specified that “payments should typically draw 
no more resources from the Medical Services Insurance (MSI) budget/
allocation than was historically drawn by fee-for-service,” and yet an audit 
conducted in 2000 found that these alternative payment contracts were 
in fact costing more than the historical fee-for-service payments (Nova 
Scotia Office of the Auditor General, 2014b). But the biggest problem is 
the lack of clear performance targets and the poor monitoring of alter-
native payment systems. As the 2014 auditor general’s report succinctly 
stated,

Alternate payment plans have limited reporting requirements making it dif-
ficult for the Department to determine if an appropriate level of service is 
provided. When physicians paid through academic funding plans submit 
reports on contract deliverables, no review is completed. If the Department 
becomes aware that reporting requirements are not met, it does not take 
steps to achieve compliance ...

Although progress has been made towards the development of new alter-
native payment and academic funding models, considerable work is still 
needed. (ibid., 13)

3.4  Summary

Nova Scotia faces a daunting economic situation. It has among the high-
est levels of health expenditure relative to revenue capacity, and finan-
cial demands on the health care system are likely to increase even as 
economic productivity and job-growth performance continue to stag-
nate (for a more detailed account of this dynamic, see Saillant, 2016). 
Public insurance plans are generally more restrictive than in most other 
provinces, and private health care spending is higher per capita even 
though Nova Scotians’ income is lower than the national average. As 
general health indicators in the province are mostly poorer than those in 
other provinces, demands on the health care system will continue to be 
pronounced. Nova Scotia also depends on federal transfers more heav-
ily than many provinces, and the shift to per-capita calculations as well 
as the move to reduce the CHT escalator (the rate of growth of transfer 
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payments) to 3 per cent will have a serious impact on the province’s 
health care budget.

Given Nova Scotia’s older demographic, cost pressures will also be 
experienced in the long-term-care and home-care sectors, as well as in 
pharmaceuticals. One small source of optimism is that Nova Scotia is a 
leader in moving away from fee-for-service payments to physicians. Given 
that a relatively large proportion of the province’s physicians are paid at 
least partially through alternative (or academic) payment plans, there 
is a possibility that such payment systems can be used to develop more 
collaborative health care bodies that (at least in theory) provide better 
access with less cost. To a certain extent, however, there is a limit to what 
the province may be able to accomplish in isolation; and its prospects 
may depend more than ever on the wider intergovernmental context.



Chapter Four

Physical Infrastructure

Health care infrastructure includes physical assets such as buildings, 
land, equipment, and information technology (IT) systems. Provinces 
are generally responsible for the cost of this infrastructure: while Ottawa 
provided hospital construction grants for the provinces from the 1940s 
to the early 1960s, the terms of the 1957 Hospital Insurance and Diag-
nostic Services Act and the 1966 Medical Care Act provided federal 
health transfers only for hospital and physician services (although these 
transfers in practice are not conditional, but become part of provinces’ 
general operating revenues). The federal government has provided 
funding to provinces to enhance specific infrastructure projects (such as 
diagnostic equipment or IT systems), but has chosen since the 1960s not 
to become involved in hospital construction projects.

This means that many of the large hospitals built in the middle of 
the twentieth century are coming close to the end of their natural lifes-
pans. Two discrete policy issues have emerged because of this. The first 
is the deferring of the construction of major new hospitals. Capital costs 
for new hospitals tend to be quite high: the cost to replace a hospital 
in Halifax de novo, for example, was estimated at two billion dollars, 
approximately half of the province’s entire health budget. Public-private 
funding has been considered as a means of financing new hospitals, but 
evidence regarding the long-term effectiveness of public-private partner-
ships (P3s) is quite limited (Klein et al., 2013). A second issue is the 
deferring of the maintenance of existing facilities. The maintenance of 
physical infrastructure is generally considered to be part of provinces’ 
operating budgets rather than capital budgets, and thus tends to be “a 
common item on the hit list for operational cost reduction strategies” 
(Roberts & Samuelson, 2015, 17). This problem can be exacerbated in an 
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economic environment of constrained economic growth, especially 
where lack of access to services becomes a politically contentious issue 
and facility maintenance has to compete with service provision for ade-
quate funding. The pressure to defer maintenance becomes especially 
intense in provinces where governments have given priority to reducing 
or eliminating deficit spending.

There has been more transformation of physical infrastructure in rural 
Nova Scotia, where small emergency departments in eight regions have 
been replaced by “collaborative emergency centres” (CECs). While these 
facilities are not identical, the principle underlying these CECs is that 
they can be staffed during overnight hours by nonphysician health care 
professionals (usually nurses and paramedics), and that there is a close 
web of connectivity (by telephone, by ambulance, and by air ambulance) 
for cases requiring a level of care at regional or tertiary/quaternary care 
centres that CECs are unable to provide. Similarly, primary care reform 
in both rural and urban areas is focusing on the establishment of “collab-
orative care centres” (CCCs) to be staffed both by physicians and other 
health care professionals.

4.1  Hospital and other treatment facilities

“If funding stays at recent levels and available money is allocated as it 
currently is,” stated Nova Scotia’s auditor general in 2012, “Nova Scotia’s 
hospital system cannot be adequately maintained and will continue to 
deteriorate” (Nova Scotia Office of the Auditor General, 2012c, 61). In 
the former Capital District Health Authority (CDHA) alone, for exam-
ple, the auditor general’s audit of equipment and buildings found that 
of the 13,000 pieces of medical equipment, 16.2 per cent were between 
10 and 15 years old; 4.7 per cent were between 15 and 20 years old; and 
5.3 per cent were more than 20 years old (ibid., 75). The consequences 
of depending on superannuated equipment became clear in 2015 when 
black flecks on sterilized equipment in the CDHA were found to have 
come from the highly corroded interiors of the sterilization equipment 
itself, which was almost 30 years old. At least 563 surgeries in the CDHA 
had to be postponed, and $500,000 had to be spent immediately to pur-
chase new sterilizers. But the state of the buildings was the source of even 
greater concern. In September and December of 2015, high-pressure 
breaks in water pipes in an aging hospital within the Queen Elizabeth 
II Health Sciences Centre in downtown Halifax caused extensive and 
severe damage to three floors, requiring the evacuation of patients and 
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the postponement of surgical procedures. Another burst pipe in August 
2016 caused more flooding. The Auditor-General’s Office had in 2012 
noted the poor condition of many hospital buildings. As the construc-
tion industry usually recommends the replacement of facilities when the 
cost to repair exceeds the cost of replacement by 30 per cent, the 30 per 
cent figure was used as a benchmark to illustrate the condition of these 
buildings. Of the 53 facilities audited, in almost one-half of the cases 
(26) the cost to repair exceeded 30 per cent; 14 facilities exceeded 40 
per cent; and four exceeded 50 per cent (ibid., 75–6).

Part of the problem with the maintenance of physical infrastruc-
ture rested in the lack of province-wide, long-term capital planning. 
Final decisions on capital planning were made by three committees 
at the provincial level: Infrastructure Repair and Renewal (for facil-
ity projects under $90,000); Infrastructure Management Repair and 
Renewal (for projects between $90,000 to $1 million); and Equip-
ment (for all equipment requests). However, until 2013, district health 
authorities (DHAs) themselves had no input into developing the cri-
teria for decision making or for the assessment of funding requests. 
Thus, health districts set their own priorities and developed their 
requests with very little understanding of the funding allocation pro-
cess. Until 2015, Nova Scotia’s 42 hospitals were distributed between 
nine DHAs, each operating under a year-by-year capital strategy. More-
over, many hospitals received only three-quarters of their total fund-
ing from DHAs, which meant that they depended on philanthropic 
foundations and local auxiliaries for up to a quarter of their funding. 
The fragmentation of capital planning was compounded by issues of 
jurisdictional authority: for example, hospitals were unable to engage 
in infrastructure-renewal projects such as energy-performance con-
tracting because, under the existing Health Authorities Act, they 
were not legally permitted to incur debt without governor-in-coun-
cil approval. At the same time, the Department of Health and Well-
ness (DHW) would not engage in such projects unilaterally due to its 
position that the DHAs were the legal owners of the facilities. As the 
province amalgamated the DHAs in 2015 and moved to implement 
multiyear capital planning, some of these issues were resolved, at least 
from a planning perspective. As the auditor general warned, however,  
“[t]he funding estimated for basic infrastructure repair and renewal 
over the coming decade will cost more than traditional funding amounts 
can cover. These estimates do not include the cost of all infrastructure or 
medical equipment, or costs for any new facilities” (Nova Scotia Office 
of the Auditor General, 2012b, 64–5). Thus the amalgamation of health  
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districts may be a useful streamlining of the decision-making process, 
but it does not address the shortfall in funding needed for health infra-
structure to meet efficient working standards. As a 2016 audit noted, 
the gap between urgent infrastructure funding and available funding 
was considerable (Figure 4.1).

Notwithstanding the disquieting condition of health facilities in Nova Sco-
tia, the health system itself has seen very positive changes in hospital-utiliza-
tion rates. Acute inpatient hospitalization dropped from 114,953 in 1995–6 
to 85,227 in 2010–11; standardized for age and sex, rates (per 100,000) 
dropped from 12,033 to 7,767 over the same period. Notably, the percentage 
change of −35.5 over the 15-year period was the most substantial drop across 
all Canadian provinces (CIHI, 2012b). By 2013–14 Nova Scotia’s standardized 
hospitalization rate was very close to the national average (Table 4.1). More-
over, risk-adjusted 30-day readmission rates to acute care were (along with 
Alberta) the lowest in Canada in 2010–11 (CIHI, 2012a).However, length of 
stay in hospital was the highest in Canada (9.3 days): even adjusted for age, 
Nova Scotia still had one of the longest lengths of average acute hospital stay 
(along with Manitoba). The standardized cost of hospital stay in Nova Scotia, 
at $5,661, is slightly above the national average of $5,567 (CIHI, n.d.).

Figure 4.1  NSHA infrastructure funding gap, 2015–16
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The most notable re-thinking of the way in which health facilities 
are configured has been the creation of collaborative emergency cen-
tres (CECs). This was as much a response to political imperatives as it 
was to organizational ones. The public response to the Corpus Sanchez 
report on health care reform (submitted to the provincial government 
in December 2007; see chapter 2) was overwhelmingly negative, as rural 
communities worried that their small emergency departments would be 
shut down. The NDP capitalized on this sentiment during the 2009 elec-
tion, promising that no rural emergency departments would be closed. 
This, however, was a difficult promise to honour, as small rural depart-
ments were costly and largely unnecessary. They also distorted the avail-
ability of primary care. For example, close to 90 per cent of visits to these 
small emergency departments involved conditions that could have been 
addressed in a clinic setting (in 2009–10, only 1.2 per cent of these cases 
were “life or limb threatening” or “severe,” compared to 12.9 per cent of 
all cases presenting at the large Halifax emergency department). Most 
of these cases occurred during the day or evening: night visits averaged 
approximately one patient. But keeping doctors and nurses on duty dur-
ing the night meant that they might not be able to work the next day, 
thereby reducing primary health care hours even further. This led to 
unpredictable closures of small emergency departments: across the prov-
ince, emergency departments were closed for a total of 19,116 hours 
(equivalent to 795 days) in 2009–10 alone. The cost of keeping physicians 
on call for overnight emergencies was also substantial (approximately 
$350,000 to $700,000 per year per site) given the very small utilization 
rate (Nova Scotia, 2010a). Moreover, recruiters found it difficult to 

Table 4.1  Age-sex standardized acute inpatient hospitalization rates (per 100,000 
population)

2000–1 2010–11 2013–14

Nova Scotia
Age and sex standardized hospitalization rate per 

100,000
9,867 7,767 7,524

Age-standardized average length of stay (days) 7.7 8.5 8.4

Canada
Age and sex standardized hospitalization rate per 

100,000
9,363 7,635 7,596

Age-standardized average length of stay (days) 7.2 7.3 7.0

Source: CIHI Discharge Abstract Database/Hospital Morbidity Database (https://www 
.cihi.ca/en/hospital-morbidity-database).

https://www.cihi.ca/en/hospital-morbidity-database
https://www.cihi.ca/en/hospital-morbidity-database
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attract physicians to these smaller communities, partly because of the 
way in which doctors’ work was structured.

Politically, then, the new NDP government was obliged to consider 
how to address the serious inefficiencies presented by rural emergency 
departments, without actually eliminating them. To this end this they 
commissioned an emergency physician, John Ross, to develop a plan 
for emergency care throughout the province, including the issues fac-
ing emergency departments in large hospitals. His reports were incorpo-
rated into Better Care Sooner, a 2010 document outlining a new approach 
to emergency care that, among other things, included the development 
of CECs for smaller communities (Nova Scotia, 2010b). 

By 2015, eight CECs had been established. Formally, each CEC had 
three basic components: a primary health care team, urgent care capac-
ity, and a protocol or plan for emergency care in conjunction with emer-
gency health services (EHS) and DHAs. All CECs are slightly different, 
depending up on local need and available facilities and staffing. CECs 
generally are open for primary care for 12 hours a day, 7 days a week, 
and aim to accommodate same-day and next-day appointments (Nova 
Scotia, 2014b). This means that individuals can see a physician, nurse 
practitioner, or family practice nurse when they require attention, and 
especially for the management of chronic health conditions. Overnight, 
CECs are generally staffed by registered nurses and paramedics, who can 
confer by phone with an emergency physician if necessary. Given the 
ready accessibility of primary care appointments, the presentation of 
emergency cases at night is minimal (less than one individual per night, 
on average, with no patients at all 44 per cent of the time) (ibid. 29).

A 2014 consultant’s report on the state of CECs was highly positive 
(Nova Scotia, 2014b). Given the ease of making primary care appoint-
ments in CECs, nonurgent (CTA 4–5) cases presenting in the emergency 
department during both the day and the night have dropped sharply. 
Unplanned day-to-day closures of rural emergency departments have 
also fallen significantly. Both patients and providers report satisfaction 
with the CEC model. There are some issues with care provided by CECs 
that still have to be sorted out: for example, laboratory and X-ray facili-
ties are generally offered only during traditional office hours, which pre-
sents an obstacle for patients who have primary care visits scheduled in 
the evening. Primary and emergency care within some CEC facilities are 
too far apart physically, which can make it difficult for both providers and 
patients to move efficiently from one to the other. Same-day scheduling 
can mean that some patients will not see their regular physician, which 
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can affect continuity of care, especially for those requiring close chronic-
disease management. Overall, however, the CEC model is considered a 
clear success. Ironically, the CEC model has been so successful that it 
has made overnight emergency care almost unnecessary, even though 
it was the need to provide a new form of overnight emergency access 
that precipitated CECs in the first place. There is currently discussion 
about changing overnight access such that paramedics would respond 
on-site to any emergency call and, if required, would transport a patient 
to a regional hospital. This would allow CECs to close their overnight 
emergency departments altogether, though officials will no doubt gauge 
public response carefully before proceeding on this course.

Treatment facilities in Nova Scotia also include institutions designated 
for rehabilitation. This includes addiction rehabilitation (including 
treatment for prescription opiate addiction), physical rehabilitation, 
and vocational rehabilitation for mental health patients. Although a 
2016 report noted that more than 42,000 Nova Scotians required help 
for addiction problems in 2014–15 (Laroche, 2017), fewer than 20 alco-
hol and drug rehabilitation centres are located in the province. Seven 
are detox facilities; seven are residential centres (two of which are spe-
cifically designated for indigenous clients); and the remainder are out-
patient clinics. Most facilities are operated by the Nova Scotia Health 
Authority (NSHA); some are privately run. While there are formal stand-
ards for such provincial treatment facilities, these standards are volun-
tary. A 2012 audit performed by the auditor general found that there 
was little monitoring of these services by the DHW for compliance with 
provincial standards (Nova Scotia Office of the Auditor General, 2012a).

Physical rehabilitation is also under the jurisdiction of the NSHA, and 
treatment facilities are generally located within hospital settings. The 
Nova Scotia Rehabilitation Centre (NSRC) is by far the largest of these, 
and 43 per cent of the inpatients are from outside the Halifax Regional 
Municipality. The NSRC provides inpatient, outpatient, and outreach 
services in five principal areas: neuro and spinal-cord injury, acquired 
brain injury, musculoskeletal, assistive technology, and person-centred 
ambulatory care. There are three inpatient units at the NSRC: acquired 
brain injury, musculoskeletal, and neurology and spinal-cord injury.

The historical context of vocational rehabilitation services for mental 
health patients, as Fingard and Rutherford (2011) explain, is situated 
in the move from municipal to provincial funding for mental hospitals 
between 1958 and 1966. Given that federal hospital insurance did not 
cover psychiatric hospitals, “treatable” patients were moved to psychiatric 
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wings of general hospitals, while chronic patients were dehospitalized. 
The latter were assisted financially through the new Canada Assistance 
Plan, which cost shared the care of deinstitutionalized mental patients. 
This resulted in the establishment of regional rehabilitation centres 
developed by private, nonprofit organizations such as the Canadian 
Mental Health Association. The largest of these rehabilitation centres is 
the LakeCity Employment Services Association in the Halifax Regional 
Municipality, which utilizes a model of “supportive employment” to facil-
itate the reengagement of patients into the community. 

4.2  Long-term care facilities

Echoing the auditor general’s concern that hospital facilities were unsus-
tainable given existing funding patterns, the deputy minister of health 
and wellness in 2015 declared that “we are on a track that is not sus-
tainable” in long-term care (Nova Scotia Hansard, 2015b). Nova Scotia 
spends over $800 million per annum on continuing care services. This 
amounts to approximately 20 per cent of the total health budget. The 
national per capita utilization of nursing home beds is 86 per every 1000 
people over 75; in Nova Scotia it is 113 per 1000, with a goal to increase 
the number to 115 per 1000. In 2006, when Nova Scotia released its 
10-year continuing-care strategy (Continuing Care Strategy for Nova Scotia: 
Shaping the Future of Continuing Care [Nova Scotia, 2006]), the number 
of individuals waiting for a long-term-care bed was 1,079 (Nova Scotia 
Office of the Auditor General, 2011, 99). Almost 10 years later, despite 
adding 1,018 new beds, the number of individuals waiting for a long-
term bed had almost doubled to 2,126. Of these individuals awaiting 
bed placements, 1,940 were waiting at home and 186 were in hospital. 
This is despite a change in waitlist policy: as of March 2015, individuals 
who refused a nursing-home bed when one became available no longer 
had the option to defer the placement; rather, they would be removed 
from the waiting list altogether (although they would have the ability to 
be waitlisted again after 3 months). Prior to this change in policy, the 
waiting list was close to 2,500. In addition, since March 2015 an oversight 
committee has been charged with evaluating the wait list more scrupu-
lously to ensure that those on the list for long-term care needed to be 
there (Nova Scotia Hansard, 2015b). In 2015, Nova Scotia had a total 
of 7,824 long-term care beds. The average wait time for a bed was 333 
days in 2014–15 (up from 169 days in 2006–7), although this depends 
on the region and the facility (the range of wait times is between 30 
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days and one year). Equally problematically, the placement protocol for 
long-term beds is currently not based on need but rather on when one 
is placed on the list.

4.3  Diagnostic facilities

4.3.1  Laboratory services

Nova Scotia has a single government-run laboratory system. Each health 
zone within the NSHA has its own set of laboratory facilities, but the 
largest and most comprehensive clinical laboratory is located in the QEII 
Health Sciences Centre in Halifax (affiliated with Dalhousie’s Depart-
ment of Pathology and Laboratory Medicine), which provides specialized 
testing and diagnostic consultation for the entire province. The NSHA 
also operates blood-collection services, although the province does per-
mit private blood-collection agencies as well (there are 76 independent 
blood collectors operating in the Halifax Regional Municipality alone). 
However, those working in the private collection agencies require no 
certification or licensing. This led to some concerns about quality assur-
ance, as audits conducted by the former CDHA found that independent 
phlebotomy errors “averaged from 12–54 times higher” than those done 
by public blood-collection services (Capital District Health Authority, 
2014c). In May 2014, the health authority announced that it would no 
longer accept blood samples from one of the independent companies 
(Atlantic Blood Collection).

4.3.2  Diagnostic imaging

The Auditor General’s Office flagged the poor state of diagnostic equip-
ment in both its 2007 and 2012 reports. Except for emergency purchases, 
noted the former, Nova Scotia had for years not funded capital equip-
ment purchases, relying instead on hospital foundations and the federal 
Medical Equipment Fund (Nova Scotia’s share of which amounted to 
$92.1 million) (Nova Scotia Office of the Auditor General, 2007, 10). 
By 2015–16 the province had budgeted $10,500,000 for “hospital equip-
ment,” although it is not clear if diagnostic imaging equipment is part 
of this allocation. Both the 2007 and 2012 reports highlighted the aging 
state of diagnostic equipment in the province, noting that the CDHA 
had even procured two ultrasound machines from a hospital in PEI that 
was disposing of them (ibid., 17). Using an industry standard of 10 years 
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as an average lifespan for diagnostic imaging equipment, the auditor 
general observed that “[a]cross Canada, 4 per cent of CT scanners in use 
in 2005 were more than 10 years old, while at CDHA and CBDHA, 25 per 
cent were more than 10 years old. The two MRIs in use at CDHA were 
10–12 years old as of January 1 2007, while only 6 per cent of the MRIs 
used in Canada were more than 10 years old” (ibid., 16). According to 
a 2015 audit of Canadian medical-imaging capacity, Nova Scotia had 
21 CT scanners on 16 sites, 11 MRIs on 10 sites, seven SPECT on four 
sites, one PET-CT scanner, and nine SPECT-CTs on eight sites (Canadian 
Agency for Drugs and Technologies in Health, 2015).

Wait times for diagnostic tests are posted on the province’s website. 
According to national benchmarks on wait times for diagnostic services, 
Nova Scotia’s average wait time for CT scans (74 days) was the longest 
compared to five other provinces; MRI wait times were even longer (202 
days) (CIHI, 2016c). There is much regional variability for both CT and 
MRI wait times, with those in the Halifax Regional Municipality often 
having to wait more than twice as long for services compared to those in 
some smaller communities. This may explain why Halifax also has a pri-
vate diagnostic clinic, which was established in 2006 by two radiologists 
working in the former CDHA. The clinic, HealthView Medical Imaging, 
is part of the Canada Diagnostic Centres chain of clinics across Canada 
and in 2015 offered MRI scans for $795 (via a Sigma 1.5T LX), ultra-
sound services for $250 (via a Philips IU22), and bone densitometry for 
$140 (via a General Electric Lunar). These scans (in free-standing clin-
ics) have been delisted by the province as publicly insured benefits, and 
the service has been used both by individuals paying out of pocket and 
by third-party insurers. A Fredericton company, Atlantic Medical Imag-
ing, opened another private diagnostic facility in the Halifax Regional 
Municipality in January 2014. This facility boasted a state-of-the-art low-
radiation scanner (Toshiba’s Aquilion One) that provided ultrasounds 
for $396 and 640-slice CT scans for $683. But the business model for 
this company depended on securing public contracts, and the gov-
ernment made a decision to remain with its lower-resolution, publicly 
owned equipment. By May 2015, the business closed and was placed in 
receivership.

The existence of private diagnostic facilities has led the auditor gen-
eral to raise concerns about conflicts of interest for medical staff involved 
in the establishment and operation of private facilities. The Nova Scotia 
College of Physicians and Surgeons has enacted by-laws referencing its 
conflict-of-interest guidelines. These guidelines stated that the terms of 
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any agreement whereby a physician gains an ownership or proprietary 
interest in a facility should not

•	 be related to the past or expected volume of referrals of patients or 
other business from the member to the Facility;

•	 include any requirement that the physician make referrals to the 
Facility or otherwise generate professional business for the Facility as 
a condition for entering or continuing the agreement; or

•	 provide the physician with a return on investment directly attribut-
able to the physician’s volume of referrals to the Facility. (College of 
Physicians and Surgeons of Nova Scotia, 2013)

The Nova Scotia Health Authority also has enacted a general conflict of 
interest policy for all employees (Nova Scotia Health Authority, 2015b).

4.4  Public health facilities

Public health functions are supported by the Provincial Public Health 
Laboratory Network of Nova Scotia. A number of public health labora-
tories are located across the province, with the main hub of the network 
located at the QEII Health Sciences Centre in Halifax. In 2009, the Pub-
lic Health Laboratory Network conducted an evaluation of lab capac-
ity in Nova Scotia and concluded that the network possessed adequate 
capacity to assist in surveillance activities concerning notifiable diseases. 
The Auditor General’s Office also reviewed the network’s assessment in 
2009 as part of its audit of pandemic preparedness in the province and 
found that the network did not have any evident capacity problems in 
the event of an outbreak scenario (Nova Scotia Office of the Auditor 
General, 2013).

4.5  Information and communications technology infrastructure

Information technology systems are increasingly seen as an essential 
foundation for safe, efficient, and cost-effective health care systems. To 
this end, Nova Scotia has been particularly concerned with the devel-
opment of its electronic health infrastructure. Despite some of the 
problems noted above regarding the state of diagnostic equipment and 
buildings in the province’s health care system, Nova Scotia’s electronic 
health information system compares quite favourably with other prov-
inces, both in terms of the types and level of services provided and in the 
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interoperability of electronic record systems across the province. Begin-
ning in 2002, Nova Scotia established a core set of electronic health care 
systems, including the Nova Scotia hospital Information System (NShIS), 
which served as the basis of its electronic health records (EHRs) net-
work. The Picture Archiving Communication System (PACS), which pro-
vided electronic access to medical images such as scans and X-rays, was 
added in 2003; and electronic medical records (EMRs) were developed 
in 2005 through the Primary Health Care Information Management 
(PHIM) program, providing electronic record-keeping tools for primary 
health care professionals. Another cornerstone of the electronic health 
care information system is the development of a personal health record 
(PHR) system, which began as a pilot program in 2012. Tied into these 
core programs are more specialized electronic information systems such 
as the Patient Access Registry and Drug Information System (Figure 4.2). 
In 2006, Nova Scotia mandated Health Information Technology Services 
Nova Scotia (HITS-NS) to develop, manage, and lead the province’s 
health IT infrastructure.

4.5.1  Core electronic information systems

The core electronic information systems include EHRs, which are secure 
electronic records of a patient’s medical history that can be accessed by 
authorized health care providers throughout the province; EMRs, which 
are electronic records that replace the paper files of patient information 
held by a patient’s health care provider; and personal health records 
(PHRs), which are electronic records of an individual’s health informa-
tion that are maintained by the patients themselves.

electronic health records (EHRs)
The first step in establishing a comprehensive EHR system was the devel-
opment of the Nova Scotia Hospital Information System (NShIS). Inter-
faced with more than 180 different types of diagnostic equipment, the 
NShIS was the first jurisdiction-wide multihospital implementation of 
this system in North America (Nova Scotia Office of the Auditor Gen-
eral, 2005). Evolving from the provincial Health Information Strategy 
that was articulated in the mid-1990s, the NShIS was initiated in March 
2001, phased in in February 2002, and fully operational by April 2005. 
Developed at a cost of approximately $55 million, the goal of the pro-
gram was to implement a system (the Meditech program) that could 
allow 34 hospitals across eight district health authorities efficiently to 
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share clinical information. The ninth (and largest) DHA, the CDHA, 
did not possess a single information system but rather had selected the 
best electronic program (“best of breed” approach) for each particular 
function that was required. The remaining DHA, the IWK Children’s 
Hospital, had a different but functionally similar system to that which 
was implemented in DHAs 1 to 8. Because of the need to extend inter-
operability to all DHAs, the province then applied to Canada Health 
Infoway to widen and deepen its electronic health record system (NShIS 
had been developed without Canada Health Infoway funding).

Having secured $19.2 million in funding from Canada Health Info-
way, the province committed an additional $9.1 million to the devel-
opment of the Secure Health Access Record (SHARE) project, which 
became operational in 2010. SHARE permitted hospitals across all DHAs 

Figure 4.2  Nova Scotia’s electronic health information system
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to communicate with each other. The key components of SHARE were 
the Client and Provider Registries, which came on line in 2009, and the 
Picture Archiving Communication System (PACS), which allows health 
care professionals instantaneously to access images such as angiography, 
CT scans, X-rays, MRIs, and ultrasounds across the province. Because of 
the high level of interoperability achieved through the common utiliza-
tion of the Meditech system across most DHAs, which encompassed 28 
of the province’s 34 acute care facilities and 1,457 of 2,755 inpatient beds 
(Power, 2009), the implementation of PACS was relatively quick and 
effective. Nova Scotia initiated PACS in 2003 and, by 2006, it became the 
second province to attain 100 per cent implementation of this system.

electronic medical records (emrs)
The second pillar of Nova Scotia’s electronic health infrastructure is the 
system of Electronic Medical Records. The Primary Health Care Infor-
mation Management (PHIM) program run by the DHW provides sup-
port to doctors, clinics, long-term facilities and others in facilitating the 
use of electronic medical records. In 2005, the DHW awarded Nightin-
gale Informatix, an Ontario-based company, a contract to be the exclu-
sive service provider for EMRs. Nova Scotia is the only province in which 
the health department itself has contracted directly with the vendor and 
sublicenses the program to physicians. By having one publicly supported 
EMR vendor and a single government-run laboratory system, Nova Sco-
tia was able to achieve a relatively high level of interoperability fairly 
quickly. This was bolstered by a provincial incentive of $10,000 for each 
doctor using Nightingale software, a measure which increased interop-
erability but which left local vendors furious that they had been cut out 
of a lucrative market (Howe, 2013). Between 2008 and 2016, Nova Sco-
tia spent $39 million in incentives to physicians to utilize EMRs, includ-
ing one-time payments of $5,300 per physician to offset up-front costs, 
annual per-physician payments for ongoing education in EMRs, and 
additional annual payments of approximately $5,600 for using EMRs 
(Colbert, 2016). Nine hundred physicians in Nova Scotia were using 
EMRs by 2015 (Doctors Nova Scotia, 2015). By 2015, physicians could 
choose from three systems (Nightingale-on-Demand, Practimax, and 
QHR Accuro) that were eligible for provincial funding support (in 2016, 
Nightingale was acquired by Telus Health). Unfortunately, these three 
systems do not effectively communicate with each other, which limits 
their overall utility. And, in 2015 the DHW decided to pause the number 
of doctors who could use EMRs in provincial hospitals due to a concern 
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that there was no “consistent approach” in the use of EMRs in hospitals 
(Tunney, 2015). The province embarked on a new EMR strategy in 2015 
to address these issues.

The 2014 National Physician Survey gives a glimpse of the way in which 
some Nova Scotia physicians use EMRs (Table 4.2). According to the sur-
vey, 12.5 per cent of respondents were using paper records only, 56 per 
cent used a combination of paper and electronic records, and 31.4 per 
cent used electronic records exclusively (however, this is a weighted sam-
ple of 405 respondents, and may not be representative of Nova Scotia 
physicians as a whole).

personal health records (phrs)
The third leg of the core triad of electronic record systems is the PHR 
system. PHRs are controlled by patients themselves. This system gives 
individuals access to their own health records (including lab and test 
results), but it also provides communication between patients and health 
care providers, allows individuals to request appointments as well as 
prescription renewals and refills online, and permits them to log any 
symptoms, side effects, or other self-monitoring data as they see fit. Indi-
viduals themselves set the privacy data and can control who is allowed to 
view the information in their records.

In 2012, a request for proposals was submitted by the province for 
a pilot project on PHRs, which was three-quarters funded by Canada 
Health Infoway. McKesson’s RelayHealth system was selected for a two-
year demonstration project. Thirty physicians in the CDHA each enrolled 
100 patients, for an initial total of 3,000 participants, although the final 
number of participants was 6,000 patients from 35 practices. Because of 
the success of the pilot, the DHW launched a province-wide PHR pro-
ject, MyHealthNS, in collaboration with Canada Health Infoway, which 
contributed $10 million to the $13.3 million project. This is the first 
province-wide PHR system in Canada. However, buy-in from physicians 
to the project is voluntary, and as of 2017 a long-term compensation 
plan for physicians using the PHR system was not finalized (under the 
pilot, physicians were not remunerated for email communication with 
patients). This may limit the scale of the system in practice. Another 
issue is the formal purchase of cloud-computing services: traditionally, 
the large financial outlay made by provinces in health care infrastruc-
ture was determined through capital spending allocations. But as prov-
inces purchase cloud-based technology that requires neither hardware 
nor software, significant resources will have to be redistributed from 



Table 4.2  Physician responses regarding EMR utilization, Nova Scotia, 2014

Question Response 
 (all physicians)

When you are capturing information 
about your patients, do you:

Use paper charts only 12.5%
Use a combination of paper and  

electronic charts to enter and retrieve  
patient clinical notes

56.0%

Use exclusively electronic records to enter/
retrieve patient clinical notes

31.4%

What are your reasons for not using 
electronic records?

No suitable product for my practice 17.4%
Too costly 21.4%
Too time consuming 32.1%
Privacy concerns 10.5%
Reliability concerns 12.8%
Lack of training 28.0%
Planning to retire soon 32.4%
Not available (e.g., hospital’s decision) 35.5%
Other reason 2.2%
NR* 0.0%

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

Less than a year 7.7%
1–2 years 16.2%
3–4 years 23.1%
5–6 years 13.8%
Over 6 years 39.0%
NR 0.0%

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

Yes 80.5%
Some 13.1%
No 6.4%
NR 0.0%

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

No barriers 15.2%
Compatibility with other electronic systems 56.3%
Privacy 16.3%
Hardware availability 21.1%
Technical glitches/reliability 55.5%
Lack of training 15.5%
Firewalls/security issues 35.1%
Other 9.3%
NR 0.7%

Has the use of an electronic record  
in your practice provided any of  
the following clinical benefits?

Helped you access a patient’s chart remotely 53.3%
Potential medication error alert 28.3%
Alerted you to critical lab values 52.2%
Helped you order on-formulary drugs 26.6%
Reminders for preventive care 22.3%
Reminders for care that meets clinical guidelines 20.3%
Better availability of lab results 77.0%
Identified required lab tests 21.1%
Facilitated communication with a patient 14.3%
Other benefits 12.5%
No clinical benefit 7.3%
NR 1.2%

(Continued)
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Table 4.2  Physician responses regarding EMR utilization, Nova Scotia, 2014 (Continued)

Question Response 
 (all physicians)

How has the quality of the patient 
care you provide changed 
since electronic records were 
implemented?

Much better 17.2%
Better 41.8%
No change 27.5%
Worse 3.2%
Much worse 0.7%
Not sure 7.3%
NR 2.2%

Since electronic records were 
implemented, the productivity  
at your medical practice has:

Greatly increased 6.3%
Increased 30.9%
Did not change 34.4%
Decreased 17.7%
Greatly decreased 2.4%
Not sure 7.3%
NR 0.9%

Rate your access to Electronic  
Health Records (EHRs)

Excellent 8.3%
Satisfactory 44.7%
Unsatisfactory 27.5%
Not available in my jurisdiction 18.8%
NR 0.8%

*NR = no response
Source: National Physician Survey, 2014, http://nationalphysiciansurvey.ca/result/2014-results 
-nova-scotia/

capital funding into operational funding (Usher, Jayabarathan, Russell, 
& Mosher, n.d.).

4.5.2  Specialized electronic information systems

The longest-running component of Nova Scotia’s electronic health com-
munications system is the Telehealth Network. Established as a pilot 
project in 1996, the Telehealth Network is a video-conferencing system 
connecting health care facilities across the province. It was Canada’s first 
province-wide Telehealth network. Given the high proportion of Nova 
Scotia’s population that resides in nonurban areas, the network is quite 
useful in permitting patients to access specialized health care consulta-
tions without the need for long-distance travel. The network is also used 
for training and administrative purposes.

In 2009, the province purchased VISION software to provide a com-
prehensive and integrated Food and Nutrition Services (FaNS) system 

http://nationalphysiciansurvey.ca/result/2014-results-nova-scotia
http://nationalphysiciansurvey.ca/result/2014-results-nova-scotia
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for the province. By 2009, the NShIS was operational, and the FaNS pro-
gram was designed to interface with the Meditech, Meditech Magic, and 
Star information systems. The VISION FaNS system produces standard-
ized inventory lists, nutrient information, diet codes, allergen lists, rec-
ipe names, and menu templates across all DHAs, allowing it effectively 
to provide menu options for each patient’s requirements in a safe and 
cost-effective manner.

The Patient Access Registry Nova Scotia (PAR-NS) system is a cen-
tralized wait-time reporting system that was implemented in 2010 at a 
cost of approximately $12 million, cost shared with Canada Health Info-
way. Wait times are calculated from the moment when booking requests 
made by surgeons are received by a hospital. This data is then collected 
and posted on the website of the DHW each quarter. An audit conducted 
by the Auditor-General’s Office in 2014 found that “the website com-
pares favourably with those in other provincial jurisdictions, in both ease 
of use and also, what is reported” (Nova Scotia Office of the Auditor 
General, 2014c, 51).

In 2012, Nova Scotia introduced a patient flow system purchased from 
Medworxx. This system was already in place in New Brunswick, British 
Columbia, and Alberta. The purpose of the program is, first, to estab-
lish a common framework for care coordination between regions and 
disciplines and, second, to identify barriers, delays, and interruptions to 
patient care in order to ensure bed utilization is as efficient as possible. 
Covering 39 acute-care facilities and 3,000 beds, the patient flow system 
assesses appropriate use of in-hospital stays and readiness for discharge. 
It examines flow-through problems such as ER overcrowding, surgery 
deferrals, and increasing off-service care. For example, the CDHA found 
that limited access to physiotherapy services at the Dartmouth General 
Hospital was acting as a barrier to efficient patient flow. The situation 
was improved by providing weekend physiotherapy services, allowing 
patients to be discharged earlier.

Another electronic system introduced by the province was the Drug 
Information System (DIS), which was announced in 2011 and which 
started coming onstream in 2014. The DIS is another shared-cost pro-
gram between the province ($17.5 million) and Canada Health Infoway 
($9.6 million), and it uses DeltaWare Systems’ Medigent Drug Informa-
tion System (also used in New Brunswick and Prince Edward Island). 
The purpose of the program is to provide electronic communication 
between prescribers, pharmacies, and other authorized health care 
professionals; to give health care providers immediate access to reliable 
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information on pharmaceuticals; and to identify contraindications, 
potential medication conflicts, and individuals’ allergies or adverse reac-
tions to specific drugs. The system facilitates the tracking of narcotic 
prescriptions (such as oxycodone), which are responsible for most drug 
deaths in Nova Scotia (for a more detailed discussion of the Nova Scotia 
Prescription Monitoring Program, see chapter 6). The implementation 
of the DIS involved three streams: the first focused on community phar-
macies and gradually linked pharmacies throughout the province into 
the DIS throughout 2013 and 2014. A record of all prescriptions entered 
by any pharmacy in the province is accessible to any other pharmacy in 
Nova Scotia (in this way, the system is able to identify individuals using 
multiple prescribers for the same drug). The second stream focuses on 
incorporating hospitals and community prescribers using the SHARE 
clinical portal; and the third, which began in 2015, concentrates on inte-
grating the DIS with clinics’ EMR systems (which will allow health care 
providers to e-prescribe directly to pharmacies, as well as giving physi-
cians a complete record of each patient’s prescription record).

Two other IT programs under development, the Computerized Physi-
cian Order Entry system and the Emergency Department Information 
System, were placed on hold in February 2015. Because of the impend-
ing amalgamation of the DHAs in April 2015, the DHW decided that 
the existing EHR systems of all units should be integrated more tightly 
before work continued on these programs. Under the NShIS, eight 
DHAs employed the Meditech system, while the IWK used Meditech 
Plus, and the CDHA used a number of different programs for various 
functions. In February 2015, the province issued a $1.25 million tender 
to develop an integrated record system for the new single health author-
ity (the “One Person, One Record” initiative). This new system will 
replace SHARE, the current hospital-to-hospital communication system. 
It is envisioned that the new “One Person, One Record” system will also 
incorporate EMRs and PHRs. As part of a single integrated clinical infor-
mation system, the two programs under development can potentially be 
implemented in a more efficient and less costly manner. The Comput-
erized Physician Order Entry system is a three-year, $7.2 program that 
will permit doctors to order services such as pharmacy, laboratory, and 
radiology results digitally; and the Emergency Department Information 
system is a three-year, $8.3 million project that provides the DHW with 
statistics on emergency-department performance.

Finally, the Panorama program procured in 2017 permitted the 
province to move from a paper-based to an electronic public health 
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information system. The first stage of implementation (2017–18) focused 
on vaccine inventory and immunization records; the second stage (2018–
19) on communicable-disease investigation. Of the $7.1 million spent on 
the program, $4.2 was reimbursed by Canada Health Infoway.

4.6  Research and evaluation infrastructure

Nova Scotia is one of four provinces with no form of “Quality Health 
Council.” Yet even where they exist, the functions of such quality coun-
cils are quite varied. Generally, these functions include gathering and 
evaluating population-health indicators; establishing benchmarks, 
assessing best practices, and suggesting revised protocols for specific pro-
grams; health technology assessment (HTA); the facilitation of health 
services research; and the coordination of information across jurisdic-
tions. In Nova Scotia, as in many provinces, these functions are divided 
between discrete units. The Population Health Assessment and Surveil-
lance (PHAS) unit within the DHW, for example, gathers and analyses 
both qualitative and quantitative data to support the province’s public 
health programming. The Research Methods Unit in the NSHA provides 
a broad range of specific consulting services to researchers, including 
research design, data management, clinical trials design, and health 
technology assessment. There is no discrete HTA agency in Nova Scotia. 
Health research is also facilitated by the Nova Scotia Health Research 
Foundation (NSHRF), which was established in 2000. The primary objec-
tive of the NSHRF is to support health research in Nova Scotia, including 
medical, health policy, health outcomes, and health services research. 
Because Nova Scotia is a small jurisdiction with limited funding, an 
important function of NSHRF is to maximize leverage for researchers 
in the provinces (such as the provision of seed funding) in order to sup-
port their applications within the national health-research framework. 
It also provides specific services such as peer review, project manage-
ment, and evaluation services. In addition, it facilitates collaboration and 
partnerships between health researchers in Nova Scotia, both within and 
between the public and private sectors.

In 2013, the Maritime Strategy for Patient-Oriented Research Support 
Unit (MSSU) was established under the aegis of the national Strategy 
for Patient Oriented Research (SPOR), an initiative developed under 
the guidance of the Canadian Institute of Health Research (CIHR). 
The MSSU involves three provincial governments (Nova Scotia, New 
Brunswick, and Prince Edward Island); health authorities from all three 
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provinces; the Health Research Foundations in Nova Scotia and New 
Brunswick; maritime universities; and other stakeholder groups. Fund-
ing is on a one-to-one basis between the CIHR and provincial govern-
ments/health research foundations. One key objective of the MSSU is to 
coordinate and integrate health data, as well as access to this data, across 
the Maritime provinces to produce comprehensive research outcomes 
for patient-oriented care. The MSSU also offers consulting expertise and 
training support in patient-oriented care (Levy, McDonald, Krause, & 
Anderson, 2015). Another Nova Scotia component of the pan-Canadian 
SPOR network is Building Research for Integrated Primary Healthcare 
Nova Scotia (BRIC NS), which is a provincial research network focusing 
on the needs of those with complex health conditions.

But there remain serious gaps in Nova Scotia’s research and evalua-
tion infrastructure. There is, for example, little capacity to evaluate cer-
tain programs within the province. A 2006 document commissioned by 
the Department of Health, for example, noted that “[t]here is simply 
no capacity within the current system at a provincial and especially at 
a district level to undertake the type of coordination and development 
of infrastructure that is required to create an accurate picture of the 
outputs, impacts, and outcomes of Nova Scotia’s primary health care sys-
tem” (Nova Scotia Department of Health, 2006a, 22).

4.7  Summary

The poor state of physical infrastructure in Nova Scotia can be attrib-
uted to the convergence of four factors: a critical mass of older build-
ings; a consistently weak economy; high political demand for health 
care services; and deficit-conscious governments. The serious deterio-
ration of health care facilities and equipment had been clearly noted 
by the province’s auditor general in 2012 and by Accreditation Canada 
in 2013. Nonetheless, because of limited fiscal resources, consecutive 
governments have viewed infrastructure renewal with some trepidation. 
As noted in chapter three, Nova Scotia spends approximately the same 
amount on health care per person as do other Canadian provinces, 
which means that spending on services consumes a much higher propor-
tion of Nova Scotia’s GDP (e.g., almost double the health-spending-to-
GDP ratio of Alberta). The focus on providing a similar level of services 
to that of other provinces despite a smaller fiscal capacity means that 
there is an increasing strain on infrastructure spending and a decreasing 
quality of physical infrastructure in the province.
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The strain on infrastructure spending manifests itself in two ways. 
Deferred maintenance to save costs and meet budget targets is com-
mon because maintenance funds, which are part of the larger operat-
ing budget, can be restricted in the short term without much attention. 
In the longer term, however, the untenability of existing infrastructure 
becomes increasingly apparent, and replacement becomes more effi-
cient, though more costly, than repair. The dynamics of capital renewal 
are slightly different. Few political administrations favour heavy public 
capital investment in large-scale projects that may not be completed 
until after their term in office. At the same time, few if any provincial 
governments have the capacity “to evaluate and manage capital struc-
ture, return models, and project finance in a sophisticated way that 
would mirror other large capital-intensive private industries” (Klein et al. 
2013, 4). This includes P3s, which have the political advantage of reduc-
ing short-term public expenditure. Nova Scotia’s own P3 experience 
with school construction underscored this point, as the auditor general 
noted that the province was incapable of providing effective oversight in 
the management of these contracts (Nova Scotia Office of the Auditor 
General, 2010b). Ontario’s experience with P3 funding for hospitals was 
also problematic, and a 2014 audit noted that the Brampton Civic Hos-
pital cost the province $200 million more than had it been financed and 
operated publically (Ontario Office of the Auditor General, 2008). Few 
theoretical analyses give unqualified support for P3 projects, especially 
in complex areas such as health care (McKee, Edwards, & Atun, 2006; 
Boardman, Siemiatycki, & Vining, 2016).

Given the widening fiscal capacity of provincial governments (Saillant, 
2016) coupled with the public demand for nationally comparable health 
care services, health infrastructure in Nova Scotia faces serious competi-
tion for limited resources. The few innovative financing strategies avail-
able to provinces (such as P3s or equity offerings) require a level of fiscal 
and policy capacity that small provinces, and possibly even larger ones, 
do not enjoy. For this reason, there has been some discussion about the 
role of the federal government in reengaging in hospital infrastructure 
projects. This may be in the area of direct funding (following the histori-
cal precedent of the hospital construction grants) or in the development 
of collaborative intergovernmental ventures that could build capacity 
planning models, set benchmarks on expected returns of capital invest-
ment to guide capital decisions, and create a shared resource of skilled 
individuals and best practices in capital planning (Roberts & Samuelson, 
2015; Klein et al., 2013).
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A final problem with capital planning goes beyond issues of financ-
ing. Partly due to the legacy of the 1957 Hospital Insurance and Diag-
nostic Services Act, which secured federal funding for hospital services, 
a systemic bias in Canadian health care exists towards hospital treat-
ment. Patients who could be treated more effectively and economically 
in other environments are for a number of reasons treated in hospitals 
instead. This bias is exacerbated by the lack of a comprehensive program 
of pharmaceutical insurance across Canada, as patients, providers, and 
caregivers may resist discharge if individuals cannot afford their medica-
tion costs outside a hospital setting. But as the primary health care, long-
term care, and mental health care systems continue to evolve, the role of 
hospitals may change substantially; and this shift in purpose for hospitals 
must be built into the planning process for new hospitals. Despite the 
muted policy debate over physical infrastructure (especially compared 
to the provision of health care services), it is nonetheless a highly com-
plex policy issue involving short- and long-term planning, shifting utili-
zation patterns, economic trade-offs, and potential intergovernmental 
negotiation.



Chapter Five

Health Human Resources

Access to physicians in Canada is a consistent political issue across all 
provinces (Fierlbeck, 2011). By international standards, Canada has a 
relatively low ratio of doctors at 2.6 per 1,000 population: in contrast, 
Australia has 3.5 physicians per 1,000 population, and Germany has 
4.1 (OECD, 2017a). Moreover, with a rate of 7.9 graduating physicians 
per 100,000 population, Canada relies quite heavily on internationally 
trained medical graduates, (compared, e.g., to Ireland’s rate of 21.9 per 
100,000 population) (OECD, 2017b). Yet there is no clear association 
between avoidable mortality and overall physician supply (Watson & 
McGrail, 2009): the number of physicians per population is a very crude 
measure of access to primary health care, and health workforce planning 
is beginning to address other important variables.

One key factor is the distribution of the health workforce: while 
numbers of physicians have been increasing in Canada, they have been 
increasing more quickly in urban areas than in rural ones (CIHI, 2016d). 
An issue facing all provincial governments is how to attract medical per-
sonnel to rural areas. British Columbia’s attempt to restrict the payment 
to physicians practising in areas without physician shortages led to a suc-
cessful Charter challenge (Waldman) in 1997 that limited provinces’ 
ability to use financial disincentives to encourage physicians to locate in 
underserviced areas. Positive financial incentives remain a major policy 
tool, but they are expensive. A more recent policy lever to influence the 
distribution of doctors has been the use of physician credentialing, in 
which physician privileges (e.g., to provide patient care in hospitals, or 
to order diagnostic tests) are withheld for new physicians in areas that 
are not underserviced.
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The way in which physicians practise is another important variable 
in determining access to primary care. Physician supply planning 
assumes a relatively constant level of direct patient care hours over 
time, yet younger GPs tend to work fewer hours than previous genera-
tions (Evans & McGrail, 2008). Thus patient contact hours can actually 
diminish even as the number of practising physicians increases. One 
strategy undertaken to address gaps in access to primary care has been 
to develop collaborative care centres that incorporate a wider range of 
health care professionals working up to their scope of practice. Given 
that most medical conditions are associated with chronic illnesses (such 
as diabetes, heart disease, respiratory disease, and depression or anxi-
ety), monitoring or even preventing chronic disease is a significant part 
of contemporary health care. To this end, increased patient contact as 
well as specialized care can be achieved through the use of family and 
advanced practice nurses, psychologists, nutritionists, and other health 
care professionals in conjunction with primary care physicians (Fiandt, 
2006). Yet the development of this kind of collaborative practice is, in 
practice, quite complicated. As GPs are legally considered to be inde-
pendent contractors rather than public employees, their clinics are gen-
erally established as small businesses and they must fund these other 
health care professionals directly. Successful collaborative primary care 
centres, especially in rural areas, may therefore require public assistance 
in terms of overhead, adjustments in fee schedules or billing practices, 
or regulatory changes to address scopes of practice or liability. And as 
IT systems provide more options for medical care, this administrative 
transformation may also have to incorporate infrastructure to accommo-
date telehealth, or payment options that include non-face-to-face con-
tact. While team-based care can be more cost-efficient, there may thus 
be increased coordination costs, at least in the short term, related to the 
provision of such collaborative care centres.

The discussion concerning the optimal number and mix of health 
care personnel is also cross-cut with issues of economic sustainability and 
cost containment. As Deber (2008) points out, as governments respond 
to public complaints over access to health care services by increasing 
the number of medical graduates, the rate of health care spending 
increases. Indeed, expenditure per physician in Canada grew 34.3 per 
cent between 1999 and 2009 as medical-school enrolment was expanded 
across Canada (Evans, 2011, 20). Primary care reform must therefore 
address access to services in tandem with physician remuneration in 
order to avoid substantial increases in physician payment (Henry et al., 
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2012). Leonard and Sweetman (2015), for example, document how 
larger federal health care transfers to the provinces through the early 
2000s were responsible for significant increases in remuneration for doc-
tors and nurses. While work intensity decreased slightly over this period, 
they observe, “the earnings of individual workers in these health profes-
sions increased at a substantially higher rate than experienced by the 
workforce outside the health sector” (157), leading to interesting ques-
tions about the role of the public sector in driving income inequality 
within Canada.

Another issue of note is the political relationship between physicians 
and provincial governments. One of the consequences of the adoption 
of public insurance systems across provinces was that physicians were 
able to negotiate a formal status as independent contractors rather than 
public employees. Nonetheless, there remained an element of quasi-cor-
poratism in the relationship between doctors and the state, as the physi-
cians’ professional associations have worked quite closely with provincial 
authorities in setting fee codes, negotiating regulatory codes, and devel-
oping other policy initiatives. Because of their specialized expertise, phy-
sicians have in previous decades been able to maintain a great deal of 
political influence over health policy. As governments increasingly utilize 
information technology to mine their administrative databases, however, 
they have established a countervailing influence over health care pro-
viders that may potentially undermine the historical political influence 
of physicians and other health care providers (Tuohy, 2003). Health 
human resource strategies are thus highly complex issues interwoven 
with other political, economic, and normative issues; and promises of 
effortless resolution should be viewed with an element of scepticism.

5.1  Main workforce challenges

The primary barriers to efficient health human resource planning 
in Nova Scotia over several decades have been the lack of sufficiently 
detailed information on which to base long-term planning; the lack 
of coordination between jurisdictions; and the utilization of planning 
models that did not take into account the complexity of contemporary 
health care services. Current health human resource strategies in Nova 
Scotia have been driven by the recognition that provincial workforce 
challenges are influenced by larger national trends and that concerted 
cross-jurisdictional action was therefore essential in addressing them. In 
September 2000 Canada’s first ministers explicitly agreed in principle to 



96  Nova Scotia

coordinate efforts on health human resources (HHR), and by 2001 many 
schemes addressing planning and recruitment began to take shape (the 
Atlantic provinces, for example, embarked on a thorough examination 
of education and training capacity and planning for the region).This was 
reinforced by the 10-Year Plan of 2004, which required as a condition 
of federal funding that provinces not only increase the supply of health 
care professionals but also set and publicize targets for training recruit-
ment, and retention.

But such strategies required detailed baseline assessments of exist-
ing capacity for each health occupation in each province. To this end, 
Nova Scotia commissioned a detailed study of HHR (funded by Human 
Resources Development Canada), which was published in 2003. Yet the 
report was hampered by the fact that some necessary data simply did 
not exist. Nearly one half of the regulated health occupations, noted 
the study, were not routinely collecting the kind of age information that 
was essential for projecting outflows due to impending retirements. 
Neither did the province know the number of graduates who remained 
in the province one year following graduation, nor the number and 
type of health workers leaving the workforce, nor the reasons they did 
so (Human Resources Development Canada, 2003). Nonetheless, the 
report presented a quite detailed snapshot of the nature of HHR in the 
province, including useful comparisons to other provinces. As part of 
the 10-Year Plan’s stipulation that provinces publicly identify their HHR 
strategies, Nova Scotia released an action plan on HHR in 2005. This 
strategy was drawn in very broad brushstrokes, however, and articulated 
expansive goals such as “improving Nova Scotia’s capacity to plan for the 
optimal number, mix, and distribution of healthcare professionals” and 
“enhancing Nova Scotia’s capacity to work with employers, educators, 
and others to develop a workforce that has the skills and competencies 
to provide safe, high quality care and work in innovative environments 
that respond to changing healthcare systems and population health 
needs.” The 2007 Corpus Sanchez report on the province’s health care 
system was unimpressed with the rhetoric, and noted that Nova Sco-
tia’s HHR infrastructure was “generally understaffed to meet even the 
most basic needs for transformation” (Nova Scotia, 2007a, 54). A more 
detailed attempt at HHR planning was conceived in 2008 under the 
Model of Care Initiative in Nova Scotia (MOCINS), which attempted to 
think about HHR challenges within the wider context of a model of care 
that was “patient-centred, of high quality, safe, and cost-effective” (Nova 
Scotia, 2010c, section 5.5). Nonetheless, driven by greater interregional 
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financial disparity, easier interjurisdictional mobility, and wider demo-
graphic and organizational trends, HHR remains a difficult and com-
plex policy area. Tables 5.1 and 5.2 indicate health workforce trends and 
density.

5.2  Physicians

Nova Scotia has, in recent years, enjoyed a comfortable physician-patient 
ratio in strict numerical terms; the problem has generally been more an 
issue of distribution and access. Because of its strategic geopolitical role, 
Nova Scotia saw an early influx of physicians and surgeons in the late 
eighteenth century (Marble, 1993), yet by the middle of the twentieth 
century the province’s Medical Care Insurance Advisory Commission 
expressed the concern that “even now there are not enough doctors,” 
and worried that the establishment of Medicare would exacerbate such 
shortages (Nova Scotia, 1967, 47). By 1989, however, these anxieties were 
reversed, and the Nova Scotia Royal Commission on Health Care stated 
quite bluntly that “there are too many physicians in Nova Scotia” (Nova 
Scotia, 1989, 22). Indeed, between 1970 and 1989 the supply of phy-
sicians had almost doubled, and remuneration increased markedly as 
well. By 1970 doctors in Nova Scotia had reached parity with the national 
average for physician remuneration; by 1986 their earnings were second 
only to Ontario physicians (ibid., 20).

Physician-specific health human resource planning was introduced in 
2012 with the release of the document Shaping Our Physician Workforce, 
which used consultants’ reports that profiled the existing physician work-
force and developed a forecast for the number, type, and distribution of 
doctors over the 2012–21 period (Nova Scotia, 2012a). The report noted 
that the ratio of family physicians to specialists in the province was 42:58, 
which was a notable outlier from the national ratio of 50–55 per cent 
family physicians to 50–45 per cent specialists. Moreover, it pointed out 
that almost 60 per cent of the province’s doctors practised within Hali-
fax. (One must recognize, however, that the tertiary and quaternary ser-
vices provided within Halifax also service New Brunswick, Prince Edward 
Island, and Newfoundland and Labrador, so the ratios would of necessity 
be skewed towards specialists practising in Halifax). At 780 Nova Sco-
tians per specialist, the province by far enjoys the best patient-specialist 
ratio in Canada (Table 5.3). There is, however, little political capital in 
this fact, as shortages of specific specialists are continually highlighted 
in the media.
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Table 5.1 Nova Scotia health workforce composition and trends, 2005–12

Profession First  
year of  
regulation

Availability 
of training  
programs

2005 2008 2012 % 
change 
2005– 
12

% 
female 
(2012)

Audiologists NR Y 53 62 69 30.2 72.5
Chiropractors 1972 N 98 114 132 34.7 47.0
Dental assistants 1976 Y .. .. 796 .. 99.7
Dental hygienists 1973 Y 511 547 668 30.7 97.6
Dentists 1,891 Y 499 521 535 7.2 38.1
Dietitians 1,998 Y 436 457 528 21.1 98.5
Environmental public 

health professionals
NR Y 62 51 77 24.2 ..

Health information 
management 
professionals

NR Y 129 164 170 31.8 95.3

Medical laboratory 
technologists

2004 Y 947 939 851 NC 85.3

Medical physicists NR N 10 11 14 40.0 14.3
Medical radiation 

technologists
1967 Y 522 545 558 NC 82.1

Midwives 2009 N 10 10 10 0.0 100.0
Occupational 

therapists
1972 Y 309 355 411 NC 92.7

Opticians 2005 N .. .. 247 .. ..
Optometrists 1921 N 86 101 113 31.4 44.2
Paramedics 2005 Y .. .. 2,218 .. ..
Pharmacists 1876 Y 1,065 1,093 1,209 NC 71.9
Physicians (excl. 

residents)
1828 Y 2,039 2,189 2,367 16.1 35.5

GPs 1,102 1,116 1,206 9.4 41.2
Specialists 937 1,073 1,161 23.9 29.8

Physiotherapists 1959 Y 529 570 584 NC 78.6
Psychologists 1981 Y 414 462 500 20.8 74.0
Regulated nurses 11,860 1,2121 1,2904 8.8 95.3

LPNs 1957 Y 3,127 3,250 3,652 16.8 95.1
NPs 2002 Y 41 82 135 229.3 96.3
RNs (incl. NPs) 1910 Y 8,733 8,871 9,252 5.9 96.4

Respiratory therapists 2007 Y 141 252 261 85.1 72.8
Social workers 1994 Y 1,531 1,639 1,821 18.9 ..
Speech-language 

pathologists
NR Y 171 192 221 29.2 98.2

..: information not available
NR: not regulated
NC: data is not comparable due to a change in data source and/or methodology  
between 2005 and 2012
Source: CIHI, Canada’s Health Care Providers: Provincial Profiles 2012. Available at 
https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2500

https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2500
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Table 5.2  Health workforce density, Canada and Atlantic provinces, 2005 and 2012

Profession Nova Scotia
per 100,000  
population

New  
Brunswick
per 100,000  
population

PEI
per 100,000  
population

Newfoundland
per 100,000  
population

Canada
per 100,000  
population

2005 2012 2005 2012 2005 2012 2005 2012 2005 2012

Audiologists 6 7 6 9 3 3 3 5 4 5
Chiropractors 10 14 8 6 6 5 10 12 22 24
Dental assistants .. 84 .. 81 .. 112 .. 36 .. 75
Dental hygienists 54 71 39 62 42 58 18 35 57 79
Dentists 53 57 40 44 45 51 33 36 58 61
Dietitians 46 56 43 44 46 45 28 34 25 30
Environmental 

public health 
professionals

7 8 6 7 6 8 4 5 4 5

Health information 
management 
professionals

14 18 14 18 12 16 8 20 10 14

Medical laboratory 
technologists

101 90 88 86 79 47 81 106 62 NG

Medical physicists 1 1 1 1 3 4 1 1 1 1
Medical radiation 

technologists
56 59 67 74 52 60 56 71 49 52

Midwives 1 1 NA 0 .. .. .. .. 2 3
Occupational 

therapists
33 43 33 42 24 33 25 35 35 39

Opticians .. 26 .. 29 .. 22 .. 18 .. 21
Optometrists 9 12 13 15 13 14 8 11 12 15
Paramedics .. 234 .. 148 .. 103 .. 155 .. 109
Pharmacists 114 128 84 102 116 117 114 128 91 95
Physicians  

(excl. residents)
217 250 173 221 144 182 194 240 190 214

GPs 117 127 103 117 89 98 99 126 98 109
Specialists 100 123 71 104 55 84 95 114 93 106

Physiotherapists 56 62 57 63 36 51 39 44 49 53
Psychologists 44 53 35 44 20 23 38 38 45 48
Regulated nurses 1,264 1,363 1,360 1,487 1,486 1,503 1,599 1,624 991 1,043

LPNs 333 386 352 388 439 438 526 434 201 252
NPs 4 14 3 X NA 3 13 23 3 9
RNs (incl. NPs) 931 977 1,008 1,099 1,046 1,066 1,072 1,190 776 775

Respiratory 
therapists

15 28 30 54 12 21 14 25 24 31

Social workers 153 192 196 224 144 185 207 286 92 119
Speech-language 

pathologists
18 23 23 29 18 24 19 23 20 25

..: information not available
NG: data was not generated because data was unavailable from one or more provinces
X: value suppressed in accordance with CIHI’s privacy policy
Source: CIHI, Canada’s Health Care Providers: Provincial Profiles 2012. Available at 
https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2500

https://secure.cihi.ca/estore/productFamily.htm?locale=en&pf=PFC2500
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Despite positive overall ratios, anxiety over physician staffing is driven 
by relatively high levels of physician outmigration (Table 5.4) and low 
levels of remuneration (Figure 5.1). In 2008–9 Nova Scotia’s physician 
compensation was low but still surpassed New Brunswick and Quebec; 
by 2012–13 Nova Scotia’s level of average clinical payment to physicians 
had fallen to the bottom of all provinces. This, to some degree, was 
driven by the contract cycle of fee negotiation in Nova Scotia, as the five-
year Master Agreement contract was ratified in 2005 and then extended 
until 2015. Because no new base increases had been introduced over 
this period, causing physician salaries to fall relative to other provinces 
where contract agreements were ratified, the negotiations between phy-
sicians and province for a new Master Agreement proved to be quite 
difficult. In 2015, the province spent 19.5 per cent of its health care 
budget on physician services and programs (Table 5.5); though, as a 
point of reference, physician services in 1948 (prior to the Medical Care 
Act) accounted for 39.8 per cent of the province’s health care budget 
(Nova Scotia, 1950, 110).

Dalhousie Medical School is a significant source of physician develop-
ment for the province (47 per cent of practising physicians in Nova Sco-
tia are Dalhousie graduates). The province estimates that approximately 
a third of current physicians will retire by 2021, which is in line with 
the national profile (Nova Scotia, 2012a, 4). Thirty-seven per cent of all 
physicians are female, but the numbers differ considerably for different 
age cohorts: 16.3 per cent of physicians over 65 are female, compared to 
55.5 per cent of those who are under 35 (CMA, 2015). Nova Scotia also 
relies heavily on foreign-trained doctors: in 2015, only 71.4 per cent of 
the province’s physicians graduated from a Canadian university (ibid.). 
This reliance has been especially pronounced in recent years, as interna-
tional medical graduates filled almost 40 per cent of vacancies and new 
positions between 2002 and 2012 (Nova Scotia Department of Health 
and Wellness, 2012a).

Recruitment and retention strategies are thus important in secur-
ing physicians for rural areas. For those who have completed medical 

Table 5.3  Population per physician, Atlantic provinces and Canada, 2013

NS NB PEI NL Canada

All physicians 382 441 526 415 455
GP 749 820 943 792 897
Specialist 780 951 780 869 923

Source: CMA, Canadian Physician Statistics 2015.
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Figure 5.1  Average gross clinical payments to physicians, 2008–9 and 2012–13 ($)
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*Due to the significant skewing effect on physician counts and their associated payments 
caused by visiting specialists and locums, a comparable average physician payment is 
not included at the request of PEI.
Source: CIHI, National Physicians Database 2012.

training, the Debt Assistance Program offers between $20,000 to $50,000 
in debt assistance to doctors in rural Nova Scotia. For current medical 
residents and fourth-year students, return-of-service bursaries of up to 
$60,000 are available to those willing to practise in rural Nova Scotia 
for at least three years. Since 2014, tuition relief of up to $120,000 has 
also been available for those establishing a new full-time practice in 
selected locations. Physicians relocating outside of metro Halifax are 
eligible for a $5,000 relocation allowance. The 2008–15 Master Agree-
ment provided for a number of other measures to attract physicians to 
rural areas, including an expansion of the rural locum program, alterna-
tive funding arrangements (see chapter 3), access to electronic medi-
cal records, and “competitive compensation rates.” Broader program 
changes have also been made to encourage rural practise, including a 
summer preceptor program in rural areas for first and second year medi-
cal students, a mentorship program for new graduates working in rural 
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Table 5.4  Net interprovincial migration by physicians, Atlantic provinces, 1990–2013

NS NB PEI NL

1990 −19 −11 3 −52
1991 −8 −3 0 −44
1992 −2 −7 2 −40
1993 −11 −5 2 −23
1994 −36 17 6 −37
1995 −2 16 0 −34
1996 6 7 0 −23
1997 24 9 1 −28
1998 12 1 6 −40
1999 1 4 10 −40
2000 −4 −11 −3 −50
2001 −22 6 6 −40
2002 −15 −2 2 −58
2003 −4 4 3 −41
2004 1 −11 8 −46
2005 −3 −13 0 −28
2006 −25 −4 0 −18
2007 6 11 2 −35
2008 −11 −9 3 −15
2009 −22 −10 2 −36
2010 −26 12 −3 −20
2011 −2 −8 8 −19
2012 −9 −14 −4 −18
2013 −15 −8 −7 −44

Source: CMA, Canadian Physician Statistics 2015.

Table 5.5  Spending on physician services in Nova Scotia, 2016–17 estimate  
($ thousands)

Fee For Service 303,824
Radiology/pathology 61,694
Academic funding plans 215,738
Alternative payment plans 42,491
Emergency departments 59,397
Physician residents 32,655
Other master agreement initiatives 35,385
Facility on call 12,225
Physician services – other programs 45,056
Total 808,465

Source: http://www.novascotia.ca/finance/site-finance/media/finance/budget2016 
/Estimates-and-Supplementary-Detail.pdf

http://www.novascotia.ca/finance/site-finance/media/finance/budget2016/Estimates-and-Supplementary-Detail.pdf
http://www.novascotia.ca/finance/site-finance/media/finance/budget2016/Estimates-and-Supplementary-Detail.pdf
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areas, and the development of more collaborative interdisciplinary care 
teams in underserviced areas (Nova Scotia, 2014c). From 2005 to 2015, 
the College of Physicians and Surgeons of Nova Scotia offered a Clini-
cian Assessment for Practice Program (CAPP), which supported inter-
national medical graduates with a special provisional licence to practise 
under supervision in rural areas. After one year of supervised practise, 
a physician could take a national-level family practice examination in 
order to become fully qualified. This program also required successful 
applicants to work in underserviced areas of the province. While the pro-
gram was able to fill approximately 45 positions over 10 years of opera-
tion, it was a very expensive program and had a low retention rate. CAPP 
was cancelled in 2015 and will be superseded by a program aligned with 
national assessments organized by the Medical Council of Canada and 
the Royal College of Physicians and Surgeons of Canada.

5.3  Nurses

When the Liberal government came to power in 2013, briefing docu-
ments noted that the province could face a shortage of 800 nurses within 
5 years if no steps were taken to address the trend. By 2015, 185 acute- 
and long-term-care nursing positions throughout Nova Scotia remained 
vacant. Between 2013 and 2015, acrimonious labour strife informed 
the relationship between nurses’ unions and the province, and pen-
sion changes made retirement an attractive financial option for senior 
nurses. As in the rest of Canada, the average age of registered nurses 
(who comprise approximately three-quarters of the regulated nursing 
profession) continues to increase: in 2011, the average age for RNs 
in NS was 46.9 years, compared to an average of 45.3 across Canada  
(Table 5.6). RNs in the underserviced rural areas tend on average to be 
older than those in urban areas.

Yet, since the first nursing strategy was released in 2001, there have 
been notable successes in developing a sustainable nursing workforce 
in the province. In 2001, Nova Scotia retained just 53 per cent of its 
nursing graduates; by 2014 this figure had increased to 90 per cent. The 
first nursing strategy (2001–6) committed $60 million to stabilizing the 
nursing workforce “by improving the quality of life for nurses, keeping 
experienced nurses in the system, and enhancing recruitment efforts” 
(Nova Scotia, 2007b,1; see also Nova Scotia Department of Health, 
2007). The second cycle (2007–14) focused on making better use of the 
nursing workforce, increasing the retention of nurses, and improving 
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the flow of nurses entering into the workforce. During this period, and 
in conjunction with a series of pilot projects undertaken by the Cana-
dian Federation of Nurses Unions (under the aegis of Health Canada), 
Nova Scotia established the Research to Action project on nursing HHR 
strategies. Between 2009 and 2011, the Nova Scotia Nurses’ Union, the 
Department of Health, the DHAs, nursing schools and other groups col-
laborated on the development of three objectives: implementing a coor-
dinated approach to new-nursing-graduate hiring across the province; 
developing evidence-based guidelines for orientation and transition pro-
grams for nurses; and cultivating a mentorship program between senior 
and junior nurses. First-year nursing seats at Nova Scotia’s universities 
increased from 306 in 2001 to 401 in 2014. The 2015 nursing strategy 
was, to a large extent, an attempt to fine-tune existing training, recruit-
ment, and retention strategies. To meet shortages in specialty areas, more 
training was targeted for intensive care, mental health, pre- and post-
op care, and operating room nursing. A fast-track program was intro-
duced that recognized existing science qualifications, allowing students 
to graduate in 2 rather than 4 years; and graduations are now staggered 
to allow the health care system more easily to hire graduates throughout 
the year. Recruitment efforts even more assiduously target areas with the 
greatest need; and more attention has been placed on optimizing scopes 
of practice (Nova Scotia has the highest number of licensed practical 
nurses [LPNs], at 392 per 100,000 population, compared to the national 
average of 246 per 100,000).

One significant component of the nursing workforce is the nurse 
practitioner. Also referred to as advanced-practice nurses, nurse prac-
titioners are experienced nurses with additional nursing education and 
clinical competencies, allowing them to diagnose and treat acute and 
chronic illnesses, disorders, and injuries within clearly defined areas. 
Provincially, their scope of practice includes ordering and interpreting 
laboratory and diagnostic tests, and prescribing and reordering medica-
tions, including monitored drugs (such as narcotics). In Nova Scotia, 
the employment of nurse practitioners increased a remarkable 229.3 per 
cent between 2005 and 2012, so that by 2012 there were 14 nurse practi-
tioners per 100,000 population in the province (compared to a national 
ratio of 9 per 100,000). Nurse practitioners were an essential element 
for the HHR strategy for underserviced areas, and by 2016 the registry 
listed 147 nurse practitioners with active licences. There is nonetheless a 
concern that nurse practitioners are currently underutilized in the prov-
ince: none of the 15 nurse practitioners who graduated in the province 



106  Nova Scotia

in May 2015, for example, found employment as a nurse practitioner 
after graduation (Gorman, 2016a). However, as part of the plan to move 
Nova Scotia physicians to collaborative primary care models (see chapter 
6), nurse practitioners may increasingly be replacing doctors in walk-in 
clinics around the province (Gorman, 2016a).

5.4  Other health care professionals

5.4.1  Paramedics

Nova Scotia has been remarkably innovative in the ways it has used para-
medicine in the delivery of health care within the province. Paramedics 
play a major role beyond emergency medicine in Nova Scotia. They were 
used in a pilot program in 2001 in the remote communities of Long 
and Brier Islands, where the lack of physicians led to a paramedic- and 
nurse-based primary care program. In the first phase of this program, 
paramedics provided 24/7 ambulatory care to the residents of these 
communities. This was followed by a second phase, in which paramedic 
services expanded to clinic roles and the delivery of nonemergency ser-
vices, and a third phase in which nonemergency services were provided 
by a nurse practitioner, complex care was provided by paramedics, and 
preventive health care programs were provided by a health care team. 
This model served as the basis for the collaborative emergency centres 
established in 2011, in which nurses and paramedics staff clinics between 
the hours of 8 p.m. and 8 a.m. (see chapter 4).

Another notable utilization of paramedic services has been the 
Extended Care Paramedic Program that was established in 2011. This 
program focused on nursing homes in the Halifax region and desig-
nated specially trained paramedics to work in nursing homes between 
the hours of 9 a.m. and 9 p.m., when most of the transfers from nurs-
ing homes to emergency departments occur. Paramedics can treat 
minor cases (such as suturing small cuts) immediately, and have also 
been trained to do routine blood work. During the two-year pilot pro-
gram, 73.5 per cent of patients treated were attended to in the nurs-
ing homes. In more complex cases, a new model for the delivery of 
paramedic care has been developed that focuses on “slowing the pace 
of the call and increased collaboration with LTC physicians, staff, 
patient, and family” (Jensen, Travers, Marshall, Leadlay, & Carter, 
2014, 90). In this model, paramedics establish a care plan with online 
physicians, and when the patient arrives at the hospital, he or she is 
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met with a medical team that has the treatment plan in hand. This 
leads to a much quicker turnaround time for patients and minimizes 
time spent waiting for treatment in an emergency ward. The success-
ful experience of geriatric-specific paramedics has, in turn, led to the 
utilization of paramedics in palliative care. As of May 2015, all para-
medics in Nova Scotia (and Prince Edward Island) were trained to 
offer assistance with palliative symptom management (including pain, 
breathlessness, fear, and anxiety) in patients’ homes. Paramedics have 
been trained to perform triage in emergency departments. Nova Sco-
tia has also been the first province to offer training to paramedics 
designed specifically to treat mental health issues. From November 
2015, paramedics learned how to identify signs and symptoms of men-
tal illness, how to respond to individuals in a mental health crisis, 
and how to ensure patients find the appropriate care to manage their 
mental health.

Despite the success at using paramedics more widely within the health 
care system, there are obstacles to this strategy. One is staffing. As with 
other health care professionals, there is a shortage of paramedics, and 
especially advanced-care paramedics (ACPs) in Canada. Paramed-
ics in Nova Scotia receive training through the privately-run Medavie 
HealthEd, a business that consolidated two professional training schools 
(the Maritime School of Paramedicine and the Atlantic Paramedic 
Academy) in 2012. However, pay levels in the Maritimes remain low: an 
advanced-care paramedic may earn $62,000 in Nova Scotia after 5 years 
of services; in other provinces, the equivalent salary might be $80,000 to 
$90,000 or above. Some provinces actively recruit ACPs from the Mari-
times to meet their own staffing shortages: the Ontario Paramedic Asso-
ciation, for example, observes that “there is a much higher percentage of 
non-Ontario trained paramedics from [ACP level] accredited programs 
[working in Ontario]. The east coast (Nova Scotia, New Brunswick, 
Prince Edward Island) is the primary source of these paramedics” (Pike & 
Gibbons, n.d.). The second potential issue is the private for-profit nature 
of paramedic training and delivery. Unlike some provinces, paramedic 
training is run by private training facilities (with tuition for basic training 
costing around $15,000) rather than by public educational institutions. 
The training institution is owned and controlled by the same company 
that provides emergency health services for the province. To the extent 
that health care is being increasingly provided by private contractors, 
there is some concern that this may result in the creeping privatization 
of provincial health care.
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5.4.2  Pharmacists

As with nurse practitioners and paramedics, Nova Scotia has a signifi-
cantly higher proportion of pharmacists (128 per 100,000 population in 
2012) compared to the national average (95 per 100,000). At the same 
time, given a larger older population and higher levels of chronic dis-
ease in the province, pharmacists likely have a relatively higher workload 
per person. Geographical access to pharmacies is reasonably good in the 
province, with three-quarters of the population living within 5 kilome-
tres of at least one location, and almost all of the population living within 
30 kilometres (Law et al., 2013). Internationally, Canada has been rela-
tively successful in making advances in involving community pharmacists 
in the prevention and management of chronic diseases (Mossialos et al., 
2015; see Figure 1); within Canada, Nova Scotia pharmacists have among 
the widest scopes of practice in the country (Table 5.7).

In 2013, Nova Scotia pharmacists were given the authority to give vac-
cinations, as well as to order and interpret diagnostic tests necessary 
to manage patients’ drug therapy (e.g., ordering blood tests needed 
to determine the dose of blood thinners). The fee schedule set each 

Table 5.7  Summary of pharmacists’ expanded scope of practice across Canada, 2015

Expanded Scope BC AB SK MB ON QC NB NS PEI NL NWT YT NU

Provide emergency 
prescription refills

Y Y Y Y Y Y Y Y Y Y Y N N

Renew/extend prescriptions Y Y Y Y Y Y Y Y Y Y Y N N
Change drug dosage/

formulation
Y Y Y Y Y Y Y Y Y Y N N N

Make therapeutic substitution Y Y Y N N Y Y Y Y Y N N N
Prescribe for minor  

ailments/conditions
N Y Y Y N Y Y Y Y P N N N

Initiate prescription drug 
therapy

N Y Y Y Y Y Y Y Y N N N N

Order and interpret lab tests N Y P Y P Y P Y P N N N N
Administer a drug by injection Y Y P Y Y N Y Y Y Y N N N
Regulated pharmacy 

technicians
Y Y P P Y N Y Y Y Y N N N

Y = yes; N = no; P = pending
Source: Canadian Pharmacists Association (http://www.pharmacists.ca/cpha-ca/assets/File/news 
-events/ExpandedScopeChart_June2015_EN.pdf).

http://www.pharmacists.ca/cpha-ca/assets/File/news-events/ExpandedScopeChart_June2015_EN.pdf
http://www.pharmacists.ca/cpha-ca/assets/File/news-events/ExpandedScopeChart_June2015_EN.pdf
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vaccination at $11.50, increasing $0.25 annually for 3 years. In 2010, the 
province was among the first to pass legislation approving prescribing for 
minor ailments by pharmacists. A “minor ailment” pilot program spon-
sored by the Pharmacy Association of Nova Scotia, concluded in 2013, 
permitted pharmacists to prescribe treatments for 31 minor ailments. 
Patients could then receive prescriptions for these conditions without 
having to consult a medical doctor. However, as patients were required 
to pay out of pocket for these consultations, there was relatively little uti-
lization of this program. Because of this, a new one-year program began 
in May 2015 that reimbursed pharmacists for the cost of assessing Phar-
macare users for three common minor ailments (allergic rhinitis, cold 
sores, and some skin conditions). The purpose of this pilot was to deter-
mine whether permitting patients with minor ailments to access pharma-
cists for treatment of such conditions could redirect such patients away 
from GP and emergency-room visits, thus saving health care dollars and 
providing better access for patients (consultations with pharmacists in 
2015 were billed at $20, compared to $31 for a physician visit).

In September 2014, Nova Scotia piloted the Bloom Program, a 
27-month program focusing on the use of community pharmacists to 
meet the mental health needs of individuals in the community. The pro-
gram focuses on individuals with “a diagnosed mental illness or addic-
tion causing functional impairment and a current medication therapy 
issue” (Bloom Program, n.d.). The Bloom Program was grounded on 
the observation that community pharmacists have regular interactions 
with these individuals and could be used as part of a support system for 
them. Moreover, pharmacists are among the most accessible health care 
providers and are located even in rural and remote regions in the prov-
ince. After a private assessment session by a pharmacist, those individuals 
interested in participating give consent to share their confidential infor-
mation with other individuals (e.g., GP, family member); these people 
can be contacted by the pharmacist if necessary. The pharmacist then 
monitors the progress of the patient either through regularly sched-
uled and on-demand interaction (in person or by telephone), accessed 
on weekends and evenings as well as weekdays. Some pharmacists even 
make house calls.

The evaluation report of the Bloom Program was highly positive. 
Eighty-nine per cent of the patients in the program rated it as “excel-
lent to very good,” and 92 per cent indicated that they would recom-
mend the program to others (Nova Scotia Department of Health and 
Wellness, 2016a, ix). The program was especially notable regarding two 
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of its key objectives. First, four in five medication issues of patients in 
the program (such as unresolved symptoms or impaired functioning, 
adverse effects, overmedication, or dependence) were “fully resolved or 
improved” (ibid., vii). Second, patients became better able to navigate 
the health care system and to access other services in their community:

61% of patients reported that their pharmacist helped them access other 
mental health services; 42% were helped to access services for their physical 
health; 25% were helped to access addictions care; and 47% were assisted 
in finding other services and supports in their community. Almost three 
of every four patients surveyed (72%) reported being more aware of com-
munity resources and 47% were able to access them faster than previously. 
(ibid., viii)

Given the success of the pilot period, the province has decided to con-
tinue funding the program under the purview of the Nova Scotia Health 
Authority.

5.4.3  Midwives

In contrast to other health care professionals in the province, midwives 
are relatively scarce. As of 2015, 15 individuals held membership in the 
Association of Nova Scotia Midwives: of these, only nine were practising. 
Publicly funded midwifery services are offered in three areas throughout 
the province (the IWK in Halifax; Guysborough and Antigonish; and 
Lunenburg and Queens County). Midwives who work in these funded 
sites use the local hospital that has obstetrical services (St. Martha’s 
Regional Hospital in Antigonish, South Shore Regional Hospital in 
Bridgewater, and the IWK Health Centre in Halifax). While midwives 
played an important role in early eighteenth-century Halifax, pub-
lic funding for midwives in Halifax was eliminated by 1761 and wasn’t 
resumed until 2009. A report on the regulation and implementation 
of midwives in Nova Scotia had, in 1999, recommended that midwifery 
be legally recognized as an autonomous, self-regulated profession and 
included as an insured service. This legislation, however, was put on hold 
as the low number of midwives in the province (four) presented proce-
dural difficulties in the disciplinary process required by self-regulated 
status. By 2006, however, the Midwifery Act was passed, and supporting 
regulation (including the establishment of a midwifery regulatory coun-
cil) was in place by 2009. Three DHAs expressed an interest in the mid-
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wifery program, and seven full time positions were allocated between 
them.

The program was short-lived in Halifax, however, where four mid-
wives at the IWK hospital had been hired to fill three FTE positions. By 
December 2010 the IWK midwifery program was suspended when three 
of the midwives resigned and the fourth went on leave. This has largely 
been attributed to the clash between an institution where the dominant 
ethos was one focused on high-risk care, and a profession used to provid-
ing care autonomously in a home setting for low-risk women. However, 
other issues also contribute to the difficulties that Nova Scotia–regulated 
midwives face. One of the primary issues is the employment model in the 
funded sites. According to the Canadian Midwifery Regulators Council 
(2016), there are a variety of models in Canada, with only a few being 
employer/employee models (Saskatchewan, Manitoba, Northwest Ter-
ritories). The majority of midwives in Canada practise as independent 
contractors. The independent-contractor model allows midwives to 
have hospital privileges and to work within their scope of practice. They 
are primarily accountable to their regulatory body rather than to their 
employer’s policies and procedures.

A 2011 assessment of the midwifery program stated that “midwifery 
cannot long survive in its present state. If nothing is done, the profession 
will collapse and the benefits of regulation will not be realized” (Nova 
Scotia Department of Health and Wellness, 2011, 10). The report made 
several recommendations, including the credentialing of midwives as 
a means of obtaining privileges consistent with their scope of practice; 
the hiring of an experienced midwifery leader as provincial head of 
midwifery; the provision of funds for “second attendants” to facilitate 
midwives attending more home births; the consideration of university 
training for midwives in Nova Scotia; and the establishment of a long-
term goal of 20 FTE funded midwifery positions by 2017. Five months 
later, the government articulated support for the midwifery program and 
endorsed the report’s suggestions to hire a midwifery practice specialist, 
create a second-attendant program to support midwives, and increase 
the complement of midwives at the IWK by two full-time equivalent posi-
tions. In September 2013 the midwifery program was reinstated at the 
IWK. Despite the seemingly quick response to the report’s recommenda-
tions, however, much of the progress made did not result in substantial 
change. As of July 2015 there are only a handful of second attendants 
working in Nova Scotia from the IWK site, and the midwifery specialist 
role in government did not produce the outcomes hoped for by many. 
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Nova Scotia continues to struggle with the implementation and integra-
tion of midwifery.

5.4.4  Medical laboratory technologists

Medical laboratory technology is another field with staffing concerns. A 
report published in 2001 stated that “Nova Scotia is in the most precari-
ous position of all the provinces ... Urgent action is required to avert a 
serious shortage in the province” (Canadian Society for Medical Labora-
tory Science, 2001, 8). The report also underscored the point that while 
Nova Scotia had the largest percentage of medical laboratory technolo-
gists eligible for retirement, it did not have any training programs in the 
province to produce new ones. By 2015, the province offered a three-
year (formerly two-year) diploma program at Nova Scotia Community 
College, as well as a two-year post-diploma bachelor of health sciences 
at Dalhousie University. Nonetheless, medical laboratory technologists 
remain on the list of professions that require “close monitoring” due to 
potential shortages as retirements continue to mount (37 per cent of 
the province’s 851 medical laboratory technologists in 2015 were over 
age 50).

5.4.5  Clinical assistants

Unlike some provinces, Nova Scotia does not license physician assistants 
(also known as physician extenders). However, international medical 
graduates who have graduated from an accredited medical school and 
who have passed a qualifying exam have been employed by the QEII 
Health Sciences Centre since 1995 as clinical assistants. These individu-
als act in the capacity of residents under the supervision and direction 
of a department head.

5.4.6  Home care workers

As noted in chapter 1, Nova Scotia has one of the oldest populations and 
the highest prevalence of chronic disease in Canada. It also is character-
ized by notably high rates of dementia and disability. At the same time, 
the province, like other jurisdictions, is attempting to reduce hospital 
stays in an attempt to control health care spending. This strategy involves 
increasing the number of long-term-care beds and facilitating seniors’ 
ability to stay at home as long as possible. But, as chapter 4 noted, 
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waiting lists for long-term-care beds are still lengthy; and of those receiv-
ing home-care services, 20 per cent had a caregiver in distress (Health 
Association of Nova Scotia, 2014, 17). The staffing of home-care services 
is thus a considerable challenge. The 2014 report issued by the Health 
Association of Nova Scotia clearly outlined the problems underlying the 
supply of home care workers.

The first issue is the lack of good data regarding the supply of home-
care workers. In Nova Scotia, those providing publicly funded home care 
are required to hold continuing care assistant (CCA) certification. Yet 
while statistics are kept on the number of individuals graduating from 
a CCA program in Nova Scotia, the province does not know how many 
remain in the province, how many of those are employed, and when and 
how they are employed. While the DHW did support the creation of a 
registry for CCAs, registration is optional, and uptake has been quite 
low. Two potential changes to the method of collecting information on 
the CCA workforce could be to make registration on the CCA registry 
mandatory, or to conduct a province-wide survey to establish a database 
on the number and distribution of CCA workers. Another issue is that 
CCA workers may not be necessary for all forms of home care. Currently, 
publicly funded home care in Nova Scotia includes personal care, res-
pite care, housekeeping, and meal preparation. Yet these services do not 
necessarily cover all the tasks that may be required to enable individuals 
to remain at home: services such as shopping, laundry, banking, driv-
ing or accompanying clients to appointments, yard maintenance, and 
minor home repairs are not covered by provincial home-care services. 
These services, along with housekeeping and meal preparation, could 
be performed by personal care workers and home support workers, who 
are not qualified to provide more specialized personal care and who are 
paid less than the hourly wage received by CCAs.

Enrolment in provincial CCA training programs peaked in 2010–11 
and has been noticeably declining since then. The Health Association 
of Nova Scotia report identifies a number of reasons for this decline. 
One is the expiration of the federal-provincial Labour Market Agree-
ment, which provided funding to meet local needs and fill skills gaps. 
Under this agreement, Nova Scotia was able to provide significant bursa-
ries to those entering CCA programs (amounting to either 70 per cent 
of tuition costs or $4,000, whichever was lowest). However, funding for 
this program ended in 2013. At the same time, program fees have been 
increasing. A program had also been established to recognize exist-
ing credentials to facilitate access to CCA training (Recognizing Prior 
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Learning, or RPL), but many barriers to this program exist (in 2005–06, 
41 per cent of CCA graduates went through the RPL; this fell to eight 
per cent in 2013–14). Overall, enrolment in CCA programs has fallen 
by about 33 per cent from a high point in 2010–11 (Health Association 
of Nova Scotia, 2014). As enrolment in training programs falls, however, 
competition for CCAs has grown from the expanding long-term-care sec-
tor, which provides more stable and predictable work environments.

5.5  HHR planning in Nova Scotia

The first comprehensive audit of HHR in Nova Scotia, completed in 
2003, noted the lack of a planning framework integrating HHR with the 
broader forces changing the nature of modern health care systems. To 
this end, the new Model of Care Initiative in Nova Scotia (MOCINS) was 
launched in 2008. This strategy focused on “optimizing the utilization 
of the health care workforce to ensure patients have access to the right 
providers at the right time,” and was seen as “critical to overcoming the 
current and future workforce shortages and improving quality of care” 
(Nova Scotia Department of Health and Wellness, 2009, 3). MOCINS was 
implemented in a series of iterative waves, with each phase followed by 
an evaluative process. The first implementation phase ran from October 
2008 to June 2009, and the second from September 2009 to March 2010. 
The first phase focused on 14 acute-care units; the second expanded 
into another 29 units; phase three included maternal-child units; and 
phase four targeted peri-operative services and emergency care. The 
strategy itself involves five interrelated approaches: 

•	 Better utilization of heath care professionals: The aim here was to ensure 
that health care professionals were working to full scope of practice. 
For example, the first evaluation report noted a “significant inconsist-
ency between what a licensed practical nurse could do by licensure 
and what he or she was allowed to do in the employment setting” 
(Nova Scotia Department of Health and Wellness, 2009, 13);

•	 The redesign of work processes (e.g., the relocation of supplies closer to 
the point of care);

•	 The use of data on patient population health needs to make staffing deci-
sions: Understanding the specific needs and risk factors of identifi-
able populations led to a more efficient composition of health care 
teams. In one case, the way in which work was originally allocated 
had meant delays in weaning patients from pain pumps, resulting in 
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an increased length of stay (Nova Scotia Department of Health and 
Wellness 2009, 16);

•	 The use of integrative technology, and especially comprehensive electronic 
health records (see chapter 4); and

•	 Ongoing training and mentorship (e.g., in interprofessional education).

The focus of MOCINS was on patient-centred care, but the opera-
tional principles on which the initiative was grounded were the utiliza-
tion of needs-based HHR planning and the development of interprofessional 
collaboration. Both principles leveraged provincial capacity. In the first 
place, Dalhousie University in Halifax became home to a World Health 
Organization/Pan-American Health Organization Collaborating Cen-
tre on Health Workforce Planning and Research in 2008. This per-
mitted Nova Scotia to contribute substantially to the development of 
evidence, methodology, and implementation strategies for HHR needs-
based planning (Nova Scotia has, for example, contributed to needs-
based HHR planning at the national level through the development 
of the Pan-Canadian Health Human Resources Planning Toolkit and 
a Health Canada-commissioned project, Competency-Based Health 
Human Resources Planning for Aging Canadians in Long-Term Care). 
In the second place, Nova Scotia’s small size – often a disadvantage 
in the development of sophisticated new policy directions – permit-
ted it to approach the problem of regulating the collaborative frame-
work for self-regulating professionals in a new way because of the close 
connection between regulatory health care professional groups in the 
province.

While provinces such as Ontario impose the requirement to col-
laborate uniformly on all self-regulating professions, Nova Scotia has 
developed a regulatory approach to collaborative action between the 
self-regulated professions that simply facilitates collaboration rather than 
mandating it. Under the 2012 Regulated Health Professions Network Act 
(RHPNA), a statutory body made up of members from all self-regulating 
professions was given the authority itself to improve the regulation of 
collaborative behaviour among the health professions (e.g., by author-
izing binding interprofessional agreements that set out specific scopes of 
practice to permit more efficient interprofessional care). Thus Nova Sco-
tia’s act enables, but does not dictate, interprofessional collaboration: 
coordination and cooperation between the professions thus depends on 
voluntary “bottom up” action rather than prescribed “top down” legisla-
tion (Lahey & Fierlbeck, 2016).
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The RHPNA was built on the work of the Nova Scotia Regulated Health 
Professions Network, an informal group founded in 2007. Made up of 
22 different regulators, the network formed a working group in 2008 to 
develop a regulatory framework that would support the development 
of effective interprofessional relations. The working group released a 
report in 2009, and the timing was propitious, as it coincided not only 
with the articulation of the concept of collaborative emergency centres, 
but also with the evolution of the MOCINS. Thus Nova Scotia’s HHR 
planning strategy emerged contemporaneously with a distinctive regula-
tory framework for interprofessional collaboration.

5.6  Summary

Like other provinces, Nova Scotia has been attempting to transition to a 
more collaborative health care system that most effectively utilizes each 
health profession’s scope of practice. Despite the favourable ratio of phy-
sicians per population compared to other provinces, Nova Scotians still 
experience serious barriers regarding access to primary health care. The 
province has designed some innovative new programs that permit some 
heath care professions (such as pharmacists and paramedics) to play 
key roles in the primary health care system. However, other professions 
(such as nurse practitioners and midwives) are arguably underutilized at 
present. Nova Scotia has increasingly focused on gathering information 
on each health care profession, and it now has a much clearer compre-
hension of the current and future HHR needs of the province. More 
difficult is the attempt better to integrate programs and services across 
providers and regions. This issue will be examined more closely in chap-
ters 6 and 7.



Chapter Six

Service and Program Provision

Contemporary health care “systems” are actually complex interrelation-
ships between several discrete subsystems including, most notably, pri-
mary health care, specialized/acute care, long-term care, mental health 
care, and public health. The hospital sector accounts for the largest 
percentage (29.5) of health care expenditure in Canada (CIHI, 2016a). 
A key issue across Canada is thus how better to integrate these service 
delivery systems so that lower-cost services provided in nonhospital set-
tings can provide a more appropriate level of care for patients. Some of 
the most common policy discussions in health service delivery focus on 
how to ensure that patients have effective access to community-based 
primary health care, long-term care, and palliative care when needed so 
that they are not obliged to use hospital services. A related discussion is 
how to ensure timely access to support services in the community (such 
as physiotherapy or mental health services) to enable patients to leave a 
hospital setting in a timely manner.

Notably, much hospital expenditure is clustered around a very small 
number of high users. In Quebec, for example, the top 1 per cent of 
patients accounts for 50 per cent of total hospital expenditure (Côté-
Sergent, Échevin, & Michaud, 2016); while in Nova Scotia the top 5 per 
cent accounts for 64 per cent of insured service expenditure (87 per 
cent of which is due to inpatient hospitalization) (Kephart et al., 2016). 
Because these high users tend to have several concurrent chronic health 
conditions (ibid.), there has been considerable focus on providing effec-
tive primary health care to prevent, monitor, and contain these condi-
tions before they develop into a state requiring hospitalization.

Primary care services have four key features: first-contact access; long-
term person-centred care; comprehensive care for most individuals’ 
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health needs; and coordination of specialized care that cannot be pro-
vided within a primary care setting (Starfield, Shi, & Macinko, 2005). 
“Primary health care” incorporates not only the basic health services 
provided to patients (“primary care”) but also the idea of a popula-
tion-level system that is designed to promote preventive care as well as 
manage basic or ongoing health conditions (Muldoon, Hogg, & Levitt, 
2006). Primary health care is generally seen as a crucial component of 
any overarching health care system because it provides effective care at a 
lower cost, improves health through access to appropriate services, and 
reduces health inequities across populations (Starfield, Shi, & Macinko, 
2005; Starfield, 2010).

But primary health care reform in Canada faces a number of struc-
tural obstacles. The structure of federalism prevents a thoroughgoing 
national level of reform (although it can also facilitate greater experi-
mentation in the provision of primary health). The principle of pub-
lic payment of private medical practice negotiated as Canada adopted 
public health insurance has reinforced a structural bias towards fee-for-
service payment; and the legislation that served as the foundation for 
public health insurance also established a policy bias towards GP-based 
primary health care (Hutchison, Abelson, & Lavis, 2001). Nonetheless, 
after a period of policy stagnation, primary health care did see some 
transformation with new primary care models introduced in Quebec 
(family medicine groups), Alberta (primary care networks), and Ontario 
(community health centres and family health teams, among others); 
although primary health care across Canada has been stymied by the 
slow adoption of information technology, clinical information systems, 
care coordination, the use of interdisciplinary teams, and participation 
in quality initiatives (Hutchison, 2008).

As in the case of primary health care, the development of better long-
term health options is seen as a means of reducing the utilization of 
higher-cost hospital services. Again, however, there are structural obsta-
cles to the development of a comprehensive and integrative system of 
long-term care. The funding of health care following the introduction 
of hospital insurance focused primarily on hospital facilities, given their 
cost-shared status; long-term care, with a significant nonmedical com-
ponent, was to a large extent the financial responsibility of provincial 
governments alone, often under the purview of community services or 
social services departments. This led to a considerable fragmentation 
of care delivery, and an inequality in access to services, both across and 
within provinces (Hirdes, 2001). Institutionally based long-term care 



Service and Program Provision  119

services across Canada are often privately funded, and publicly insured 
medical services can be billed separately from residential care. There is 
also considerable debate over the role of home-care services: while they 
tend to be far less costly than long-term-care facilities or hospitals, they 
also tend to be subsidized by the caregiving provided by (largely female) 
family members or by very low-wage caregivers with variable standards 
of care (Coyte & McKeever, 2001; Grant et al., 2004). A similar kind of 
fragmentation exists within mental health care, which can be funded 
through departments of health, community services, justice, or educa-
tion; provided by either hospitals or community-care agencies; and situ-
ated in public, private for-profit, or private not-for-profit spheres.

The role of public health in a high-quality health system is even more 
complex. Public health is “the organized efforts of society to keep people 
healthy and prevent injury, illness and premature death” (Office of the 
Chief Public Health Officer of Canada, 2008), and it often focuses on non-
medical determinants of health such as poverty, education, housing, and 
social networks. And while many studies have drawn clear links between 
poverty and poor health (Yoshikawa, Aber, & Beardslee, 2012; Evans & 
Cassells, 2013), the impact of public health is often marginalized by both 
the inherently political nature of these correlations as well as the way in 
which evidence is used in public health policymaking (Fierlbeck, 2011; 
Smith, 2013; Fafard, 2015.) In Atlantic Canada, for instance, public health 
expenditure (as a percentage of total health care spending) is less than 
half the national average (Ruggieri, 2015, 355). The attempt to reform 
“the health care system” is thus incredibly complex, not only because Can-
ada’s constitutional framework fragments health care into provincial and 
territorial units, but also because each provincial health care system is in 
fact an interlocking “system of systems,” each containing its own set of 
administrative, political, and economic tensions and obstacles to change.

6.1  Public health

When Nova Scotia shifted to a regionalized system in the mid-1990s, the 
provision of key services and programs in the province became bifur-
cated, with certain services and programs provided both at the provincial 
level and through the district health authorities. Public health is illustra-
tive of this dichotomy, with the province spending about $16.5 million 
directly in 2014–15, and the two health authorities contributing another 
$29.5 million (see Table 6.1). As in most provinces, the reform of public 
health in Nova Scotia was driven by the SARS epidemic of 2003, which 
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identified gaps in capacity, confusion over roles and responsibilities, and 
issues with coordination within and between jurisdictions. In tandem 
with the development of the Public Health Agency of Canada (PHAC) 
in 2005 at the federal level, provinces reevaluated the design and capac-
ity of their respective public health systems. Nova Scotia commissioned 
a public health review that was published in 2006, and a flurry of activity 
in public health was evident until 2012.

The key organizational issue underlying public health in Nova Scotia 
during the era of regionalization was the attempt to provide coordinated, 

Table 6.1  Expenditure summary, programs and services, 2014–15 ($ thousands)

Department of Health and Wellness

Physician services 789,149
Pharmaceutical services 265,757
Insured services 34,984
Emergency health services 125,104
Continuing care 3,154
Home-care services 236,325
Long-term-care program 554,922
Addiction and medical health programs 9,811
Active living 11,100
Primary care programs 15,881
Public health programs 16,612
Provincial programs and initiatives* 130,054
Other programs 23,520

NS Provincial Health Authorities**

Administration 78,905
Operations 277,642
Inpatient services 488,456
Ambulatory care 247,956
Diagnostic and therapeutic services 299,878
Other acute care expenditures 89,238
Addiction services 38,444
Mental health services 135,208
Public health 29,592
Primary health care 13,689
Care coordination 31,380

*These include Breast Screening, Canadian Blood Services, Cancer Care Nova Scotia, 
Cardiovascular Health NS, Diabetes Care, Emergency Care Fund, Health Association 
NS, Information Technology Initiatives, Insulin Pump Program, Legacy of Life, NS Hear-
ing and Speech, NS Renal Program, Nursing Strategy, Provincial Blood Coordinating 
Program, Provincial Drug Distribution Program, and the Reproductive Care Program.
**Nova Scotia Health Authority and IWK.
Source: Nova Scotia, Budget 2015–16, Estimates and Supplementary Detail, pp. 14.2 
and 14.13.
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high-quality public health services within an increasingly decentralized 
structure of governance. With health care governance distributed first 
into four districts and then into nine, concerns were expressed regard-
ing the capacity of very small DHAs to maintain the level of expertise and 
capacity required by an effective public health system. The minimum 
population for a public health unit to manifest a critical mass of exper-
tise and capacity was stated by the province to be around 250,000 (Nova 
Scotia Department of Health and Wellness, 2012b, 6); yet in Nova Scotia, 
only one DHA (Capital Health) met or exceeded this figure prior to 
consolidation in 2015. To move towards critical mass, the province intro-
duced a “shared service area” (SSA) model, which attempted “to create 
regional functionality out of local structures while the legislation, the 
funding, and the governance structures are all applied at the DHA level” 
(Nova Scotia Department of Health, 2006b, xiv). Thus, despite political 
rhetoric espousing the effectiveness of greater decentralization in health 
care, the smaller of the nine DHAs were quietly grouped into four SSAs 
for the administration of public health in an attempt to provide a criti-
cal level of expertise and capacity (tellingly, Saskatchewan had already 
experimented with SSAs, but found them too unworkable) (ibid., 28).

The first public health challenge was the fragmentation of health gov-
ernance that existed across a number of axes. The first form of frag-
mentation, noted above, was the division of responsibility and leadership 
across the DHAs. Both the 2006 public health renewal report and the 
2011 mid-course review noted the difficulty of finding and retaining pub-
lic health directors with appropriate qualifications for smaller jurisdic-
tions. The amalgamation of nine DHAs into a single health authority in 
April 2015 was designed to solve the problem of finding sufficient pub-
lic health officials across regions, but the newly-configured Nova Scotia 
Health Authority (NSHA) retained a public health structure that was 
divided into four regional administrative areas, and when it was estab-
lished the health authority still experienced difficulty in finding public 
health directors in two of these administrative units.

A second form of fragmentation had arisen due to the creation of a 
free-standing Department of Health Promotion and Protection in 2002. 
A medical doctor elected premier, John Hamm, had a particular inter-
est in health promotion, and Nova Scotia became the only province 
to bestow on health promotion both a cabinet voice and a dedicated 
budget. However, following the analysis of Ontario’s structural defi-
ciencies in dealing with the 2003 SARS crisis, Nova Scotia determined 
that the best way to avoid similar administrative confusion would be to 
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consolidate all public health at the provincial level “with a single point 
of leadership, visibility, and accountability.” This was eventually accom-
plished in 2012 with the merging of both health and health promotion 
into a single Department of Health and Wellness. Yet the point of estab-
lishing a separate health promotion department in the first place had 
been to ensure that resources for public health would be clearly pro-
tected and not diverted to acute-care services with their perpetual fund-
ing shortages. In 2006, 1.2 per cent of Nova Scotia’s health care budget 
was dedicated to public health. The 2006 report called for a doubling 
of this figure, although it also noted that this would fall short of the 5 
to 6 per cent of total public health expenditure that might be optimal 
for a public health system (Nova Scotia Department of Health (2006b, 
xvii). Using the figures in Table 6.1, one can calculate that the funds 
earmarked for public health in Nova Scotia’s $4-billion 2014–15 health 
care budget amounted to only 1.13 per cent of total provincial health 
care expenditure. Fears that merging health promotion and protection 
into one health department would result in a diminution, rather than 
doubling, of public health funding, were thus well-founded.

A third form of fragmentation in Nova Scotia’s public health system 
stems from the decision in 1994 to transfer all of the public health inspec-
tors to the Department of Environment. Following this move, another 
discrete group of health inspectors was transferred to the Department 
of Agriculture and Fisheries. This resulted in a profound fragmenta-
tion of responsibilities and resources across three departments. To the 
extent that one set of inspectors focuses on the water supply while the 
other monitors the food supply, the system can function. But, as the mid-
course review pointed out, cases of enteric disease may appear “where 
the source is unclear and needs to be identified in a timely fashion” 
(Nova Scotia Department of Health and Wellness, 2012b, 5). In such a 
circumstance the front line of investigation would have no formal respon-
sibilities to the Department of Health, while those with the training and 
expertise would not initially be involved at all (leading one observer to 
label the system “an inquiry waiting to happen”). Organizationally, the 
province has attempted to facilitate coordination through the creation 
of the Public Health System Leadership Team, although some of those 
involved have noted that this body is limited to “the superficial stuff” and 
that key planning involving budgets, staffing, planning, and evaluation 
occurs elsewhere in the system (ibid., 14).

If the first challenge for public health in Nova Scotia is fragmentation, 
a second is in health human resource capacity, although on this point 
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there have been many developments over the past decade. In 2006 the 
public health renewal report noted that “no PhD-level epidemiologists 
exist anywhere within the Nova Scotia system” (Nova Scotia Department 
of Health, 2006b, 45). Saskatchewan in 2006, with a very similar popula-
tion base, employed five. The report also identified a dearth of public 
health leaders with formal master of public health (MPH) training. By 
2015 the province employed four full-time epidemiologists; and Dalhou-
sie University was not only offering a master’s program in public health 
but had also launched a PhD in public health. In response to the H1N1 
pandemic in 2009, Nova Scotia negotiated a “good neighbour protocol” 
(the first of its kind in Canada) with its health care unions, allowing 
them to move easily and efficiently between various organizations in the 
event of staff shortages during a public health emergency (Nova Scotia 
Department of Health, 2010). 

A third major challenge for Nova Scotia’s public health system is the 
lack of an adequate public health IT system. This point was stressed not 
only in the 2006 and 2012 public health renewal reports, but also in 
reports by the provincial auditor general in 2008 and 2013. Currently, 
the province utilizes the ANDS system developed by the Public Health 
Agency of Canada. However, the ANDS system is effectively obsolete; it 
is no longer supported and it is difficult to find IT personnel who are 
conversant with the system. The ANDS system contains minimal data 
fields; it cannot capture and analyse essential information in sufficient 
detail; and it has limited reporting capabilities (Nova Scotia Office of the 
Auditor General, 2013, 64–5). Health administration relies heavily on 
paper forms and files; even in 2013 the Capital District Health Authority 
was using free software designed for use in developing countries (ibid., 
65). Part of the problem rests with the difficulties encountered by the 
Panorama project supported by Canada Health Infoway. Nova Scotia was 
highly involved in Panorama during its first 4 years, investing almost $1.3 
million in the system; but by 2010 the province felt obliged to walk away 
from the project (ibid., 66). The province did weather the 2009 H1N1 
flu pandemic with only seven deaths, despite the lack of a computerized 
vaccination-tracking system. However, as the public health renewal mid-
course review cautioned,

H1N1 was not a scenario in which public health needed to detect an out-
break, investigate it, identify causes and their contacts, and implement con-
trol measures on a larger scale. Such an emergency would likely expose to a 
greater degree existing gaps in information systems, diminishing expertise 
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within DHAs, role clarity challenges, lack of a public health environmental 
health program, and limitations in existing epidemiologic capacity. (Nova 
Scotia Department of Health and Wellness, 2012b, 19)

In 2017, the province announced its intention to adopt a modified ver-
sion of the Panorama system.

6.2  Primary care

As in other provinces, the primary health care system in Nova Scotia was 
historically based on independent general practitioners. The province, 
as noted in chapter 5, has a relatively high ratio of physicians per popu-
lation. As in all provinces, the ratio has increased steadily over the past 
three decades, rising from 172 per 100,000 in 1986 to 251 per 100,000 in 
2015. And yet, as in most provinces, the distribution of GPs tends to be 
skewed to metropolitan areas, causing difficulty for inhabitants of small 
towns and rural areas in securing primary care. Over 61 per cent of GPs 
practise in Halifax, with 44 per cent of the province’s population (CMA, 
2015). The professional depopulation of rural areas, especially in Cape 
Breton, is especially troubling. Access to primary health care is a major 
political issue. In 2016 only 723,000 Nova Scotians over the age of 12 
reported that they had access to a regular health provider (Statistics Can-
ada, 2017), leaving approximately 100,000 individuals without regular 
primary care. In November 2016 the provincial government established 
a centralized wait list for those actively seeking family doctors, and a year 
later the list contained 37,339 names (Corfu, 2017). In November 2017 
the NSHA posted job listings for 72 full-time family physicians, 10 part-
time family doctors, and 14 family-doctor locums (Ray, 2017).

A 2011 report on primary care in the Capital District Health Authority 
warned that a “fundamental shift” in the functioning of primary care was 
crucial to the sustainability of the system; and that “if demand for health 
services continues at the same rate as today, we can expect to see a 50% 
increase in patient demand by 2026” (Capital District Health Authority 
2011, 3). To meet this demand for primary care, the province has seen 
the establishment of 35 walk-in clinics, 24 of which are located within the 
Halifax Regional Municipality alone. Yet the Department of Health and 
Wellness wants to move away from walk-in clinics and towards a medi-
cal-home model of health care. In December 2015, to encourage the 
growth of collaborative care clinics, the Department of Health and Well-
ness announced that new doctors to the province would not be allowed 
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to work in walk-in clinics (Colbert, 2015). This led to an outcry by both 
doctors and the general public, as walk-in clinics were seen as an impor-
tant stopgap measure to provide immediate primary health care while 
collaborative care clinics were slowly being established. The number of 
collaborative care clinics in the province increased significantly between 
2008 and 2011, many in rural areas (largely because of incentives to 
physicians negotiated in the 2008 Physician Master Agreement); but by 
2011, the rate of increase in collaborative practices had plateaued. The 
2015 Physician Master Agreement was negotiated within an environment 
of rigid public-service wage increases (see chapter 7), and there was at 
this point less scope to develop the same kind of incentive structures that 
were evident in the 2008 document. The move towards a comprehensive 
primary health care strategy was also delayed because of the transition to 
a single health authority in 2015, and the reconstitution of the Depart-
ment of Health and Wellness in 2016. Primary care in 2015 was ceded to 
the NSHA, which now has the responsibility to draft a provincial primary 
health care plan.

6.3  Acute care

Nova Scotia has 43 acute-care facilities, and there is a great deal of diver-
sity in size and functional capacity among them. All hospitals offer some 
degree of emergency care, although this may in some units be provided 
in the first instance by nurses and paramedics. Some smaller units expe-
rience occasional ad hoc closing of emergency services due to staffing 
shortages (see chapter 4). The most common acute care services, such 
as cancer surgery, hip and knee replacements, and cataract surgery, are 
available at hospitals in each of the province’s four health care zones, 
although wait times for these services vary considerably between the four 
zones. For cataract surgery, for example, the wait time for a consulta-
tion in the period from 2015 June 1 to 2015 August 31 was 61 days in 
Truro and 237 days in Halifax; wait times for surgery following consul-
tation over the same period ranged from 127 days in New Glasgow to 
275 days in Bridgewater (Nova Scotia, 2015a). However, some acute care 
services, such as advanced cardiac care, most internal medicine referrals 
and interventions, and quaternary care are only available at the Queen 
Elizabeth II Health Sciences Centre in Halifax.

Compared to other provinces, Nova Scotia had the longest wait 
times in 2014 for three of the nationally benchmarked procedures (hip 
replacements, knee replacements, and radiation therapy) and among 
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the longest for the fourth (cataract surgery). For hip replacement, four 
of 10 provinces either met/exceeded the target of 90 per cent of patients 
being treated within 182 days, or were within 5 per cent of that target. 
The national average was 83 per cent; Nova Scotia’s average was 58 per 
cent. For knee replacement over the same period, the national average 
was 79 per cent; Nova Scotia’s average was 44 per cent (see Table 6.2).

The higher demand for these services is largely rooted in the specific 
demographic challenges that Nova Scotia faces. However, there are also 
organizational issues underlying these figures. A Patient Access Registry 
System (PAR-NS) was implemented in 2010 to facilitate a prioritized, 
province-wide elective surgery waitlist (see chapter 4, section 5.2). An 
audit conducted by the Auditor General’s Office in 2014, however, found 
that this system was “not consistently used” (Nova Scotia Office of the 
Auditor General, 2014c, 53). The report also found that available operat-
ing room times were not optimally used; that DHAs had not set “realistic 
organizational performance targets for elective surgery wait times”; that 
there was no routine reporting of wait times, which meant that there was 
no regular review to “identify and analyze wait time issues and trends”; 
that surgeons’ offices were “often late in submitting booking formation 
to hospitals”; and that operating-room policies and guidelines “have not 
been updated since 2005” (ibid., 54, 59, 50, 64). But the problems were 
not simply at the DHA level; the report also noted that there was no 
overall provincial approach to wait-times management and that a com-
mon provincial approach was still in the planning stages. Provincially, 
Nova Scotia established three committees in 2012 to address this issue: 
the Provincial Perioperative Advisory Committee, which focuses on elec-
tive surgery wait times; the Provincial Orthopaedic Working Group, 
which was established to develop a five-year plan to improve the quality 
of orthopaedic services; and the Provincial Clinical Services Planning 
Steering Committee, whose mandate is to coordinate clinical services 
planning. Nonetheless, in December 2014, the auditor general was quite 

Table 6.2  Success in meeting wait times for selected treatments, 2014*

BC Alberta Sask Man Ont Que NB NS PEI Nfld Canada

Hip replacement 67% 87% 93%   71% 88% 84% 74% 58% 87% 96% 83%
Knee replacement 57% 81% 89%   71% 86% 81% 56% 44% 78% 92% 79%
Cataract 70% 71% 88%   63% 81% 88% 89% 76% 51% 96% 80%
Radiation therapy 95% 97% 97% 100% 99% 99% 97% 88% 90% 98% 98%

*All entries measured against established benchmark of 90%
Source: waittimes.cihi.ca
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critical that the province had accomplished little in terms of a systematic 
provincial approach: “Health and Wellness has no interim targets, no 
plans, and no defined timeframe by which they plan to reach a one-year 
maximum wait. There are also no overall Provincial expectations for the 
district health authority with regards to elective surgery performance” 
(ibid., 58).

That wait-time management was a political issue was partly due to the 
Liberals’ campaign promise during the 2013 election to reduce wait 
times for knee and hip replacement surgeries so that they would meet or 
fall below the national average. After several years in office, the figures 
for both hip and knee replacements remained relatively constant. Com-
plicating the picture even further, given the administration’s commit-
ment not to increase public spending, the Auditor General’s Office used 
the Department of Health and Wellness’s own figures estimating that it 
would take $35 million to move towards the 90 per cent benchmark for 
hip and knee replacements alone (Nova Scotia Office of the Auditor 
General, 2014c, 56). In response, the deputy minister of health stated 
in February 2015 that the province’s consolidation of its DHAs would 
facilitate a more efficient system of surgical treatment (by, for example, 
more easily using excess operating-room capacity in some of the regional 
hospitals): “Foundationally, it’s a one-Nova Scotia, consolidated, unified 
health authority that allows us to manage care across artificial bounda-
ries” (Nova Scotia Hansard, 2015a). The deputy minister also noted that 
the consolidation of the Emergency Health Services (EHS) 20 years pre-
viously had led to the establishment of an ambulance service “interna-
tionally rated as one of the top 10 in North America” (ibid.).

Despite the province’s struggles to address the challenges it faced in 
acute care, or perhaps because of them, Nova Scotia’s emergency health 
services system has produced a number of innovative features that have 
been studied and duplicated both nationally and internationally. Prior 
to 1995, the emergency-response system in Nova Scotia was supplied by 
private community-based providers (though subsidized by the Depart-
ment of Health). Of the 54 ambulance operations, many were loss lead-
ers for local funeral homes, and it was not uncommon for hearses or 
mortuary vans to be used as ambulances. Vehicles, equipment, and sup-
plies were not standardized, and care was provided within a “level of 
efforts” system without any performance standards. Most paramedics 
had basic (P1) qualifications and received minimum wage (Nova Scotia 
Hansard, 2002). This changed dramatically by the mid-1990s. In 1993 a 
report was commissioned (and presented in April 1994) detailing the 
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inadequacy of service, equipment, and training within the emergency 
health services system. This led to the creation of the EHS branch within 
the Department of Health, which consolidated the community-based 
operations by purchasing the private ambulance operations and replac-
ing the ambulance fleet. The new operator, Emergency Medical Care 
Inc. (EMC), became the first Canadian ambulance service to be accred-
ited by an international accreditation agency. Nova Scotia also created 
a single, province-wide communications and dispatch centre (also one 
of the first in Canada to become accredited) and established an air 
medical transport (medevac) system. Other supporting programs, such 
as paramedic training and certification, a trauma program, and a first-
responder program were introduced between 1996 and 2000. Within six 
years, emergency health service delivery in Nova Scotia “evolved from 
an uncoordinated, fragmented system with uneven service and medi-
cal quality to a state-of-the-art, high performance system” (Nova Sco-
tia Office of the Auditor General, 2000, 149). Emergency medicine in 
Nova Scotia, then, is a unique system, using a failsafe franchise model, 
a performance-based contract with oversight, province-wide ambulance 
dispatch, and an integrated air-ambulance component.

The reason for this dramatic change can be traced to the appoint-
ment of Dr Ron Stewart as minister of health in 1993. Stewart, a gradu-
ate of Dalhousie’s Medical School, accepted a residency in emergency 
medicine in California, and later became head of emergency medicine 
at the University of Pittsburgh, as well as medical director of Pittsburgh’s 
paramedic system. Returning to Dalhousie in 1989, he was elected to 
the Legislature in 1993 along with a fellow physician, Dr John Savage, as 
premier. The development of the system did not come cheaply, nor was 
it without controversy. EMC, a for-private company owned by the not-for-
profit company Maritime Medical Care Inc., was selected to run the day-
to-day emergency services operations for the province, which itself does 
not provide emergency health services directly. EMC was selected with-
out a competitive bidding process, despite an out-of-province company 
expressing interest because, according to the Department of Health, 
“the Department lacked financial and operational data upon which to 
base a request” (Nova Scotia Office of the Auditor General, 2000, 142). 
As the auditor general noted in his 2000 report,

There does not appear to be a written evaluation of EMC as a suitable can-
didate for a Province-wide ground ambulance operator against predeter-
mined evaluation criteria notwithstanding that EMC was a new company 
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and neither EMC nor the parent company (MMC) had any previous experi-
ence in the ambulance business. There also does not appear to have been 
an analysis of the costs and benefits associated with alternative service deliv-
ery by a non-profit or government agency. (ibid., 139)

The cost increases of the new EHS were also significant: from $13.6 
million in 1994–5, program costs increased to $53.3 million in 1999–
2000 and $125.1 million in 2015–16. The cost drivers were linked to the 
standardization and overall improvement of common standards and, 
while a 2001 consultants’ report (the Fitch report) accepted that the new 
service provided good value for money, the auditor general reported 
in 2007 that the province was lax in monitoring the company’s perfor-
mance and expenditure of public funds (e.g., the province assumed 
most of the financial risk for the private company operating the service) 
(Nova Scotia Office of the Auditor General, 2007, 44).

The second wave of emergency-service reform began in 2010. This 
was driven by two related variables: the first was the underutilization of 
paramedic services in certain rural areas, and the second was the heavy 
demand for paramedic services in urban areas. The Long and Brier 
Island project, for example, began in 2002 because of the low demand 
for paramedics’ services (one emergency call every 2.8 days). Because of 
the difficulty for this area in providing basic primary care, a pilot pro-
ject trained paramedics to perform basic primary care services (such as 
glucose or blood-pressure checks). This was the impetus for the broader 
utilization of paramedic services in the province, including collabora-
tive emergency centres, the Extended Care Paramedic program in nurs-
ing homes, and the use of paramedics in palliative care (see chapter 
5). Nova Scotia also became the first province to permit advanced-care 
paramedics throughout the province to administer thrombolytic drugs 
to heart attack victims.

The urban problem was based on the poor ambulance turnaround 
time in emergency departments at the two large hospitals’ emergency 
departments. The benchmark time for paramedics to discharge a patient 
at an emergency department is 20 minutes or less, 90 per cent of the time. 
This target was met at the smaller regional hospitals, but in Halifax and 
Dartmouth this had fallen by 2006 to 20 minutes less than 10 per cent of 
the time (Nova Scotia Office of the Auditor General, 2007, 54). Because 
of emergency overcrowding, paramedics were required to remain with 
their patients at the emergency department, effectively taking them out 
of circulation for long periods of time. This led the Minister of Health 
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Maureen MacDonald to commission a report on emergency care restruc-
turing. The report, written by emergency physician John Ross, was the 
basis for the government report Better Care Sooner and included more 
innovative developments (Nova Scotia Department of Health and Well-
ness, 2010). Among these was the implementation of standards for emer-
gency departments, making Nova Scotia the first province in Canada 
to do so. A rapid-assessment unit was put into place in Halifax’s main 
emergency department to divert the treatment of minor cases away from 
those requiring more serious care. A similar system was then put into 
place in the Dartmouth emergency department, and the results have 
been noteworthy: in 2012, only 12 per cent of low-acuity patients saw a 
doctor within 90 minutes; a year later, after a rapid-assessment system 
was implemented, this figure rose to 50 per cent (Capital District Health 
Authority, 2014d). Thus the reform of Nova Scotia’s emergency medical 
care system over 20 years has been a narrative of remarkable progress. At 
the same time, however, wait times at emergency departments remain an 
ongoing concern, and progress has been stymied in part due to a poorly 
developed system of long-term care.

6.4  Long-term care

The components of Nova Scotia’s long-term care system include nurs-
ing homes/residential care, home care, self-managed care, rehabilita-
tion care, and caregiver-respite programs. The first of these is the most 
substantial program, with an annual budget of $566 million in 2015–16. 
Nursing homes provide care for those who are medically stable but who 
have needs that cannot be met through home care. Residential care is 
designed for those requiring less intensive care and who have the ability 
to self-evacuate in the event of an emergency. Nursing homes and resi-
dential care facilities in Nova Scotia are privately run, and patients are 
subsidized by the province on the basis of need. Despite the introduc-
tion of new beds, the number of people on the waiting list for admission 
to these programs in 2017 continues to range from 2,000 to 2,500. To 
be placed on to the list, individuals must meet with a care coordina-
tor who administers a functional assessment to determine type and level 
of care, and applicants must have a medical status report completed 
by their doctor. Those who cannot pay the standard accommodation 
charge for long-term care must also undergo a financial assessment. 
The average cost of residential care in 2017 is $250 per diem; the daily 
rate charged to individuals for “accommodation costs” is between $64.25 
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and $107.75, depending on the level of care provided. The separation 
of medical costs (for those requiring medical treatment) and accom-
modation costs is important, as the provisions of the Canada Health Act 
stipulate that individuals cannot be charged for “medically-necessary” 
treatment. Those in long-term care are not expected to pay more than 
85 per cent of their assessed income towards accommodation costs (with 
a minimum retained income of $3,126 per year). If one’s spouse remains 
in the community when one enters a long-term care facility, the spouse 
retains 60 per cent of the joint family income (minimum of $20,500 per 
year) as well as maintaining control over all assets. Unsubsidized private 
care facilities are also available, and costs range from $1,900 to $6,000 
per month. In addition to the increasing number of individuals using 
long-term care facilities, the average length of stay in these facilities has 
also increased, from 2.2 years in 2006–7 to 2.9 years in 2014–15.

To address the issues of sustainability in the long term care system, 
the province is, like other jurisdictions in Canada, increasingly focusing 
on a “home first” strategy. Home care in Nova Scotia is run under the 
auspices of the Continuing Care branch of the DHW. To access these ser-
vices, a care coordinator will assess the services for which individuals are 
eligible based both on need, and on what care a family is able to provide. 
Approximately 20 per cent of home-care users pay some fee for these ser-
vices, based both on income and household size. Maximum weekly hours 
for home care are three for housekeeping, four and a half for personal 
care, and two for meal preparation. These services amounted to $2.7 
million in 2013–14, an increase of 38 per cent over 2006–7, for a total 
cost of approximately $200 million annually. In 2014–15, $131 million 
was spent on home-support services, while home nursing amounted to 
$54 million. More than 22,000 individuals receive home-support services 
(including nursing care) annually, with approximately 12,000 receiving 
services on any given day. Moreover, the number of individuals receiv-
ing home care who have very high needs has increased by 29 per cent 
between 2006–7 and 2013–14. The average length of time between the 
initial home-care referral and service delivery is approximately 56 days, 
and an average of 398 individuals each month are waiting for home-
support services to begin (Nova Scotia, 2015b).

The provision of home care, however, has proven to be highly contro-
versial. The Auditor General’s Office has audited Nova Scotia’s home-
care program three times (1996, 2002, and 2008) and has become 
increasingly critical of, and frustrated with, the province’s lack of 
response on issues that it has highlighted. Chief among these was the 
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dearth of performance measures and service agreements for the home-
care program. The DHW purchases services from more than 20 different 
organizations: nursing services are almost always provided by the Victo-
rian Order of Nurses (VON), while nonmedical services are generally 
provided by continuing care assistants (CCAs). In February of 2014, 420 
home support workers went on strike in a dispute over wages and were 
legislated back to work under essential-services legislation the following 
month. In April 2015, the province attempted to implement a process 
of competitive bidding for home-care services, which had historically 
simply been renewed by the DHW, as the auditor general had noted, 
without performance agreements or a comprehensive system of moni-
toring. Home-support workers, having been highly mobilized on wage 
issues, quickly organized a campaign against “for-profit” home care. 
They argued that tendering contracts would result in large multinational 
service providers underbidding local firms (potentially using nonunion-
ized workers with few benefits) and providing “assembly-line” care. By 
the summer of 2015, in the face of public concern, and no doubt to the 
frustration of the Auditor General’s Office, the DHW quietly put its plan 
to tender home-care services on hold. While the VON announced in 
November 2015 that it was closing operations in six provinces (including 
New Brunswick, Prince Edward Island, and Newfoundland and Labra-
dor), Nova Scotia’s VON units were not affected.

The province’s home-care strategy has other elements as well. The 
Self-Managed Care Program directly funds adult Nova Scotians with 
physical disabilities so that they can engage home support and personal 
care directly. This program is designed so that these individuals can take 
more control over their lives (although they can also delegate these 
responsibilities to a third party if they chose). Given that Self-Managed 
Care clients can receive about 205 hours of care based on a maximum 
monthly allocation of $3,855.89, compared to home-care clients’ monthly 
maximum of $6,931.50 for 150 hours of home care, it is also a much 
less expensive program (Nova Scotia, 2015b). In addition, the province 
provides community-based rehabilitation services through its continuing 
care strategy. Services include both occupational therapy and physiother-
apy, and the clients for whom these services are designed include “those 
at risk of admission to acute-care facilities, those seeking discharge from 
such facilities, those with medical or mobility issues who are unable to 
access public or private outpatient services, and those appropriately seen 
in the community to address their goals” (ibid., 11). Respite care (either 
scheduled or on emergency-only basis) is also available, as is adult group 
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day care. Finally, the Supportive Care Program provides additional direct 
funding for seniors with significant cognitive impairments that interfere 
with their daily functioning. In this program, home-support services are 
purchased directly by a client’s substitute decision maker, who assumes 
responsibility for managing the funds and purchasing the services.

6.5  Prescription drugs

As noted in chapter 2 (section 4.3), Nova Scotia offers pharmacare coverage 
to seniors without private coverage, those receiving income assistance, and 
those needing treatment for specific diseases (such as cancer, cystic fibrosis, 
diabetes insipidus, and multiple sclerosis). The province also runs the Pro-
vincial Drug Distribution Program, which procures pharmaceuticals from 
national vendors and distributes them to health care facilities throughout 
the province. The auditor general notes that drugs purchased through this 
method are 14.8 per cent less expensive than the prices paid to pharma-
cies through Nova Scotia’s pharmacare programs (Nova Scotia Office of the 
Auditor General, 2004). In January 2002 the Atlantic Common Drug Review 
(ACDR) process was established to ensure the quality and effectiveness of 
pharmaceutical products used by the province. A joint collaboration of the 
four Atlantic provinces, the ACDR depended on the advice of an expert 
committee (the Atlantic Expert Advisory Committee) that made listing 
recommendations for each of the participating provinces. This process was 
largely, though not entirely, superseded in September 2003 by the National 
Common Drug Review process (and, in 2010, by the pan-Canadian Oncol-
ogy Drug Review [pCODR] for drugs used in cancer treatments).

Nova Scotia was the first province to develop a province-wide academic 
detailing program. The Drug Evaluation Alliance of Nova Scotia (DEANS) 
has, since 2001, overseen an academic detailing program for physicians. 
“Academic detailing” is a university-based outreach program in which infor-
mation is presented to general practitioners by academic medical and phar-
macy specialists who research and collate a thorough body of information on 
specific topics. These topics have, in recent years, included diabetes, COPD, 
opioids, hypertension, antibiotics, gout, anticoagulants, and contraception. 
The Nova Scotia detailing program “encourages a culture of critical thinking 
by informing them of uncertainties and controversies in the interpretation 
of evidence” (Jin et al., 2012). It is administered by Dalhousie University’s 
Continuing Medical Education programs and is funded by the DHW.

Nova Scotia also runs a drug monitoring program for controlled 
drugs. The Nova Scotia Prescription Monitoring Program (NSPMP) 



134  Nova Scotia

was established in 1992 as a paper-based program and began to transfer 
into a secure online system (the Drug Information System, or DIS) in 
2013. The program was given a legislative framework in 2005 and, while 
funded by the DHW, is administered by Medavie Blue Cross. The drugs 
covered by this program include opioids, barbiturates, psychostimu-
lants, cannabinoids, and steroids, although (unlike the prescription 
monitoring programs in Alberta, British Columbia, and Saskatchewan) 
benzodiazepines are not included. One function of the NSPMP is to 
alert pharmacists in real time if an individual requesting a prescription 
has had another such prescription written by another prescriber and 
filled within 30 days. This system has “virtually eliminated” the practice 
of double-doctoring for controlled drugs in Nova Scotia (Furlan et al., 
2014). The DIS will also alert a pharmacist if a prescription is related 
to stolen prescription pads. Another function is to identify individuals 
who have received prescriptions from three or more prescribers; these 
reports are generated retrospectively and are sent to prescribers. Infor-
mation produced by the NSPMP can be requested by law enforcement 
agencies. The NSPMP processes between 350 and 500 requests each 
year from law enforcement agencies regarding information pertaining 
to criminal investigations (Bradley, 2016). Finally, the NSPMP generates 
a report every 56 days on prescribers who have exceeded a particular 
prescribing threshold on monitored drugs. Prescribers can also request 
data to compare their prescribing patterns to provincial and regional 
averages. Prescribers who generate prescriptions for monitored drugs 
above an undisclosed threshold are identified and are referred to the 
Practice Review Committee of the Prescription Monitoring Board, 
which provides peer review of flagged prescribing practices. The Prac-
tice Review Committee may also refer prescribers to their appropriate 
regulatory college.

Outcomes for the NSPMP have been mixed. On the one hand, doc-
tors referred to the College of Physicians and Surgeons have generally 
subsequently modified their prescribing practices, “suggesting this was a 
deterrent to inappropriate prescribing” (Nova Scotia Office of the Audi-
tor General, 2012b). The College of Physicians and Surgeons has also 
permanently banned physicians who do not respond to practice reviews 
from prescribing controlled drugs. On the other hand, the program 
relies heavily on manual review, which means that staff are frequently 
overwhelmed by the data provided by the computerized system (ibid.). 
In February 2016 one doctor was arrested after it was determined that 
she prescribed 50,000 Oxyneo and oxycodone pills which she picked up 
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directly from pharmacists, stating that it was on behalf of her patients. 
An external audit found that, while the Prescription Monitoring Pro-
gram had flagged this behavior for some time, the monitoring program’s 
medical consultant had kept his notes on the case private, so no official 
intervention was made for six years (Chiu, 2016).

6.6  Workers’ Compensation Board programs

The Workers’ Compensation Board of Nova Scotia, established in 1917, 
currently insures 325,000 workers and provides insurance for 18,700 
employees. Compared to other provinces, Nova Scotia has among the 
highest injury rates and the longest periods of time off work. The highest 
rates of injury in the province occur in the home care and long-term care 
sector. Overall, the province pays out on approximately 50,000 claims per 
year (Workers’ Compensation Board of Nova Scotia, 2015). The health 
care benefits offered by the Workers’ Compensation Board in Nova Sco-
tia include hospital care; physician, physiotherapy, and chiropractor vis-
its; surgery; prescription drugs; dental expenses; travel-for-care expenses; 
and items such as braces or crutches. It also covers earning replacement 
benefits, return-to-work plans, and survivor benefits. Because workplace 
disability can be a result of long-term exposure to various factors, the 
insurance offered by the Workers’ Compensation Board in Nova Sco-
tia provides a number of exceptions to the requirement of establishing 
proof of causality when making a claim. One example is the principle of 
“presumptive benefits” for firefighters that was introduced in 2003. As 
epidemiological studies demonstrate a statistically significant increase in 
the rate of certain cancers for firefighters, individual firefighters do not 
have to prove a connection between their illness and their workplace 
for these cancers. Between 2003 and 2014, 60 presumptive cancer ben-
efits were approved (Nova Scotia Hansard, 2014). Similarly, coal min-
ers in Nova Scotia enjoy the principle of “automatic assumption” where 
it is automatically assumed that any individual working in a coal mine 
(or in similar conditions) for 20 or more years and who experiences 
permanent impairment or loss of lung function has this illness due to 
workplace conditions. A more recent policy change has been the way in 
which “psychological injury” has been interpreted. Following changes to 
the Diagnostic and Statistical Manual of Mental Disorders (fifth edition) in 
2013 regarding post-traumatic injury, which now distinguishes between 
acute onset and cumulative onset, emergency workers can now submit 
claims for situations in which multiple events, though traumatic, did not 
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result in an immediate acute reaction but did have a cumulative effect 
resulting in a final acute event.

6.7  Mental health care

More so than any other area of health service provision, mental health 
care services have been fragmented due to issues of jurisdiction both ver-
tically and horizontally. The vertical fragmentation is both regional and 
federal, and can be traced back to the vestiges of the British Poor Laws 
incorporated by Nova Scotia’s colonial governors. The province’s first 
mental hospital was opened in 1858, and by 1875 Mount Hope Hospital 
housed more than 300 patients, many of whom came from municipalities 
across the province. These municipalities were responsible financially 
to the hospital for the upkeep of these patients, although the hospital 
was rarely able to secure these funds: in 1884, one commissioner wrote 
that “[a] very urging letter was sent to each municipality last year, but as 
the receipts show, without any appreciable effect” (quoted in Leighton, 
1982, 25).

By 1890, 11 mental hospitals had opened in municipalities throughout 
the province. By 1904 the number had expanded to 17 (Torrey & Miller, 
2007), and municipalities were once again held responsible for provid-
ing mental health services. But this shifted dramatically after 1948, when 
the federal government (under the direction of Health Minister Paul 
Martin, Sr) established federal health grants that, among other things, 
were directed to assessing mental health needs, training health care per-
sonnel, building infrastructure, and developing research capacity. In 
exchange, however, provinces were directed to admit patients to these 
hospitals free of charge (Fingard & Rutherford, 2005). But few munici-
palities had the capacity to underwrite the total cost of these institutions, 
and the province stepped in to cover a third of municipal mental hospi-
tals’ costs. The 1957 Hospital Insurance and Diagnostic Services Act did 
not, however, cover mental hospitals, and the province found it difficult 
to support 17 separate institutions. By 1966, the province closed or amal-
gamated the municipal mental hospitals so that only four fully funded 
hospitals remained. This coincided with the trend to deinstitutionaliza-
tion, which was partly driven by philosophical shifts in the discipline, but 
was also due to adjustments in funding patterns.

In 1975 New Brunswick negotiated an arrangement with Ottawa in 
which mental patients requiring long-term rehabilitation and treated in 
the community were eligible for funding under the Canada Assistance 
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Plan (Fingard & Rutherford, 2005, 2011). Nova Scotia soon seized on 
this funding source as well, and the number of individuals treated in psy-
chiatric hospitals fully funded by the province continued to decrease. Yet 
this move underscored the growing horizontal fragmentation of mental 
health care across an increasing number of government departments at 
the provincial level. Historically, mental health generally involved (in 
addition to the Department of Health) the Department of Social Ser-
vices (now Community Services), as well as the provincial attorney gener-
al’s office, for cases involving dangerously violent or criminal behaviour 
(ibid.). Currently, with mental health programs for youth focused 
increasingly on placing mental health programs and professionals in the 
schools (such as the SchoolsPlus program), with an increased emphasis 
on housing as a key component of long-term addiction rehabilitation, 
and with initiatives such as the Mental Health Court Program, mental 
health care is dependent on a high degree of collaborative involvement 
by the DHW, Community Services, Justice, and Education.

Until the merger of health authorities in 2015, each DHA was responsible 
for developing and running its own mental health programs and services, 
although certain services (such as the early identification and intervention 
programs for children with autism) were fairly consistent across the prov-
ince. In general, each DHA offered some form of group therapy, family ther-
apy, inpatient care, community-based assisted-living services, crisis response, 
senior mental health services, mental health assessment for adults, children, 
and youth, and senior outreach, although the particular articulation of each 
varied across districts (Nova Scotia, 2011). However, eligibility for these ser-
vices, and points of access to these services, varied from DHA to DHA. As 
service provision was transferred to a single provincial health authority in 
2015 (with additional services at the IWK), an important issue was how to 
retain services targeted to distinctly local needs. Interestingly, Nova Scotia is 
the only province in Canada with mental health standards although, as the 
Auditor General’s Office noted, the province has not dedicated sufficient 
funding, nor provided adequate monitoring, to give these standards real 
substance (Nova Scotia Office of the Auditor General, 2010a). Currently, 
the province spends approximately 3.4 per cent of its health budget on 
mental health care (ibid., 50). In 2012, an advisory committee on mental 
health and addictions strategy noted lengthy wait times for those attempting 
to access mental health services, as well as difficulties for those navigating 
assessment, treatment, and care once in the system (Nova Scotia, 2012b). In 
response, the province introduced the Choice and Partnership Approach, 
which is based on problem-solving and offering choices to patients.
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6.8  Dental health care

Nova Scotia has had a Children’s Dental Plan since 1974. Renamed the Chil-
dren’s Oral Health Program (COHP) in 1997, the program was amended 
in 2002 to make the COHP the insurer of last resort. While the eligible age 
range itself shifts a great deal, the COHP covers all children in the eligible 
age range, but only if they do not have private insurance coverage. The 
program will also cover any shortfall if private insurance does not cover the 
full amount. The Oral Health Advisory Group noted that “there does not 
seem to be a program in any jurisdiction that is structured like Nova Scotia’s 
COHP” (Nova Scotia Department of Health and Wellness 2015b, 9).

The COHP is a dental-office-based program for children under a speci-
fied age. It covers one dental examination, two X-rays, fillings, one preven-
tive service (such as cleaning), and nutritional counselling. Extractions 
are not usually covered. In 2013, the age of eligibility increased to 14 and 
was scheduled to increase every year until children were covered to the 
age of 17. However, the Oral Health Advisory Group in 2015 observed 
that while the costs of the COHP increased significantly, “the percentage 
of eligible children accessing the COHP remains at less than 50%” (Nova 
Scotia Department of Health and Wellness, 2015b, 10). The COHP was 
originally designed to support diagnostic, preventive, and restorative ser-
vices but, as the Oral Health Advisory Group discovered, 56.5 per cent 
of the costs of the program are in restorative services, while the remain-
der are split between preventive and diagnostic services. Were children 
to utilize more preventive services, the cost of restorative services could 
be minimized; thus, the advisory group recommended that the focus 
of the COHP shift from restorative services to prevention (ibid., 13). 
However, the advisory group recommended shifting the focus to preven-
tive care through “specific additions, deletions, and adjustments to the 
insured dental procedure codes” rather than through the expansion of 
dental hygiene within the primary health care system (ibid., 14). There 
are seven independent dental hygiene practices in Nova Scotia, includ-
ing three mobile-service practices. However, there is no coverage of den-
tal hygienists’ services under existing public dental service plans, even 
though the Dental Hygienists Act of 2009 removed the stipulation that 
dental hygienists had to work under the supervision of a dentist (College 
of Dental Hygienists of Nova Scotia, 2014). In 2015 Nova Scotia had 14.5 
FTE positions for dental hygienists working in the Public Health branch, 
but these were specifically directed towards working on health promo-
tion and community health initiatives. Dalhousie University’s school of 
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dentistry provides a number of programs in which services are offered 
by supervised students. These include half-price services at the dentistry 
school and outreach programs (including one for the frail elderly and 
one for refugees at the Halifax Refugee Clinic).

6.9  Targeted services

6.9.1  First Nations

Health data regarding the Nova Scotia Mi’kmaq population has been 
limited and inconsistent. A 2007 survey found that while Mi’kmaq adults 
tended to have slightly higher levels of the most common chronic health 
conditions, the rate of diabetes was generally twice as high as the overall 
Nova Scotia population (see Figure 6.1). Data released in 2016 showed 
that rates of diabetes for indigenous people between 20 and 39 years of age 
were five times higher than the rate for the overall population of Nova Sco-
tia (MacLennan, 2016). This correlates to significantly higher levels of obe-
sity among Nova Scotia Mi’kmaq: according to the 2007 survey on Mi’kmaq 
health, 50 per cent of female Mi’kmaq and 39.7 per cent of male Mi’kmaq 
were obese (Mi’kmaq Health Research Group, 2007, 109), compared to 
the Nova Scotia nonindigenous average of 22.9 per cent and the Canadian 
nonindigenous average of 16.9 per cent (Public Health Agency of Canada 
& CIHI, 2011, 9). Of Mi’kmaq in Nova Scotia, 59.1 per cent reported smok-
ing daily (compared to the average Nova Scotia rate of 27 per cent), and 
25.2 per cent of Mi’kmaq reported smoking an average of 25 or more ciga-
rettes per day (Mi’kmaq Health Research Group, 2007, 126).

The relationship of First Nations and the government of Nova Scotia 
regarding the provision of health care has been a very long and complex 
one. In 1800, a Joint Committee of the Assembly and Council of Nova 
Scotia was convened to examine the situation of “the Indians in their 
present distress.” After two hundred years of European settlement, by the 
early 1800s the local Indigenous populations had considerably less access 
to traditional hunting and fishing areas and increased exposure to waves 
of disease. Twohig (1991) documents outbreaks of smallpox in 1800–2, 
cholera in the 1830s, tuberculosis in 1841, infectious hepatitis in 1846–7, 
diphtheria in 1860, and whooping cough in 1891 among the Mi’kmaq 
in Nova Scotia. Venereal disease, measles, typhus, rheumatic fever, and 
alcoholism were also commonly reported in these communities. By 1847, 
the Indian commissioner described “a discouraged and spirit-broken peo-
ple,” reduced “to the extreme of wretchedness” (ibid., 74). From the early 
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1800s until Confederation, the health of First Nations was a matter of 
direct colonial responsibility. Health care to the nonmilitary settler popu-
lation was quite poor during this period, and health services provided to 
the indigenous populations were also very limited. What is more remark-
able, as Twohig (1996) notes, is that some of the most prominent physi-
cians in the province were involved in providing health services to the 
Mi’kmaq population (including Sir Charles Tupper, who would become 
the first president of the Canadian Medical Association as well as pre-
mier of Nova Scotia and, later, prime minister of Canada). Because this 
time period was quite formative for the modern discipline of licensed 

Figure 6.1  Chronic health conditions, Mi’kmaq and Nova Scotia average
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medicine, Twohig suggests that the provision of medical care to a very 
marginalized population was not only due to doctors’ traditional sense of 
“service to the indigent” or to the guaranteed payment of services from 
the Indian Grant (which was in fact often disputed by the Legislative 
Assembly), but also a strategy by licensed physicians to advance their pro-
fession (against numerous nonlicensed medical practitioners) by estab-
lishing formal connections with state authority (ibid., 342).

After Confederation, jurisdiction for First Nations became a federal 
responsibility. And while health care was not seen as part of formal treaty 
obligations, the incidence of communicable disease on treaty lands led 
Ottawa to establish the Medical Services Branch for the Department of 
Indian Affairs (renamed the First Nations and Inuit Health Branch in 
2000). As in other provinces, Indigenous health care is framed by the 
1979 Indian Health Policy document, the 1989 Health Transfer Policy, 
and the 2008 Aboriginal Health Transition Fund (of the $200 million 
of the fund distributed across Canada over 5 years, Nova Scotia received 
$3 million). Nationally, these policies have been aimed at improving the 
health status of First Nations, improving the relationship between First 
Nations and federal/provincial governments, and increasing the capacity 
of First Nations to evaluate health needs and to provide health services.

One of the greatest difficulties for Nova Scotia in developing a self-
directed indigenous health strategy is the small size and fragmented 
nature of the Indigenous community. In 2014, the total Indigenous 
population comprised 2.7 per cent of the province’s population. These 
individuals are distributed across 34 reserve locations comprising 13 
Mi’kmaq communities. All but two of these communities have popula-
tions of less than 1,500; the smallest has only 283 members. Many of those 
with formal Indian status live off-reserve. This leads to a number of logis-
tical problems when attempting to design optimal services. For example, 
the ideal long-term care facilities, according to a survey of indigenous 
respondents, would be culturally specific and would be located within 
the individual’s community of residence. With only 45 indigenous indi-
viduals across Nova Scotia in long-term care, however, the critical mass 
does not exist to provide these facilities (Nova Scotia, 2010d). Also, as 
funding for programs is often on a per-capita basis, smaller communities 
find it particularly difficult to provide a wide range of good services.

In December 2017, Indigenous and Northern Affairs Canada (INAC) 
was divided into Indigenous Services Canada (ISC) and Crown-Indig-
enous Relations and Northern Affairs Canada (CIRNAC). The First 
Nations and Inuit Health Branch (FNIHB) was transferred from Health 
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Canada to ISC. The FNIHB provides some primary and public health 
services across Canada (particularly in remote areas), but in Nova Scotia 
its principal function is to provide Non-Insured Health Benefits (NIHB) 
to status indigenous populations. These benefits include drugs, dental 
care, medical supplies, mental health services, vision care, and medical 
transportation. Primary and hospital care for First Nations members is 
provided through the provincial health care system (MSI); NIHB are 
only for health services or goods that are not insured by the province.

There is some cost-sharing between provincial and federal govern-
ments. All indigenous individuals are eligible for long-term care under 
the same criteria applicable to all Nova Scotians (i.e., the province will 
cover all insured medical costs in long-term care facilities). The Assisted 
Living Program offered by ISC, however, will also fund the non-medical 
care component of long-term care for those who are normally resident 
on-reserve and who have care needs that can no longer be met at home. 
And, according to Jordan’s principle, any government department of 
first contact will pay for the service for a First Nations child so that care is 
not compromised by administrative disputes between jurisdictions.

Many of the projects initiated under the aegis of the 2008 Aboriginal 
Health Transition Fund were specific to particular DHAs. One major ini-
tiative, the attempt to integrate continuing care, was completed in 2015. 
Another initiative that stemmed from the Aboriginal Health Transition 
Fund is a health awareness project assisting indigenous people living 
off-reserve to navigate access to health services. This project has been 
undertaken jointly by the DHW and the Native Council of Nova Scotia. 
The Health Fund also provided the impetus for the Unamak’i Client 
Registry Data Sharing Agreement between five Cape Breton bands, the 
DHW, INAC, Dalhousie University, Medavie Blue Cross, Health Canada 
and the Public Health Agency of Canada. Work to create the registry 
began in 2012, and the first results from the registry were reported 
in 2016. The registry links data from INAC’s registry system with data 
from the province’s MSI (health insurance) registry, providing a thor-
ough picture of health data on which to base health programs for Cape 
Breton’s indigenous community Other programs have more recently 
been developed from other funding sources. One of these is the 2009 
Aboriginal Health Sciences Initiative, co-sponsored between Dalhousie 
University and the Johnson Scholarship Foundation to encourage mem-
bers of those belonging to indigenous communities in the Maritimes 
to consider careers in health-related fields. Another is the Transforma-
tional Research in Adolescent Mental Health project established in 2014 
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and funded by the Access Canada Network. Under this initiative, the 
Eskasoni community in Cape Breton is one of 13 sites across Canada to 
receive funding for mental health services for 12- to 25-year-olds in the 
community.

6.9.2  African Nova Scotians

Very little systematic research has been done on the health profile of the 
African Nova Scotian communities. In 2008 a study using several comple-
mentary databases examined specific health indicators for one predomi-
nantly Black community (Preston, which is 86.2 per cent African Nova 
Scotian) and compared it to rural communities with little or no African 
Nova Scotian populations. The study found rates of circulatory disease, 
diabetes, and psychiatric disorders that were 13 to 43 per cent higher 
in the African Nova Scotian community. These rates are consistent with 
those in the African diaspora in the United States and United Kingdom 
(Kisely, Terashima, & Langille, 2008). The African Nova Scotian popula-
tion has deep historical roots in the province and, as a consequence, is 
largely rural rather than urban. The total African Nova Scotian popula-
tion is approximately 20,790 (2.1 per cent of the population), of which 
about 3,205 live in Halifax.

The first Black settlers in Nova Scotia were brought as slaves through-
out the eighteenth century, although the Nova Scotia Archives notes 
that in 1767, 194 free Black persons were living in the colony (Nova 
Scotia Archives, 2016a). Black settlement to Nova Scotia occurred in 
four waves. The first was in 1783, subsequent to the American Civil War, 
when approximately 3,000 Black Loyalists arrived in Nova Scotia when 
the British promised freedom to the former slaves of rebelling American 
colonists. White Loyalists also fled to Nova Scotia, bringing their slaves 
with them. In 1792, a large proportion of the Black Loyalists (around 
1,190) emigrated from Nova Scotia to Sierra Leone. Four years later, 
600 “Maroons” from Jamaica arrived in Nova Scotia and were offered 
the lands recently vacated by the Black Loyalists. By 1800, however, 
many of the Maroons themselves departed for Sierra Leone (ibid.). The 
third wave of Black settlement was precipitated by the War of 1812, and 
approximately 2,000 “Black Refugees” settled in Nova Scotia. This group 
formed the basis of the province’s current African Nova Scotian commu-
nities, and most of this group settled in small settlements throughout the 
province (although one remaining record from 1812 notes that almost 
one-sixth of the population of Halifax at this time was Black [ibid.].)  
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A final wave of Black immigration occurred in the early 1900s and con-
sisted largely of Caribbean immigrants settling in Cape Breton to work 
in the steel mills and coal mines. The small rural communities settled 
historically by Black immigrants were often quite isolated and of poor 
agricultural quality. The largest urban community, Africville, which grew 
up on the outskirts of Halifax from the mid-1800s, was in proximity to 
the city’s abattoirs, prison, infectious-diseases hospital, night-soil disposal 
pits, and open dumps. In the mid-1960s, the land was expropriated and 
bulldozed, and inhabitants were relocated to public housing areas within 
the city (Nova Scotia Archives, 2016b).

Some initiatives and supports have been implemented to support the 
health of African Nova Scotians. In 2002 the Health Association of Afri-
can Canadians (superseding the Black Women’s Health Network) was 
formed to address the health issues of the African Canadian commu-
nity in Nova Scotia; and in 2014 the Nova Scotia Brotherhood Initiative, 
based on a successful program in Chicago, began to establish culturally 
specific health clinics for African Nova Scotian men. Dalhousie Uni-
versity, in conjunction with the Johnson Scholarship Foundation, has 
created a program to promote leadership in the health professions for 
African Nova Scotians. Cancer Care Nova Scotia investigated the expe-
rience of African Nova Scotians with cancer in 2001 and followed up 
with a focus group in 2012. The group reported progress in access to 
education, information, and resources in their own community; better 
knowledge of the role of cancer patient navigators; improved cultural 
competency on the part of health care providers; and a greater sense 
of empowerment in relation to the health care system. Nonetheless, it 
also reported that African Nova Scotian health care users experienced 
systemic racism, encountered delays in accessing service, and faced bar-
riers in respect to transportation and medical costs (Cancer Care Nova 
Scotia, 2013).

6.9.3  Acadian Nova Scotians

Nearly all francophones living in Nova Scotia are bilingual, and the 
number of French speakers in the province has been steadily declin-
ing. Nonetheless, 77 per cent of French speakers in Nova Scotia hold 
that government services should be provided in French, and that the 
linguistic rights of French speakers in the province must be respected 
(Aubé, 2013, 23). The Fédération acadienne de la Nouvelle-Écosse has 
also been able to access federal funds to support provincial initiatives, 
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such as the 2002 study of French health care services in Nova Scotia. 
Despite the fact that Nova Scotia is not formally a bilingual province, the 
province initiated a French-language service plan for health care, which 
it continues to update every two years.

The Acadians of Nova Scotia are the descendants of French settlers 
who arrived in Nova Scotia throughout the seventeenth century and who 
were largely deported in the middle of the eighteenth century. Through-
out the nineteenth century exiles returned to the province and, by the 
late 1800s, had developed a strong cultural identity that was able to exert 
political influence on provincial policy throughout the twentieth cen-
tury. One reflection of this is the establishment of an office of “Acadian 
Affairs” in the provincial government. There is also a discrete Acadian 
school board that runs a separate stream of French-only (not immersion 
for anglophones) education. The Acadian population in Nova Scotia is 
thus small but politically significant. While the overall French-speaking 
population in Nova Scotia amounts to 3.7 per cent of the population 
(around 31,000 individuals), this includes non-Acadian francophones as 
well as Acadians.

Currently, the DHW provides an online directory of French-speak-
ing primary health care providers. The 811 telephone health service 
(HealthLink) is available in French, as is the help line of the Gambling 
Support Network, which launched in March 2015. Three seats in Dalhou-
sie’s Medical School are funded specifically for francophone students, as 
are two pharmacy seats. The province employs 70 bilingual paramed-
ics and is home to six bilingual nursing homes and two bilingual long-
term care facilities. Nova Scotia actively recruits francophone medical 
students from Quebec and offers grants to French-speaking nursing stu-
dents to encourage them to seek employment within the province. Many 
documents pertaining to health services are translated into French. The 
province employs a coordinator for French-language services to liaise 
between the francophone community and the DHW, and the minister 
and deputy minister met with this community to “discuss opportunities 
for French-language services within the new health authority” when the 
NSHA was established.

6.10  Palliative care

In Nova Scotia, 60 per cent of deaths occur in hospital; only 18 per cent 
occur at home (Nova Scotia Hospice Palliative Care Association, n.d.). 
While the province has the largest proportion of the population over age 
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65, there is no province-wide system of palliative care. Most communi-
ties offer some form of palliative care, but there is no consistent mini-
mum standard of care across the province; there is no single point of 
access into the palliative care system; and there is little quality assurance 
governing the programs that do exist. Currently, most palliative care is 
delivered through the existing home-care program and includes both 
nursing and home support (personal care, respite, and housekeeping). 
Fees are determined according to income. In 2012, Nova Scotia intro-
duced its Palliative Home Care Medication Coverage Program. Those 
eligible must be living at home, diagnosed with a life-threatening illness, 
and assessed as being within 6 months of death. There is no cost to the 
patient for medications under this program, but for those with private 
insurance the Palliative Home Care Medication Coverage Program is 
the payer of last resort. There are 33 palliative-care services across Nova 
Scotia (some run by the VON), but there are no free-standing residen-
tial hospices. However, Hospice Halifax began to develop a residential 
hospice in Halifax in 2017, with the cost shared between the provincial 
health authority and the hospice society.

In 2014 the province released Integrated Palliative Care: Planning for 
Action in Nova Scotia. The report’s rationale was based on the effective 
integration of primary, secondary, and tertiary health care with emphasis 
on the preferences of patients and caregivers. Support for patients and 
caregivers adapts as each patient’s condition advances and changes. The 
report notes the need to standardize processes, establish a single point 
of entry, and build capacity and partnerships within the community for 
hospice care (Nova Scotia, 2014d). Progress has been made since 2014 
towards a more comprehensive palliative care strategy in Nova Scotia, 
including the appointment of a palliative care coordinator. This progress 
has been expedited by two considerations: first, a residential-hospice bed 
is less than half the cost of an acute-care bed, while the cost of a home-
care bed is even less (Hospice Society of Greater Halifax, 2013). Second, 
the 2015 centralization of health authorities has simplified the organiza-
tional task of standardizing palliative-care practices across the province.

6.11  Assisted reproduction

Fertility treatments are not covered by public health insurance in Nova 
Scotia. However, the treatments are available on an out-of-pocket basis 
at the Atlantic Assisted Reproductive Therapies (AART) clinic in Hali-
fax. Established in the 1980s by the Department of Obstetrics and 
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Gynecology at Dalhousie University, AART provides a comprehensive 
range of reproductive therapies. Patients can be referred by their GPs 
or specialists such as gynecologists, but they do not need a referral to 
access the clinic. All clinic doctors are board-certified physicians with 
subspecialty training in reproductive endocrinology, and have teaching 
appointments or research roles at Dalhousie University. AART also offers 
outreach programs in St. John’s and Corner Brook in Newfoundland 
and Labrador; Charlottetown in Prince Edward Island; and Moncton, 
Saint John, and Fredericton in New Brunswick.

6.12  Summary

As chapter 7 will describe in more detail, the way in which health care 
services in Nova Scotia were administered after April 2015 changed 
quite substantially. Until 2015, most services were designed and provided 
through one of the nine DHAs, although certain kinds of services (such 
as cancer care) were administered both at the regional and at the provin-
cial level. The expectation underlying the reforms was that a more cen-
tralized planning process and administrative system would be able better 
to integrate service delivery (e.g., between primary health care and men-
tal health care, or between acute care and long-term care). However, 
because of the 2015 amalgamation of DHAs, and the complementary 
reform of the DHW in 2016, the actual redesign of many services them-
selves was deferred. The strategic planning for many key program areas 
(including primary health care, long-term care, and mental health care) 
following these reforms was, at the beginning of 2017, still in develop-
ment.

The redesign of primary health care is to a large extent the corner-
stone for the restructuring of other health care services. The vision is 
to have a primary health system based on collaborative-care practices. 
These practices, encompassing a mix of health professionals working 
effectively in their respective scopes of practice, would serve as perma-
nent medical homes for patients. By taking individuals’ long-term well-
being into account, these practices would focus on preventive as well 
as curative care, leading ideally to a healthier population and a more 
cost-effective health care system. Yet administrative reorganization itself 
is not sufficient to achieve this objective. One key barrier that still exists 
is the lack of a clear understanding of which groups are responsible for 
which outcomes. Another major obstacle is the way in which some ser-
vices (such as nonphysician health professionals working in collaborative 
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care teams, or non-face-to-face GP consultations) are funded. Until these 
issues are addressed, it is difficult to move forward in the development 
of collaborative-care-based health care. Uncertainty (e.g., in the scope of 
practice for GPs relative to other health care professionals and medical 
specialties or in remuneration for electronic tasks) leads to resistance 
to change, which in turn sets up obstacles to the development of formal 
collaborative models. Nova Scotia’s engagement in health care restruc-
turing throughout 2015 and 2016 was justified on the grounds that such 
rationalization was essential in moving towards a more effective model 
of health care provision. Nonetheless, as chapters 7 and 8 will explain in 
more detail, moving from a regionalized model of health care adminis-
tration to one based on a single health authority is simply the beginning, 
rather than the end, of such a process.



Chapter Seven

Recent Health Reforms

Nova Scotia’s health care system underwent very significant reforms in 
2015 and 2016. Both were large-scale administrative and organizational 
reforms addressing the need to coordinate health care planning, inte-
gration, and funding across regions and sectors. On April 1, 2015, the 
province’s nine regional health authorities were merged into the Nova 
Scotia Health Authority (NSHA) (with the IWK Health Centre remaining 
a discrete administrative entity). For the following year, the Department 
of Health and Wellness (DHW) experienced significant organizational 
restructuring to support the new health authority. The scope and scale 
of these larger reforms have meant that more specific reforms at the 
program and service level were deferred as the larger projects were com-
pleted. Because of this, major programmatic changes in areas such as 
primary care, mental health care, long-term care, and long-term capital 
planning were still in the planning stages in 2017.

In their study of health care reforms in Canadian provinces, Lazar, 
Lavis, Forest, and Church (2013) suggest that successful reforms had 
certain common elements. First, a general sense of fiscal crisis was a 
useful prerequisite “to force open the windows of opportunity and 
allow in the reform winds” (12). Second, major reforms were supported 
by a sense of democratic legitimacy. Lazar et al. note that such reforms 
were generally undertaken by first-time governments that had made 
strong electoral commitments to the reform prior to taking office (179, 
184). Third, a majority government was highly advantageous in see-
ing reforms through to completion (196). Fourth, successful provinces 
were adept in organizational preparedness and had a systematic plan 
for achieving their reforms (241, 251). And, finally, the kinds of reform 
plans undertaken were more “technical” than “political”: in other 
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words, they took place at a higher administrative level and did not sig-
nificantly affect the day-to-day relationship between patients and health 
care providers (189, 243).

The theoretical analysis presented by Lazar et al. is, for the most part, 
validated by the major restructuring in health care administration exe-
cuted by the Liberal government in 2015 and 2016. These administrative 
reforms will be discussed in more detail in the following sections. In 
discussing reform, however, it is also useful briefly to note the one sig-
nificant reform to the delivery of health care services in Nova Scotia that 
has occurred since 2010: the shift to collaborative emergency centres 
(CECs) beginning in 2010. The NDP government was elected in 2009 
not so much for what it promised to do in health care as for what it prom-
ised not to do: close down small rural hospitals. This led to the systematic 
restructuring of emergency services both within rural and urban areas, 
a process that was much more “political” than “technical” to the extent 
that it very palpably affected the health care choices of individuals in a 
very granular manner. While the phenomenon of CECs has not been 
closely studied from the angle of policy development, it is likely that the 
success of this reform was due to the incremental development of CEC 
units across the province, close consultation with communities, and a 
clear message that staffing changes were not service changes (and, rather, 
that staffing changes meant improvements in service). In this case, again 
following the account of Lazar et al., the appointment of a policy cham-
pion (Dr John Ross) “both created and reflected a sense of urgency” that 
helped to propel and legitimize the reforms (2013, 182).

7.1  The consolidation of district health authorities  
and the creation of the Nova Scotia Health Authority 

As Lazar et al. suggest, any political party with health reform in its sights 
must make it an explicit issue when running for office. In the 2013 elec-
toral campaign, the provincial Liberal party made few categorical policy 
promises, but it did commit both to the amalgamation of district health 
authorities and to a balanced budget (Liberal Party of Nova Scotia, 
2013). The two components were not discrete objectives but were closely 
linked, as the party argued that the consolidation of DHAs would in and 
of itself lead to cost savings of 13 million dollars (CBC, 2014a). The party 
did not specify precisely how these cost savings would arise, although 
it did argue that the DHAs were top heavy with highly paid administra-
tors (Nova Scotia Hansard, 2013). Administrative costs underlying Nova 
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Scotia’s public health care system were actually falling before the Nova 
Scotia Liberal party was elected (CIHI, 2015c, Table D.3.3.1). Moreover, 
Nova Scotia, with nine health authorities, spent considerably less overall 
in administrative costs than Alberta, with a single health authority (ibid., 
see also Table D.3.9.1). Nonetheless, Nova Scotia still spent a slightly 
larger proportion of its health care budget on administration than most 
other jurisdictions (approximately 4 per cent of total health care spend-
ing, or about one percentage point higher than many other jurisdic-
tions) (ibid.)

The stance on amalgamation was in stark contrast to the policy recom-
mendations that had been articulated over the previous two decades in 
Nova Scotia. Previous ministerial task force reports had argued that the 
fundamental problem with Nova Scotia’s health care system was excessive 
centralization. The 1989 Gallant report had asserted that “[t]he current 
centralized administration of the health care system inhibits meaning-
ful local and regional participation of citizens and health care provid-
ers in the planning and management of health care resources” (Nova 
Scotia, 1989, 12), and suggested that “[a] decentralized and rationalized 
process of decision-making should result in effective and efficient use 
of existing capital” (15). The 1994 report had reinforced this position, 
arguing that provincial control over the four regional health boards was 
too stringent, and would lead to a “rigid, inflexible, and unresponsive” 
form of centralized control (Nova Scotia, 1994, 6). Based on these analy-
ses, Nova Scotia’s health system was reorganized to accommodate a more 
dispersed regional framework; and in 2001 nine discrete district health 
authorities were established in place of the four regional health authori-
ties (Figure 7.1). Informed by the school of New Public Management, 
this approach was premised on the principle that managerial units more 
closely situated in the community were better able to utilize available 
resources in a way that was more responsive to the needs of the local 
population.

Formally, these regional units were responsible for the delivery of ser-
vices, while the provincial Department of Health focused on the strategic 
direction of health planning, as well as the allocation of budgets for each 
of the regional units. The minister of health retained responsibility for 
the “development, implementation, and evaluation” of health policy; the 
development of standards for health care delivery; monitoring, meas-
uring, and evaluating the quality, accessibility, and comprehensiveness 
of health services; financial and human resources planning; and estab-
lishing the requirements for information systems. The minister could 
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also place “binding directions” on the DHAs on any matter the minister 
considered relevant. The province retained oversight of nine independent 
programs focusing on cancer care, diabetes, cardiovascular health, organ dona-
tion, kidney disease, breast cancer screening, blood collection, reproductive 
care, and hearing and speech. These programs set standards and monitored 
coordination in each of their respective areas; some, though not all, provided 
services directly. As the DHAs provided most of the delivery of services that 
addressed these conditions (cancer care, diabetes care, mental health care, 
etc.), these programs worked informally with the DHAs (including funding 
discrete projects under the programs’ purview) respecting the objectives speci-
fied by their mandates. However, there were no formal direct relationships 
between the nine provincial programs and the DHAs (Figure 7.2). 

The narrative of health care reorganization in Nova Scotia under the 
2013 Liberal administration is interwoven tightly with provincial labour 
relations, and it is worth focusing on this in some detail. The “policy win-
dow” for health care reform in 2013 was situated in a sense of urgency 

Figure 7.1  Map of district health authorities in Nova Scotia, 2001–15
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Figure 7.2  Organizational chart of the Nova Scotia health system prior to 2015 
reform
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that arose from the recognition that Nova Scotia was spending the high-
est proportion of the provincial budget on health care (47 per cent in 
2013) compared to all other Canadian provinces. It was compounded 
by public dissatisfaction at also having among the longest wait times in 
Canada for many health care services. There was, at the same time, some 
controversy over the large settlement given to Halifax nurses within the 
Nova Scotia Government and General Employees Union (NSGEU) by 
the previous NDP government to forestall a strike in the spring of 2012. 
While the NSGEU represented only 2,547 of the province’s 6,726 regis-
tered nurses, they were an extremely well-organized and politically com-
mitted group, and had in the past achieved generous wage settlements, 
which then set the pattern for subsequent wage settlements through-
out the province’s public sector. The 2012 settlement was contentious 
even within the NDP government, causing the finance minister to resign 
shortly thereafter (Steele, 2014a, 146–9).

The incoming Liberal government, having taken care to win a large 
majority of seats in 2013, began its tenure with a set of high-profile labour-
relations bills directed squarely at health care workers. Bill 30, the Essential 
Home Support Services Act, legislated striking home care workers back to 
work. The bill was introduced 28 February 2014 and was given royal assent 
one day later, on March 1. Bill 37, the Essential Health and Community 
Services Act, constrained the ability of nurses and other health care work-
ers to strike. This bill, too, went from first reading to royal assent in 2 
days. The premier’s popularity did not fall but rather increased notably 
over this period (Angus Reid Institute, 2016). In August 2014 the largest 
health care union, the NSGEU, as well as the Nova Scotia Nurses’ Union 
(NSNU), the Canadian Union of Public Employees (CUPE), and Unifor 
requested that the unions be represented in the new consolidated health 
authority within a bargaining-association model similar to that used in 
British Columbia. Under this model, the unions would keep their exist-
ing members and, at the start of any collective bargaining process, would 
form a bargaining association comprising the relevant members (e.g., 
nurses) from any of the existing unions. This model was, in principle, 
the structure that was ultimately established in March 2015. However, the 
government strenuously resisted this option throughout the 6 months of 
negotiation over the consolidation of the health authorities; and a discus-
sion of the nature of these negotiations illustrates the close association 
between health care reorganization and labour relations in Nova Scotia.

In September 2014, Minister of Health and Wellness Leo Glavine 
rejected the unions’ request for a bargaining-association model, stating 



Recent Health Reforms  155

that “it has not adequately addressed valid and significant concerns 
articulated by the employer representatives, nor has it resolved all of 
the issues of interest for this government” (CBC, 2014b). Bill One, the 
Health Authorities Act 2014, was introduced by the government on 29 
September 2014. By October 3, it had gone through first reading, sec-
ond reading, the law amendments committee, third reading, and royal 
assent. What was notable in the legislation was the process governing the 
restructuring of bargaining units. Citing the difficulty of bargaining on 
an ongoing basis with more than 50 different units, the province intro-
duced a provision in Bill One that would categorize all health care work-
ers into four discrete groups: nursing, clerical, health care, and support 
workers. In the past, when functional units were merged due to adminis-
trative reorganization in Nova Scotia, the practice had normally been to 
hold runoff votes within each bargaining unit to determine which unit 
would represent workers in the collective bargaining process. While this 
usual procedure could have achieved the government’s stated objective 
of rationalizing the bargaining process, the province insisted that it had 
the authority arbitrarily to assign all health care workers to the union of 
its own choosing. Many commentators saw this as an attempt by the gov-
ernment to “kneecap” the influential NSGEU to prevent it from estab-
lishing generous settlements across the public sector (Steele, 2015).

Under the terms of the new Health Authorities Act 2014, a mediator-
arbitrator (James Dorsey) was selected in October 2014 to work out the 
details regarding which workers would be classified into which category, 
and which union would then represent each of the four new groups. In 
the mediation phase of this process, it became clear that the positions of 
the government and the unions were quite far apart in process as well as 
in substance. The government’s representative in the negotiations, the 
Health Association of Nova Scotia (HANS), maintained that the role of 
the mediator-arbitrator was simply to interpret and apply the new stat-
ute, while the unions argued that the law contravened the right to free-
dom of association protected by the Charter of Rights and Freedoms. On 
18 November, it became clear that the mediation phase had failed, and 
the negotiations went into the arbitration phase on 9 December 2014.

Dorsey presented his arbitration report on 17 January 2015. It was gen-
erally expected that the report would constitute an end to the process, 
but the report was remarkably open-ended in its assessment. The report 
achieved a key technical objective in classifying all of the province’s 
health care workers into the four categories specified by the Health 
Authorities Act. It also declared that the legislation did not violate the 
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Charter provision for freedom of association in requiring health care 
workers to belong to a bargaining unit based on their job classification 
as long as the government did not arbitrarily determine the representa-
tion of each of these groups. Dorsey’s report stressed the critical impor-
tance of the principle of majoritarianism, and it queried how a collective 
agreement could be considered valid and enforceable if the union cho-
sen did not represent a majority of the employees (Dorsey, 2015). In 
this way the government was informed that it did not have the authority 
to impose a bargaining agent on a group of employees represented by 
a different union. This point was reinforced by two decisions released 
by the Supreme Court of Canada in January 2015 supporting unions’ 
freedom of association (Mounted Police Association of Ontario v. Canada 
[Attorney General], 2015 SCC 1 and Saskatchewan Federation of Labour v. Sas-
katchewan, 2015 SCC 4). Rather than imposing a final settlement in his 
January report, Dorsey encouraged the parties to come to more “creative 
solutions” to break the impasse and rejected the government’s call that 
his role was simply to interpret and apply the statute:

The Mediator-Arbitrator is not simply an usher showing everyone pre-
assigned seating. The Mediator-Arbitrator is not simply a facilitator clearing 
the field and setting up for a new game that has a new player in the mix with 
old players assigned new positions. The Mediator-Arbitrator’s role is not 
simply to ensure the employers or the government gets a desired outcome, 
no matter how much it might be preordained. (ibid.)

Another blow to the government was Dorsey’s ruling that all catego-
ries of workers, to be legitimate, had to comprise a majority in each of the 
two health authorities (NSHA and IWK). Only one union – the NSGEU – 
had a double majority in any of the four areas; and thus Dorsey awarded 
representation of health care workers to the NSGEU. Under this prin-
ciple, the NSNU, which was expected to represent all nurses, fell short 
of a double majority. The arbitrator had declared that licensed practical 
nurses were to be represented in the same unit as registered nurses and, 
when they were added to the calculation, the NSNU’s double majority 
no longer existed. The government retorted that it would use the regu-
lations set out in the new Health Authorities Act to redefine, through 
orders in council, how licensed practical nurses would be classified, 
thereby ensuring that the NSNU would be granted representation of 
the nurses. In a second ruling, on 19 February 2015, Dorsey pointed out 
that the government’s authority to impose regulations under the act did 
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not actually come into effect until 1 April 2015, when the act itself took 
effect; and that such an attempt arbitrarily to define one of the classifi-
cations through regulations imposed through orders in council would 
thus be inconsistent with the law. The 19 February report also noted that 
were two NSGEU locals to merge, the NSGEU would then have a dou-
ble majority respecting another category: clerical workers. If the merger 
were to be completed before a stipulated date, said Dorsey, the NSGEU 
would thus be able to represent a second category of workers.

The Nova Scotia government immediately issued a press release in 
which the health minister stated that “Mr. Dorsey was given a clear man-
date: to create a labour landscape that would allow the changes Nova Sco-
tians know are needed. He has failed to fulfill his mandate” (Nova Scotia 
Department of Health and Wellness, 2015c). The minister rejected the 
February ruling and declared that the province would introduce legis-
lation to determine which union would represent the three remaining 
bargaining units. When the NSGEU merger of clerical workers’ unions 
was completed on 25 February 2015, Dorsey formally recognized the 
NSGEU as the new bargaining agent for the clerical workers, despite 
claims by the government that he had already been fired. The CBC, 
which had been keeping track of the correspondence from the govern-
ment to Dorsey, noted that the mediator-arbitrator had been fired three 
times in 2 days (four times, if a phone call were added to written dismiss-
als) (CBC, 2015). There was considerable discussion as to whether the 
government was legally able to “fire” Dorsey at all given the terms of his 
contract. Regardless of this debate, the NSGEU immediately registered 
Dorsey’s 25 February decision as an order of the court, thereby ensuring 
that it had a binding effect in law. For the government to rescind the 
order, it would have to do so through a legislative act in a full sitting of 
the Legislative Assembly.

On 3 March 2015, the premier took over the file from the health min-
ister and, in the spirit of Dorsey’s suggestion to engage in “creative solu-
tions,” invited all four unions to a process of confidential negotiation. 
The premier announced on 13 March that a deal had been reached. 
Under the terms of this agreement, each union retained its original 
membership. For purposes of negotiation and for the administration of 
the collective agreements, new bodies (“Councils”) comprised the rel-
evant members of each existing union (Figure 7.3). The NSNU would 
lead negotiations for the nurses across both health authorities (in the 
Nova Scotia Council of Nursing Unions); the NSGEU would lead for the 
health-care workers (in the Nova Scotia Council of Health Care Unions); 
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CUPE would lead for the clerical workers (in the Nova Scotia Council of 
Health Administrative Professional Unions); and Unifor would lead for 
support workers (in the Nova Scotia Council of Health Support Unions). 
These new associations were recognized in the Health Authorities Act 
through an amendment (Bill 69), and they were formally certified as 
bargaining agents by the Nova Scotia Labour Board on 8 April 2015.

The narrative of events surrounding the reclassification and representa-
tion of health care workers within the new system of health governance 
does not imply that reorganization was undertaken solely to undermine the 
influence of strong unions. But given that the consolidation of unions could 
have been accomplished in a more neutral and disengaged manner, it does 
suggest that the reorganization was nonetheless seen as an opportunity to 
diminish the influence of key unions. The government’s health reform 
strategy has consistently been interconnected with its labour relations strat-
egy, although it is unclear how closely one is dependent on the other. To 
the extent that the wages and salaries of health care workers are a large 
component of health care costs, and given that the new NSHA is committed 
to achieving a balanced budget (Nova Scotia Health Authority, 2015a), the 
focus on wage settlements for health care workers is perhaps unsurprising.

The Nova Scotia Health Authority came into being on 1 April 2015. 
But the government was not finished with its labour legislation. In 
December 2015 the government introduced Bill 148, the Public Services 
Sustainability Act. This bill legislated a wage pattern for public sector 
workers of 0, 0, 1, 1.5, and 0.5 per cent over several years. Arbitrators 
involved in collective bargaining negotiations would under the legisla-
tion be limited in the amounts that they would be able to award. How-
ever, the bill remained “contingent on proclamation,” which meant that 

Figure 7.3  Composition of the new health authority bargaining units (nurses)
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the government passed it while the legislature was sitting but would 
bring it into force only if negotiations with public sector unions broke 
down and put the government’s fiscal objectives at risk.

It is worth reiterating here, following the analysis of Lazar et al. (2013), 
that the substantial reforms being made by the Nova Scotia government 
during this period were administrative rather than programmatic. They 
did not incorporate changes that affected health care users directly. 
Demand-based health care reform (getting patients to use fewer or less 
expensive goods or services) was a cost-reduction strategy that the gov-
ernment did not pursue. This was likely a calculated political choice. As 
a former Nova Scotia MLA remarked, “[m]essing up health issues may 
well lose a government voter support (and this is always a risk for a gov-
ernment and not so much for an opposition). But competent delivery 
of the services does not usually attract votes. Competent delivery is what 
voters expect as a given” (Epstein, 2015, 100).

7.2  The reorganization of the Department of Health and Wellness

Before consolidating its health authorities, the province of Nova Scotia 
consulted at length with other provinces that had attempted similar ini-
tiatives (especially Alberta). A key lesson that Nova Scotia distilled from 
these experiences, and from previous attempts at regionalization, was that 
any undertaking to change the configuration of district health authori-
ties would be undermined by an ossified departmental structure that had 
evolved to support the previous governance system. Provinces that had 
undertaken systematic changes to their system of regionalization had 
never restructured their departments of health to support the new config-
uration: Nova Scotia, in contrast, would reorganize its health department 
to facilitate the administrative redesign of its health authority structure.

Prior to the 2015 consolidation of nine DHAs to one, key functions 
of the DHW included coordinating activity across the DHAs and pro-
viding a general direction to (and oversight of) programs and services 
offered at the DHA level. The principle underlying regionalization was 
that each DHA was responsible for the delivery of health care services 
at the regional level. When regionalization was introduced in the mid-
1990s, hospital-based services and programs were amalgamated within 
regional health authorities, but the decision-making process was still 
understood to be responsive to local needs and concerns because of 
the regional administrative structure. This meant a bifurcated focus on 
many major programs at both the regional and provincial level. These 
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included mental health, children’s services, addiction services, cancer 
care, and continuing care, which required province-wide standards and 
processes. These services were provided and funded at the regional level, 
but the DHW monitored and evaluated these programs on an ongoing 
basis. It attempted to ensure that accessibility remained reasonably uni-
form between regions and demographic groups. The province also set 
the priorities that DHAs were expected to recognize and determined the 
allocation of funding for these programs.

The DHW also addressed several functions that were more specific to 
centralized administrative control. It performed a complex coordination 
function, harmonizing the activity between government departments 
(including Community Services, Justice, and Education); between pro-
vincial departments and DHAs; between other community agencies and 
NGOs; and (especially in the areas of long-term care and home case) 
with private providers. The DHW also focused on broader issues such 
as workforce planning (including recruitment and retention, education 
and training, and compensation); pharmaceutical services (generally for 
seniors and lower-income individuals); and financial planning (including 
funding models for provider organizations, investment in capital infra-
structure; forecasting, procurement, and internal audits). As informa-
tion systems became an ever more integral aspect of health care services, 
the province also established the province-wide requirements for IT sys-
tems, not only for electronic health records, but also for the collection 
of data and the use of this data in addressing issues such as patient safety 
and wait times. Another major function of the DHW was public health. 
This not only focused on communicable disease prevention, but also on 
complex nonmedical determinants of health, disease surveillance, and 
emergency preparedness and response (see Figure 7.4).

The consolidation of nine DHAs into the NSHA meant that the coor-
dinating function of the DHW became largely irrelevant. The restructur-
ing of the DHA system thus required the DHW’s internal organization to 
be reconfigured to reflect the new provincial structure. In January 2016, 
the provincial government announced its changes to the DHW. These 
came into effect in April 2016. The most apparent change was that the 
duplication of services at the regional and provincial levels was elimi-
nated. All responsibility for acute and tertiary care, mental health and 
addictions, primary health care, health system quality, and some physi-
cian services now resides directly with the NSHA. Public health is now 
under the aegis of the NSHA, although the chief medical officer of health 
still reports directly to the deputy minister. Two portfolios remain with 
the province. The first is clinical IT applications, which primarily focuses 
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Figure 7.4  Internal organization chart of the Department of Health and Wellness 
prior to 2016
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on the development of the “One Person, One Record” electronic health 
system. The second is continuing care. A related change was the trans-
fer of six of the nine discrete programs from provincial authority to the 
NSHA. These programs are relatively self-governing and generally have 
governance structures involving boards of directors or advisory councils. 

http://www.novascotia.ca/treasuryboard/manuals/PDF/100/H&W.pdf
http://www.novascotia.ca/treasuryboard/manuals/PDF/100/H&W.pdf
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The six programs transferred to the NSHA are Cancer Care NS, Diabetes 
Care NS, Cardiovascular Health NS, the NS Organ and Tissue Donation 
Program (Legacy of Life); NS Provincial Blood Coordinating Program, 
and the NS Renal Program. Two programs (the Reproductive Care Pro-
gram of NS and the NS Breast Screening Program) were transferred to 
the IWK Health Centre; and one (the Hearing and Speech Program) 
remains directly under the aegis of the DHW. 

The transfer of much administrative authority from the DHW to the 
NSHA has created two types of tensions. The first is the tension between 
regional and central administration (i.e., between the new zones and 
the NSHA). On one hand, a more centralized health authority can pro-
vide a more coherent system-wide approach to planning. One concern 
driving the consolidation of the DHAs, for example, was the need for 
a clinical-services plan encompassing the entire province (Nova Scotia, 
2014f). Such planning involves not only a strategy for the efficient treat-
ment of patients, but also the bulk procurement and efficient movement 
of goods and services across regional boundaries. Effective planning also 
requires the collection of information regarding outcomes and quality 
of care across the regions: and, to this end, the standardization of meas-
urement across the province more easily facilitates the data required to 
establish any strategic plan. A more centralized administrative system 
also facilitates greater standardization in programs and services across 
the province. On the other hand, the consolidation of administration 
also raises issues about the loss of local representation and control. The 
imposition of uniform benchmarks by its very nature may be disadvanta-
geous to some regions, either by showing them in a poor light, or simply 
by failing to measure or facilitate what is important to them. The move to 
standardization also meant that some areas could lose specific programs 
that were superior to those offered across the province. The zonal model 
was obviously an attempt to establish a midway representational struc-
ture that would enable the NSHA to recognize and understand “what 
is needed at a local level” (ibid., 8). However, hearing local voices is not 
necessarily the same as responding to them. In terms of local representa-
tion, a great deal will depend on how much decision-making authority 
the new zones have. A regional hospital that has to go farther up the 
decision-making ladder than before to effect desired changes will not 
be convinced that a centralized governance structure is more “efficient.”

A second tension in the new organizational scheme is the issue of rela-
tive autonomy between the NSHA and the DHW. The stated advantage 
of having a comprehensive managerial unit separate from the DHW is 
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that the health authority can attend to the daily operational issues at a 
systemic level, while the health department can focus more fully on set-
ting strategic policy directions. In practice, however, this distinction is 
considerably more blurred. The NSHA, for example, has been directed 
not only to follow through on strategic planning as articulated by the 
DHW, but also to develop “important initiatives” with “a commitment to 
innovation” (Nova Scotia Health Authority, 2015a). What is not clear is 
how effectively it will be able to do so at one remove from the legislative 
and policy tools available to the DHW (which can, for example, mandate 
through legislation that particular actions are executed, or coordinate 
activity between departments, or represent the province in intergovern-
mental fora).

A related governance issue is the monitoring and evaluation of qual-
ity and performance. Prior to the 2016 reforms, the Quality and Patient 
Safety branch within the DHW was responsible for quality standards and 
safety improvement. In 2016 this function was transferred to the NSHA. 
This move facilitated the standardization of data collection essential 
to measuring and evaluating performance across a system (e.g., in the 
reporting of outcomes). Yet it also permits the NSHA to police itself in 
the identification, reporting, and correction of safety and quality prob-
lems. One question that arises here is whether self-monitoring is the 
most conducive means of assuring transparency and accountability in 
the system, or whether independent oversight is more effective. Another 
question is how the evaluation and monitoring of services outside of the 
NSHA (e.g., in continuing-care facilities) will be assured. The minister 
has stated that “it will be the department that will have final oversight” 
(Gorman, 2016b), but it is unclear precisely how this oversight will mani-
fest itself (e.g., whether any accountability issues that arise in services 
outside the NSHA and addressed directly by the province will be made 
available for public scrutiny). Similarly, if the DHW chooses to micro-
manage small but politically intense situations that arise in the NSHA, 
then the very point of having an independent health authority is rather 
undermined.

7.3  Summary

The organizational reforms executed in 2015 and 2016 amount to a con-
siderable change in the way health care is administered in Nova Scotia. 
The consolidation of nine health authorities into a single entity and the 
transfer of competencies from the DHW to the new NSHA potentially 
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gives the new health authority significant scope to effect further reforms 
and refinements. A key component of this new focus will be capacity 
building. Nova Scotia has some difficulty in accessing its data efficiently 
enough to be able to develop well-considered evidence-based strategic 
planning. A more integrated and system-wide approach to data collec-
tion and access is a useful starting point. In February 2016, the minis-
ter noted that the DHW was working to create a quality health council 
(Gorman, 2016b), although no specifics were given.

The reforms may facilitate the development of health-related IT sys-
tems across the province (such as One Person, One Record). A more cen-
tral focus can also clarify issues of access and service eligibility between 
regions, and it can permit the utilization of health care resources across 
boundaries in a more efficient manner. At the same time, however, the 
new administrative structure confronts a largely rural (and increasingly 
depopulated) constituency that expects a voice in resource allocation 
and program development even as scale economies in the provision of 
care in these areas become more difficult to achieve. Likewise, establish-
ing a new administrative entity with greater authority will remove many 
obstacles to the development and implementation of policy solutions 
for specific problems. But the lack of clear oversight mechanisms raises 
the question of how accountability will be allocated if and when prob-
lems arise. Moreover, the hard line taken by the province against health 
care workers has led to an atmosphere that is not particularly conducive 
to negotiating innovative new delivery systems. The reforms enacted in 
2015 and 2016 have a great deal of potential but, as with any new policy 
direction, they will have to navigate around pitfalls both predictable and 
unanticipated.



Chapter Eight

�Assessment of the Health System

The assessment of any health care system depends a great deal on our 
understanding of what we expect it to do. Across Canada, as elsewhere, 
the goal is to improve the experience of care, advance the health of 
populations, and reduce per capita costs of health care (Berwick, Nolan, 
& Whittington, 2008). A high-performing health care system should be 
able to provide safe and effective health services and should do so in a 
manner that is “patient-centred” (Stewart, 2001). This means, among 
other things, that patients are treated respectfully; that they are given 
a sense of agency in choosing treatment options; that these treatments 
reflect the values and priorities held by patients; and that, at a system 
level, all the different services patients may require are well-coordinated 
and easily navigated. A high-performing health care system should also 
provide comprehensive services: this not only means that appropriate 
services exist, but also that they can be accessed without undue barriers, 
such as cost or waiting time. Barriers to access can also be influenced 
by age, gender, race, language, sexual orientation, disability, or geog-
raphy (e.g., Bowen, 2001; Mathieson, Bailey, & Gurevich, 2002; Hajiza-
deh, 2017). This is particularly important in a country such as Canada, 
where equity in health care provision is widely supported (Galloway, 
2016). Another important, though more complicated, measure of assess-
ment is the extent to which potential health conditions are prevented 
from developing in the first place. “Upstream” factors such as education, 
nutrition, physical fitness, income, housing, and freedom from undue 
mental or physical adversity can all play a role in keeping populations 
healthy (Williams, Costa, Odunlami, & Mohammed, 2008); but because 
distinct and measureable causal relationships are difficult to ascertain 
conclusively, the link between these nonmedical determinants of health 
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and the overall health of a society can be difficult to evaluate (Braveman, 
Egerter, Woolf, & Marks, 2011).

Nova Scotia’s formal health care goals are articulated in the Depart-
ment of Health and Wellness’s annual statements of mandate and focus 
on economic stewardship, the health of the population, experience 
of care, and health workforce. These categories are discussed in more 
detail below. There are two particular difficulties in assessing the Nova 
Scotia health care system. The first is the lack of a robust set of key public 
performance indicators and longitudinal data to assess the extent of pro-
gress across the health care sector over time. In 2016, the Department 
of Health and Wellness (DHW) introduced an accountability framework 
that could allow such assessments to take place in the future; at present, 
this data is still limited and uneven. The second problem is in assessing 
the reforms themselves. The aim of the reforms executed in 2015 and 
2016 was to distinguish clearly between policy development and eval-
uation (performed by the DHW) and health services delivery (under 
the purview of the Nova Scotia Health Authority [NSHA]). Governance 
structures were redesigned to permit a “more streamlined, cost-effective 
system” to stimulate innovation, facilitate access to care, and improve 
health outcomes (Nova Scotia Health Authority, 2015a).

Yet, as Savoie (2015) cautions, the articulation of new policy design is 
easy enough; the real test is whether or not a government is able effec-
tively to implement it. It is difficult to evaluate major reforms while the 
dust is still settling. Nonetheless, it is useful to parse in more detail the 
advantages identified by the architects of the new reforms: it is notewor-
thy, for example, that a more consolidated governance system is being 
propounded for its capacity for greater innovation (Nova Scotia Health 
Authority, 2015a, 2), given the essential insight of New Public Manage-
ment that centralization was generally responsible for stifling innovation. 
This is especially important when political agents implement structural 
reforms that are founded on a very limited evidence base (Marchildon, 
2015, 2016). It is therefore useful, as Hassenteufel et al. (2010) and Mar-
mor and Wendt (2012) argue, to employ an actor-centred approach to 
health policy change, and to identify who promotes any particular policy 
direction, how they intend to execute it, and why they chose to do so. The 
political explanations for reforms, they note, are often as significant as 
the stated policy objectives themselves.

The development of organizational frameworks for the administration 
of health are as much about shifting the relationships of power and influ-
ence as they are about program delivery and cost-effectiveness (Fierlbeck, 
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2016). And from this perspective, the trend towards the amalgamation 
of health regions can be seen as a logical extension of the previous wave 
of health care regionalization. One of the initial objectives of regionali-
zation was to diminish the opportunity for capture by provider interests 
at a local (hospital board) level. In the same way, small health regions 
“with fewer resources and with boards whose members are more per-
sonally connected to their community” have been less resistant to clien-
telism (Lomas, 2003, 356); and amalgamation into larger administrative 
units was seen as a means of curtailing local provider capture. Duckett, 
for example, documents how regionalized health care in Alberta was 
“often seen as part of local wealth creation, with local employment pri-
oritized over system efficiency and more contemporary service delivery 
modes and local procurement used to support local providers” (2015, 
321). Rather than representing an about-face in policy direction, then, 
the amalgamation of health regions into a single authority is merely the 
extension of what has been a steady process of disengaging local inter-
ests from capturing service provision. Yet such a strategy is not without its 
own risks. As Duckett argues, a single health authority faces its own chal-
lenges, including a different kind of diseconomies of scale (such as mul-
tiple layers of reporting); the removal of top decision makers from local 
communities, leading to diminished local responsiveness; the disruption 
of local coordination; and the potential that a single authority can lose 
its independence to a “micro-managing minister” (2016, 56). When the 
dust settles on Nova Scotia’s administrative reforms, then, any evaluation 
of the effectiveness of these reforms will have address not only tradi-
tional health and health system indicators, but also whether the struc-
tural changes have been able to avoid these potential political pitfalls.

8.1  The province’s strategic goals

8.1.1  Resource stewardship

A key objective of the new system is the attainment of a “sustainable” 
and “fiscally responsible” health care system (Nova Scotia Department 
of Health and Wellness, 2015d). Reflecting this priority, the new NSHA 
in its first business plan committed itself to achieving a balanced budget 
(Nova Scotia Health Authority, 2015a). This was, to a large extent, to be 
accomplished through the “leaning of administrative roles” in the health 
care system (ibid., 7). It is difficult, without a financial audit, to determine 
whether, or to what extent, “administrative efficiency” has been achieved 
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through the consolidation of district health authorities (DHAs). The 
NSHA projected savings of $41,584,039 in 2015–16; $6,210,000 of this 
was to be from “salary and compensation savings related to DHA execu-
tive restructuring” (ibid., appendix B). However, the document did not 
provide a detailed breakdown of how and where these cost savings would 
arise. Nor did it include the severance payments to administrators who 
were laid off, which were estimated to be $4.8 million. A FOI request 
reported in the Halifax Chronicle Herald also showed that the province 
incurred an additional $3.7 million for merging computerized financial 
systems across the former DHAs. The total merger cost was estimated in 
2015 to be nine million dollars (Gorman, 2015).

There is little hard evidence that administrative rationalization has 
resulted in cost savings in the short term. The difficulty with much health 
reform is that it is often necessary to spend money in the short run to 
save money in the long term. It is certainly arguable that a consolidated 
administrative structure can facilitate a more efficient operating system, as 
it permits easier transfer of goods and services across regional boundaries 
and supports the development of information systems needed to evaluate 
system-wide performance. But these are largely long-term savings; and 
the longer the time frame, the more difficult it is precisely to identify 
and compare the hypothetical costs that would have been incurred in the 
path not taken. Even before the amalgamation took effect, the individual 
tasked with supervising the merger acknowledged that “there would likely 
be no savings in the initial years of the merger but rather later into the 
process” (Gorman, 2014). The minister of health and wellness admitted 
that the electoral campaign claim stating that the reorganization would 
lead to savings of $13 million per year was perhaps “oversimplified,” and 
that it wasn’t clear to him before arriving at the DHW that the election 
promise “probably wasn’t doable”: “That will be there, but it’s just going 
to take a longer path to get there. That’s what I realize as health minister 
now” (ibid.).

The advantages of running a balanced health care budget are fairly 
straightforward; the sustainability of a health care system over the long term 
does in the end depend on having the resources to fund it. Yet committing 
politically to a balanced budget in health care can present serious problems 
as well. The physical infrastructure supporting Nova Scotia’s health care sys-
tem, as the auditor general noted on more than one occasion, is in perilous 
disrepair. The DHW has known of the state of decline for some time. The 
Victoria General Hospital in Halifax, in particular, came under a great deal 
of public scrutiny in 2015, when water pipes burst, flooding several floors 
of the hospital, and again in 2016, when photos of dilapidated rooms were 
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widely posted on social media. Yet successive governments were unwilling 
directly to address the issue of replacing this facility, given the estimated $1.3 
billion replacement cost. No governments in recent decades in Nova Scotia 
have been willing to sanction deficit financing over several election cycles, 
and major capital projects threatening the balanced-budget position of any 
governing administration have simply been pushed to the side. The commit-
ment to avoid deficits can provide the impetus to operational efficiency in 
the short term, but it can also seriously undermine system integrity over the 
long run. For example, a balanced health care budget was achieved in the 
2015–16 fiscal year, but only because of delays in capital construction, delays 
in IT projects, program delays, decreased utilization of vaccine programs, 
and decreased spending in Primary Health Renewal and physician services 
despite a serious shortage of doctors in the province (Nova Scotia 2016b, 56).

8.1.2  Health of the population

With a higher proportion of older adults and higher rates of chronic 
disease compared to most other Canadian provinces, Nova Scotia must 
focus steadily on care for the elderly, primary health care, and health 
promotion. As in other jurisdictions, progress in these policy areas is slow 
and often intractable. The province has been able to make a slight reduc-
tion in waitlists for long-term care but, as chapter 4 notes, this was largely 
through revising the way in which waitlists were determined. One option 
for the province to provide home care and long-term care more inexpen-
sively would be through a process of tendering. This strategy, however, has 
been firmly rebuffed by care recipients, who argue that it would be detri-
mental to the quality of care received, and by care providers, who believe 
that it would mean lower wages for them. Tendering systems have also 
not provided simple solutions for problems faced by home care programs 
in other jurisdictions. The dementia strategy and palliative care strategy 
introduced by the province may have some effect on addressing care for 
the elderly, but both are in early stages of development.

Chronic disease is another source of major health expenditure for the 
province. The top 1 per cent of health care users in Nova Scotia between 
2010 and 2012 accounted for 33.4 per cent of total physician and inpa-
tient hospital costs, while 5 per cent accounted for 63.8 per cent (mainly 
in the form of inpatient hospitalization). Health expenditure is to a large 
extent directed to a very small number of individuals, but these individu-
als often present multiple and complex chronic conditions, such as heart 
and respiratory disease, diabetes, and mental illness. In Nova Scotia, more 
than three-quarters of high-resource users have two or more of these 
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conditions, while a quarter have four or more. For high users, diabetes 
is the disease with the highest prevalence, followed by respiratory disease 
(predominantly COPD), and then heart disease. It is interesting to note 
that while both diabetes and cardiovascular health have discrete pro-
grams dedicated to addressing these diseases, there is no similar program 
for respiratory disease (all data Kephart et al., 2016). The high rate of 
chronic disease also requires a systematic attempt to prevent chronic ill-
nesses before they arise. The province’s main health promotion program, 
“Thrive!,” attempts to provide lifestyle advice, planning, and opportuni-
ties for children and families, although there has been little evaluation of 
the effectiveness of this program (Nova Scotia, 2014e).

8.1.3  Appropriate, good-quality care

The province’s strategy to provide cost-effective, good-quality health care 
services has two components. The first is the move towards collaborative 
primary care. There has been clear progress on some aspects of this strat-
egy. There has been a substantial increase in the number of primary health 
care interdisciplinary teams in the province in the past decade. The devel-
opment of collaborative emergency centres, in particular, in a number of 
locations across the province has established a template for the way in which 
health care providers can work in a way that best utilizes the competencies 
of each profession in rural areas. From a regulatory perspective, the Regu-
lated Health Professions Network Act provides a flexible regulatory struc-
ture for collaborative engagement by all regulated health care professionals.

At the same time, however, it has been difficult to move many GP prac-
tices to a broader, more collaborative model that provides weekend and 
after-hours services to patients. Here, the major reforms in health care 
restructuring in Nova Scotia have not been particularly helpful. In the 
first place, physicians’ accountability to the NSHA remains unclear. What 
is it, specifically, that the health authority is purchasing from them? Nova 
Scotia has been more successful in moving away from a fee-for-service 
system; almost half the province’s physicians are remunerated on alter-
native payment plans (CIHI, 2015b, 10). But these payments are often 
based on a confusing mix of services rendered (inputs) and outcomes 
(outputs) and are not particularly well monitored or evaluated (Nova 
Scotia Office of the Auditor General, 2014b). More troubling from an 
organizational perspective is that under the new provincial reforms, 
the responsibility for the management of physicians is very unclear. As 
chapter 2 outlines, the new NSHA (specifically, the VP medicine and 
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integrated health services) is responsible for physician services (physi-
cian performance evaluation, credentialing, resources planning, and 
remuneration). Nonetheless, the province itself is directly responsible for 
negotiating the Master Agreement with physicians. The problem is that 
substantial changes to the primary health system (such as the development 
of more collaborative, interdisciplinary health care teams) will depend on 
implementing effective team-based funding models, which can be negoti-
ated only through the physicians’ Master Agreement. It is thus difficult to 
see how the NSHA can move ahead with more effective primary health 
care reforms without the direct involvement of the DHW (and vice versa).

Another aspect of the strategy to achieve “appropriate, good quality 
care” is an “increased emphasis upon evidence and data to inform plan-
ning and system learning to improve safety and service delivery” (Nova 
Scotia Department of Health and Wellness, 2015d, 8). What this state-
ment leaves unsaid is the lack of effective information systems on which 
to base planning and system learning. To an extent, this was precisely 
one of the objectives of consolidating the DHAs. But it will be a grad-
ual process. There are some specialized information systems currently 
in place: wait times are monitored and posted by the Patient Access 
Registry; patient safety incidents are tracked and reported through the 
Safety Improvement and Management System; and surgical services are 
evaluated through the Provincial Perioperative Advisory Committee. But 
much of the analytical information needed to provide “evidence-based” 
services by assessing how well programs work is still lacking. The new 
Health Authorities Act requires the development of a health services 
plan to establish “what services should be offered in the health system, 
where those services should be provided, and by who[m]” (ibid.). This 
plan will be complemented by the implementation of the National Surgi-
cal Quality Improvement Program in both the NSHA and the IWK.

8.1.4  Health system workforce

The fourth key objective in the province’s health care strategy is the 
development of a finely calibrated workforce. This requires a close mon-
itoring of the supply of, and demand for, all health care professionals. 
The province must be able to discern how many individuals in each pro-
fession are licensed and active in the province, how many are scheduled 
to retire, where are they practising, and how their skills are being used. 
The goal is to identify “the right number, mix, and distribution” of 
health care providers throughout the province. This policy objective also 
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requires a focus on the recruitment and retention of health care profes-
sionals. To this end, Nova Scotia has developed and refined a needs-
based nursing strategy and a physician resources planning document to 
assist in the provision of the requisite health workers across the prov-
ince. Yet the DHW does not systematically evaluate how service providers 
are performing in areas such as nursing homes (Nova Scotia Office of 
the Auditor General, 2016a, 15). In some cases, the contracts for ser-
vices providers themselves do not specify performance evaluations and 
reporting provisions; in other cases, where these are specified, there is 
little follow-up to determine whether expectations were met.

At the same time, the province’s relationship with both public- and pri-
vate-sector workers has been severely strained by acrimonious negotiation 
and divisive labour relations legislation enacted between 2014 and 2016. 
The physicians’ Master Agreement, for example, which expired in March 
2015, failed to be renegotiated for over a year; many physicians were being 
reimbursed through alternative funding plans that had expired several 
years previously. A Master Agreement is normally a complex document 
to negotiate, but the process was made considerably more difficult by the 
passage of Nova Scotia’s wage restraint legislation, which barred physi-
cians access to arbitration over pay disputes. A new Master Agreement was 
finally ratified in June 2016, though physicians remain dissatisfied at the 
lack of input they have in health policymaking throughout the province. 
As of 2018, public health sector unions have not ratified collective agree-
ments that were negotiated under the new Health Authority Act in 2015.

8.2  Equity in financing the health care system

Nova Scotia’s top corporate tax rate, at 16 per cent, is (along with that of 
Prince Edward Island) the highest in Canada. Its small-business tax rate, 
at 3 per cent, is close to the national average. Despite the high tax rate 
for corporations, however, a relatively small percentage of total income 
tax is derived from corporate income tax. Of total tax revenue for 2015, 
54.3 per cent was from income tax (personal and corporate), while 42.6 
per cent came from consumption taxes. Of the $2,783,967 gathered in 
total income tax, 84.1 per cent was from personal income tax, and 15.9 
per cent was derived from corporate taxes. Of total provincial tax rev-
enue (income plus consumption), then, only about 8 per cent is provided 
through a tax on corporations (Nova Scotia, 2015c). This breakdown of 
tax revenue reflects the structural limitations noted in chapter 1: the 
province depends on a very small number of very large corporations to 
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Figure 8.1  Sources of total provincial tax revenue, Nova Scotia, 2015

Personal income taxes

Corporate income taxes

Consumption taxes

Source: Nova Scotia: Public Accounts 2015, vol. 1, p. 48. Available at http://www 
.novascotia.ca/finance/en/home/publications/publicaccounts.aspx

employ Nova Scotians. A large number of very small businesses provide 
only a very small proportion of employment positions and tax revenue. 
Consequently, the province focuses on attracting and retaining large cor-
porate enterprises through large subsidies. Notwithstanding the high for-
mal tax rate for large corporations, mechanisms such as payroll rebates 
are employed to offset these higher rates. Between 2004–5 and 2014–15, 
the province granted over $88 million in payroll rebates (Nova Scotia 
Business Inc., personal communication, 15 March 2016). In November 
2014, the new Liberal government released a review of Nova Scotia’s tax 
system. The Broten report suggested eliminating exemptions for sales 
taxes on items such as books, children’s clothing, shoes, diapers, feminine 
hygiene products, and residential fuel costs; removing the top tax bracket 
on those earning more than $150,000 per year; and lowering the top cor-
porate tax rate from 16 per cent to 13.5 per cent (Broten, 2014). None 
of these recommendations were enacted. As Figure 8.1 illustrates, and as 
noted above, the vast majority of public funding for provincial expendi-
ture comes from personal income tax (45.7 per cent) and consumption 
taxes (42.6 per cent); only 8.6 per cent of total tax revenue in Nova Scotia 
is obtained from corporate taxes (Nova Scotia, 2015c).

The discussion over who ought to bear health-related costs was brought 
into stark relief in 2016, when the DHW attempted to shift the costs of 
the Seniors’ Pharmacare program towards the recipients through the 
restructuring of premiums. Unlike the province’s other pharmacare pro-
grams, the Seniors’ Pharmacare program had not been a means-tested 
program, but one based purely on age. All seniors who opted into the 
voluntary program paid the same premiums. The Seniors’ Pharmacare 

http://www.novascotia.ca/finance/en/home/publications/publicaccounts.aspx
http://www.novascotia.ca/finance/en/home/publications/publicaccounts.aspx
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Program Regulations (supporting the Fair Drug Pricing Act) had for 
years specified that the cost-sharing of the Seniors’ Pharmacare program 
would be held at a constant ratio of 75 per cent from government funds 
to 25 per cent from individuals’ premiums. This stipulation of a 75:25 
ratio was quietly repealed by the government through orders in coun-
cil in January 2015. A year later, a means-tested reform of the Seniors’ 
Pharmacare program was announced. A press release from the DHW 
declared that “12,000 seniors who previously paid a premium won’t pay 
one this year,” although it failed to note that other seniors would be 
paying much more than they previously had (Nova Scotia Department 
of Health and Wellness, 2016b). The press release also did not mention 
that within five years, 33 per cent of the program’s costs (up from 25 per 
cent) would come from premiums (Table 8.1). After a public outcry, the 
province backed down from its plan to increase premiums for the Sen-
iors’ Pharmacare program and stated that no further changes would be 
made until seniors’ groups had been consulted.

8.3  Equity of access

As previous chapters have documented, the issue of geographical equity 
of access to health care services underlies much policy discussion in 
Nova Scotia. To an extent, it informed the decision to consolidate the 
DHAs in 2015. As in most Canadian provinces, the problem of providing 
equitable services in a population characterized by increasing urbaniza-
tion and growing rural depopulation is difficult and complex. As the 
DHW’s 2015–16 Statement of Mandate acknowledges, “there continue 
to be distribution challenges affecting equitable access for all Nova Sco-
tians, especially in rural communities” (2015d, 6). These challenges 
have many causes, including the need to achieve scale economies when 

Table 8.1  Nova Scotia Seniors’ Pharmacare cost sources, 5-year projection

2015–16 2020–1

Before policy change Total drug costs $166,210,000 $216,202,247
Member contributions $53,000,000 $67,044,349
Net government cost $113,210,000 $149,157,898

Projection assuming all 
beneficiaries stay in the 
program

Total drug costs $216,202,247
Member contributions $71,299,513
Net government cost $144,902,734

Source: Nova Scotia Department of Health and Wellness, 2016.
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providing many health care services, and the difficulty of attracting 
health care professionals to remote areas. Rural inhabitants will never 
enjoy the same level of many services, such as specialized and tertiary 
ones, and the determination of what “equitable” means given physical 
and economic limitations is a highly political issue.

Income is also a variable that influences equity of access. As Asada and 
Kephart (2007) and Hajizadeh (2017) have pointed out, socioeconomic 
inequities have an impact on access to health care services across Canada 
notwithstanding the existence of universal health insurance. Socioeco-
nomic status also influences the type of health care services accessed. 
Kephart, Thomas, and Maclean (1998) found that the use of physician 
services in Nova Scotia was inversely associated with socioeconomic sta-
tus. Allin (2008) has corroborated this data and added that those with 
higher incomes in Nova Scotia were more likely to access specialist care, 
while those with lower incomes tended to use more hospital care. These 
trends were similar across most Canadian provinces.

Other factors that may impede access to health services include eth-
nicity, gender, and sexual orientation. The extent of such barriers to 
access has not been extensively quantified, although there is anecdotal 
evidence of inequity in access to health care services in the province 
(Sharif, Dar, & Amaratunga, 2000). The former Capital Health District 
Authority was quite engaged in developing a diversity and inclusion strat-
egy. A Diversity and Inclusion Steering Committee was formed in 2003 
to support efforts by First Nations, African Nova Scotians, immigrants, 
and francophones to access appropriate care, and 2 years later expanded 
to include other marginalized groups. In 2007, a full-time diversity and 
inclusion coordinator was hired by Capital Health, and in 2010 the 
health authority completed its first workforce diversity survey. The DHW 
has also issued general “cultural competence” guidelines.

8.4  Outcomes

8.4.1  Comparative outcomes

Notwithstanding the poor health indicators that characterize Nova Sco-
tia, the key outcomes for health system performance in the province are 
reasonably good. As chapter 1 noted, Nova Scotians tend to be more 
overweight than Canadians on average; have higher rates of cancer, dia-
betes, high blood pressure, arthritis, heart disease, and respiratory dis-
ease than the rest of Canada; and consume fewer fruits and vegetables 
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but more alcohol and tobacco. Nonetheless, the province does perform 
very close to the national average on key health system performance 
indicators established by the Canadian Institute for Health Information 
(CIHI) (Table 8.2). On the measurement of “accessibility,” for example, 
where 2013 data is available, Nova Scotia scores better than the national 
average on two indicators (influenza immunization and access to a regu-
lar medical doctor) and worse on one (wait time for hip-fracture sur-
gery). On the evaluation of “appropriateness,” the province is marginally 
better on both indicators (C-sections and patients with repeat hospitali-
zations for mental illness). Nova Scotia’s measurement on “continuity” 
(30-day readmission rate for mental illness) is also slightly better than 
the national average. For two main indicators for “effectiveness,” Nova 
Scotia performs slightly better (30-day acute myocardial readmission 
and 30-day medical readmission), although the province scores worse 
for the single “safety” indicator (hospitalized hip-fracture event rate).

8.4.2  Chronological outcomes

In addition to evaluating outcomes with reference to other jurisdictions, 
one can assess outcomes by examining trends over time within a single 
jurisdiction. The DHW’s annual accountability reports attempt to address 
the question of how well the provincial system has been performing over 

Table 8.2  Health system performance indicators, Nova Scotia and Canada, 2013

Outcome  
Measure

Metric Nova Scotia Canada

Accessibility Influenza immunization less than one 
year ago, %

44.5 29.3

Has a regular medical doctor, % 90.3 84.5
Appropriateness Caesarean section, % 27.1 27.3

Patients with repeat hospitalizations for 
mental illness, % (2012 data)

10.5 11.0

Continuity 30-day readmission rate for mental 
illness, %

11.1 11.5

Effectiveness 30-day acute myocardial infarction 
readmission, %

9.2 11.4

30-day medical readmission, % 12.8 13.5
Safety Hospitalized hip-fracture event rate, age 

standardized, per 100,000
505 445

Sources: Statistics Canada, CANSIM Table 105–0501; CIHI Health System Performance 
Indicators http://www.cihiconferences.ca/indicators/2015/tables15_e.html

http://www.cihiconferences.ca/indicators/2015/tables15_e.html
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time. The performance measures employed in the 2013–14 and 2014–15 
reports focus on wait times for mental health services; utilization rates 
and wait times for emergency services; use of electronic health records; 
and rates of nutrition, smoking, and alcohol consumption (the measure-
ment of gambling rates was discontinued after 2013–14).

The figures for emergency services are a particularly interesting set 
of indicators, as they address the period of policy reform for emergency 
health care that began in 2010. On the one hand, the rate of individuals 
waiting within the benchmark period has remained almost unchanged 
between 2011 and 2015 (between 86 to 87 per cent of patients with seri-
ous conditions were seen within eight hours, with a goal benchmark of 
90 per cent). But the number of individuals presenting in emergency 
departments for minor conditions has dropped from 57 to 50 per cent 
over the same period, which would seem to indicate that certain aspects 
of the emergency care redesign (such as utilization of collaborative 
emergency centres or the practice of elderly patients in long-term care 
being attended by paramedics on-site) may be working well. This fig-
ure is even more remarkable when juxtaposed with figures showing an 
increase in unscheduled closure times for CECs between 2012 and 2015 
from 0.7 per cent to 1.6 per cent closure of scheduled hours (Nova Sco-
tia Department of Health and Wellness, 2015e).

Another success is reflected in breastfeeding rates: both the percent-
age of infants who have received early breast contact (72.7 per cent in 
2006 to 85.0 per cent in 2013), and the percentage of infants who exclu-
sively breastfed for at least six months (18.8 per cent in 2005 to 31.9 per 
cent in 2013–14), have significantly increased. Another notable point is 
the increase in access to electronic health records. From 2011 to 12 to 
2014–15, the total number of clinical users of the Secure Health Access 
Record (SHARE) climbed from 475 to 4,858, a tenfold increase. Techni-
cally, this figure is a surrogate endpoint, as it is not a direct indicator of 
health. Rather, it implies a correlation between the utilization of elec-
tronic health records and improvement of health outcomes. The data 
only stated the numbers of clinicians using SHARE, and did not indicate 
the percentage of clinicians doing so.

Nova Scotia performed much more poorly on indicators for nutri-
tion, smoking, and alcohol consumption. The percentage of Nova Sco-
tians consuming at least five servings of fruits and vegetables daily fell 
from a high of 38.3 per cent in 2009 to a low of 30.9 per cent in 2014; 
and the percentage of those over the age of 25 who smoked actually 
increased from 15.6 per cent in 2012 to 19.4 per cent in 2013. Similarly, 
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the percentage of Nova Scotians drinking in excess has increased from 
2011 to 2013. One must interpret these statistics with caution. It may pos-
sibly be the case that more Nova Scotians are engaging in poor lifestyle 
choices. However, it may also be the case that individual behaviour per 
se is not changing, and that the significant exodus of younger, health-
ier adults seeking employment outside the province reflects a higher 
proportion of those (possibly in higher age ranges or in poorer health) 
who remain in the province. Nova Scotia has in recent years focused on 
smoking prevention among youths (including a ban on both the sale 
of flavoured tobacco and on the sale of e-cigarettes to minors), and it is 
worth noting that the rates of smoking for those between the ages of 15 
and 19 have decreased from 16 per cent in 2010 to 10 per cent in 2013.

Mental health outcomes are much more ambivalent. Access to men-
tal health services has been an important political issue, especially for 
youth, and the province has been attempting to address these problems. 
But it is difficult to evaluate the outcomes. Data shows that the percent-
ages of child and adolescent clients seen in urgent cases (within 7 days) 
and in regular cases (within 90 days) have both improved. However, the 
percentage of these individuals seen in semi-urgent cases (within 30 
days) has dropped precipitously. In 2010–11, for example, 57 per cent 
of urgent cases, 51 per cent of semi-urgent cases, and 70 per cent of 
urgent cases met the standard, but in 2013–14, 56 per cent of urgent 
cases, 15 per cent of semi-urgent, and 89 per cent of regular cases met 
their respective standards (Nova Scotia Department of Health and Well-
ness, 2014): because the measurement of wait times for mental health 
services changed midway through the 2014–15 reporting period, no data 
on mental health wait times were presented in the 2014–15 accountabil-
ity report.

Overall, these outcome measures are not entirely unproblematic. 
There is, for example, no clear explanation of why certain indicators 
were chosen rather than others; nor are the outcomes to be measured 
explicitly stated in advance of the evaluation process. Just as measurable 
outcomes must be stated before clinical trials commence, so too should 
policy outcomes (along with the metrics being used to assess these out-
comes) be publicly articulated before analysis of the data begins to avoid 
cherry-picking positive indicators. There is putative progress in the area 
of performance evaluation; both the DHW’s Statement of Mandate for 
2014–2015 and its Accountability Report: 2015–2016 stated that the depart-
ment was in the process of designing an accountability framework that 
would measure the system’s performance in relation to health of the 
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population, experience of care, health system workforce, and resource 
stewardship. Under this framework, key performance indicators, first-
year goals, and outcome-based targets would be articulated. However, if 
these indicators do exist, they are not yet accessible to the general pub-
lic. The DHW’s Accountability Report: 2016–2017, for example, is simply a 
list of current and planned projects. An appendix provides only five care-
fully curated “performance highlights” based on minimal data. For an 
“accountability report” to be of any real use, it must select indicators well 
in advance (so that outcomes are not selectively chosen); indicators must 
be comprehensive; the same indicators must be used from year to year so 
that it is possible to gauge progress; and these data must be accessible to 
the public. The DHW’s accountability reports fail on all of these fronts. 

8.4.3  Measuring and evaluating outcomes

Separate from the discussion of actual health outcomes, but highly rel-
evant to it, is the consideration of the capacity of the province effectively 
to evaluate outcomes. To determine the evaluative capacity of a prov-
ince, one must ask whether data is collected; whether the data can be 
effectively juxtaposed to proper comparators; and whether the informa-
tion can be easily accessed and used by those who need it. The biggest 
obstacle to the development of a strong capacity to evaluate outcomes is 
the fragmentation of information, although this fragmentation occurs in 
a number of different ways.

The most obvious example of fragmentation is geographical. When 
discrete DHAs within the former regionalized system had much respon-
sibility to compile data, there was often little explicit standardization of 
the way in which information was presented. While the Capital District 
Health Authority (CDHA) measured wait times for mental health ser-
vices using the median and 90th percentile, for example, other DHAs 
tracked wait times according to urgent, semi-urgent, and regular priority 
standards. Following consolidation, all zones will be reporting wait-times 
data in a more consistent manner. Similarly, electronic health records 
were still not fully interoperational in 2017; a physician in an emergency 
department in Dartmouth, for example, could not electronically access 
a child’s medical records at the IWK Health Centre.

Another problem is that even where consistent endpoint data exists, 
it is not necessarily tied to program evaluation. For example, each 811 
telephone call that provides immediate access to a nurse is considerably 
more costly than a general GP visit. However, its value could be defended 
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on the grounds that it provides access to medical advice after hours, 
when most GPs are unavailable, and access to medical advice for those 
who are geographically isolated. At the same, time, however, the 811 ser-
vice was experiencing “lower than anticipated call volumes” by 2014–15. 
So is the 811 service good value for money, all things considered? No one 
knows, as the program has not been evaluated.

Another form of fragmentation rests in the lack of accessibility to 
data. There are four main administrative health databases in Nova Scotia 
(vital statistics, discharge abstracts, drug claims, and physician claims), 
which can be accessed via Health Data Nova Scotia. However, much of 
this information exists in the form of scanned PDFs and so cannot be 
easily sorted or aggregated. There are also nine clinical databases that 
correspond to specific conditions (e.g., heart disease, cancer, diabetes, 
depression, reproductive care), as well as a separate diagnostic database 
(which includes information systems such as PACS). Complicated link-
age processes are required to use this information effectively in order 
to measure and evaluate how well particular aspects of the health sys-
tem are operating, but as these databases must all be accessed separately, 
such linkages are extremely difficult to construct. Interpreting the data 
within these databases is also a problem, as there is no standardized 
approach to very basic issues such as case definition (i.e., how a condi-
tion is defined). Thus, independent researchers using the same database 
but different methods to define conditions may well produce data that is 
conflicting or difficult to compare.

The evaluation of outcomes and the development of new policy is also 
hampered by the lack of capacity. Formally, “policy capacity” refers not 
only to the bank of technical skills and disciplinary knowledge that a gov-
ernment can call on but also to a pool of understanding of the feasibility 
and strategies of implementing and nurturing policies after the design 
stage (Denis et al., 2015). Smaller jurisdictions tend, unsurprisingly, to 
have less policy capacity in many respects: they can afford to hire only 
a small number of policy analysts, and those they have tend to spend 
more time addressing short-term “brushfires” than long-term planning. 
But even compared to smaller provinces such as Manitoba or Saskatch-
ewan, Nova Scotia has very limited capacity for policy evaluation. There 
is, for example, no arms-length health-policy institute to provide objec-
tive assessments of how well policies and programs work, or to design 
new policies and programs. This puts the province at a considerable dis-
advantage in evaluative capacity compared to a province like Ontario, 
which established the Institute for Clinical Evaluative Sciences (ICES) in 
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1992. ICES administers seven separate research programs (one of which 
is health system planning and evaluation) and has access to numerous 
linked data sets (e.g., from the Cardiac Care Network of Ontario and 
Cancer Care Ontario, as well as from individual hospitals, laboratories, 
pharmacies, and long-term care facilities), which are overseen by expert 
teams of data-quality and data-management specialists (Dolan et al., 
2012). It secures consistent and predictable funding from the govern-
ment of Ontario and, at a rate of $0.80 per resident of Ontario, it has an 
operating budget of more than 10 million dollars per year. In addition to 
ICES, Ontario utilizes information produced by Health Quality Ontario, 
which focuses on performance evaluation and quality improvement. In 
comparison, Nova Scotia’s Health Data NS unit is funded on a limited 
and ad hoc basis, with a very minimal support staff.

In sum, the overarching problem is that poor evaluative capacity gives 
rise to a vicious circle: spending money on programs and policies that 
do not work well means that demand for health services is not effec-
tively addressed; channeling more resources into meeting this demand 
in turn means that there are fewer resources to be employed in assessing 
how well existing programs function. The problem, according to some, 
is exacerbated by the trend to “new public governance,” in which various 
accountability regimes are imposed on governments, in addition to the 
rise of social media, which has made governments shift into a mode of 
“court government.” This is a model in which decisions are increasingly 
made at the centre, and polices are increasingly made by political staff 
(with no technical expertise) rather than by career civil servants (Savoie, 
2015). Without a solid base for policy evaluation and outcomes assess-
ment, there is little balance to policy design driven more by politics than 
by evidence.

8.4.4  User experience and satisfaction

The reporting of patient experiences in Nova Scotia is also fragmented. 
There have been two axes of fragmentation: by DHA and by program. 
Until 2015, authority to collect patient data rested with individual DHAs. 
The CDHA, for example, had collected and published user experience 
data through its Patient Experience Reporting System (PERS) since 
2011. Patient experience data from other DHAs is very difficult to find. 
The CDHA used random samples of inpatient, ambulatory, and reha-
bilitation patients. In the 2013–14 fiscal year, the survey collected 3,801 
responses (a response rate of 33.3 per cent). This survey (see Table 8.3) 
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simply asked respondents to rate their experiences as “positive” or “nega-
tive,” with a satisfactory response rate set at 90 per cent.

This information is difficult to compare with other provinces, as data 
from Statistics Canada go up only to 2005. According to these data, how-
ever, Nova Scotia compares quite favourably to the Canadian average 
(Table 8.4).

While some patient satisfaction data was collected on a geographical 
basis, other information has been captured by specific programs (as noted 
in chapter 8, section 4.3). Information on patient experiences with cancer 
care in Nova Scotia, for example, was collected in patient surveys conducted 
in 2007, 2009, and 2011. Again, patient satisfaction in the most recent sur-
vey remains comparable to, or above, the national average in all metrics 
(Canadian Partnership against Cancer, 2016). In 2017, the NSHA released 
the first patient experience survey under the aegis of the new province-
wide health authority, with an overall satisfaction rate of 89.5 per cent.

8.5  Efficiency

The evaluation of efficiency in the provision of health care services is 
a complex and difficult task. The rhetoric of allocative efficiency – and 
especially transferring resources from administrative tasks to “front 
line” services – played a large role in the most recent set of health care 
reforms. Yet there is little sound appraisal of this approach: the CIHI, 
for example, reports that administrative costs declined from 4.8 per cent 
in 2011–12 to 4.5 per cent in 2013–14 (before the current reforms were 
implemented), and that Nova Scotia’s administrative expenses in health 
care are now on par with the Canadian average (CIHI, n.d., administra-
tive expense details). Part of the problem with discussions of efficiency is 

Table 8.4  Patient satisfaction with health care services received in the past 12 months, 2005

Nova Scotia Canada

Very or somewhat satisfied with health care services 
received, %

89.2 85.0

Very or somewhat satisfied with family doctor or other 
physician care received, %

94.5 91.3

Very or somewhat satisfied with community-based health 
care, %

86.3 82.0

Source: CANSIM Table 105–0280, http://www5.statcan.gc.ca/cansim/a26?lang= 
eng&id=1050083.

http://www5.statcan.gc.ca/cansim/a26?lang=eng&id=1050083
http://www5.statcan.gc.ca/cansim/a26?lang=eng&id=1050083
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the complex and interdependent nature of modern health care systems. 
Often a practice meant to increase the efficient utilization of resources 
in the short term can lead to long-term inefficiencies: hospitals like the 
Victoria General, for example, have become able to allocate hospital 
beds more efficiently; but running all wards at full capacity 24 hours a 
day for 12 months of the year means that there is no longer any oppor-
tunity to perform thorough maintenance on closed wards (Nova Scotia 
Office of the Auditor General, 2016b, 34). Consequently, the physical 
integrity of hospitals wards is now deteriorating at a much faster pace.

Occasionally, maximizing efficient practices in one unit will lead to 
inefficient practices in another. To keep the repair costs down, a diag-
nostic unit may choose to wait until regular business hours to have 
important equipment repaired; but if emergency departments do not 
have access to these diagnostic services over nights or weekends, they will 
have to use ambulances to take patients to other hospitals for diagnostic 
services, thus driving up overall costs and as well as inconvenience to 
patients. Another problem is balancing technical efficiency with other 
values, such as perceived quality. This is the issue underlying the politi-
cal controversy over home-care reform: a formal tendered service con-
tract could mean that more cost savings might be achieved; but those 
receiving (and providing) these services have expressed a concern that 
this shift would mean a diminution in the quality of care they currently 
receive from providers that they know. It is also potentially disquieting 
that the province posted a savings of $2.2 million in public health due 
to lower utilization rates for vaccination programs and lower spending 
in chronic-disease and injury-prevention initiatives (Nova Scotia Depart-
ment of Health and Wellness, 2015e), $28 million due to delays on major 
construction projects, and $6 million due to delays in IT projects (Nova 
Scotia Department of Health and Wellness, 2016c). Depending on the 
specific nature of these reduced utilizations or program delays, it is pos-
sible that lower spending in these areas may ultimately mean higher 
spending in acute, long-term, or other areas in the future.

Part of the problem, as noted above, is that the province does not 
necessarily have the capacity to determine whether its spending pat-
terns are efficient or not. For example, in 2014–15 the province spent 
$3.6 million in insured services to finance an increasing number of visits 
by Nova Scotians for hospital services in other provinces. This spend-
ing could be efficient or inefficient, depending on the relative cost of 
providing the services locally (is there a critical mass of patients who 
require one kind of treatment for which the province might usefully 
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develop a local treatment base?), but detailed information on this kind 
of spending must be available to make this determination. Nova Scotia’s 
health reforms have included a commitment to introduce systematic 
approaches to the efficient utilization of health care resources. A health 
services plan is being created and “will serve as the foundation for many 
decisions in the health system” to improve “patient outcomes and effec-
tive and efficient use of system resources” (Nova Scotia Department of 
Health and Wellness, 2015e, 8). A collaborative care framework is being 
developed in order that the scopes of practice for all health care profes-
sionals are being used most effectively. Also, a One Person, One Record 
health information system is being pursued in order to achieve “a single 
person-centric information system that will provide a more cohesive and 
cost-effective operational environment” (ibid., 9). Yet each of these sys-
tems is still under some level of development, and it is still too early to 
evaluate their utility.

8.6  Transparency and accountability

There is no formal health technology assessment unit in Nova Scotia. 
Unlike many other provinces, Nova Scotia depends solely on pan-Cana-
dian agencies and processes such as the Common Drug Review. It is thus 
difficult to know why particular kinds of health technologies are, or are 
not, funded by the province. Generally, in making such a determina-
tion, the DHW will consult with experts in the field when considering 
whether to use particular devices, procedures, or drugs. The assump-
tion, of course, is that both the province and health care professionals 
are making decisions based only on good evidence and best practices. 
Yet there is no way of knowing whether or not this is the case with each 
particular decision. Governments in general can and have made policy 
decisions based on poor evidence to appease particular constituencies. 
In 2010, for example, four provinces agreed to conduct clinical trials for 
Paolo Zamboni’s “liberation therapy” treatment for multiple sclerosis in 
the face of political pressure from patient advocacy groups. (Nova Sco-
tia’s health minister refused to dedicate resources to clinical trials on 
the grounds that there was insufficient evidence to support such an allo-
cation.) By 2014, these clinical trials had confirmed that the treatment 
was indeed ineffective (Traboulsee et al., 2014). Likewise, the practice of 
consulting informally with disciplinary experts can be problematic given 
that such individuals may show a preference for treatments or technolo-
gies with which they are involved. There is no evidence to show that 
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this is occurring, but the lack of transparency in such decision-making 
practices also means that there is no evidence that it does not happen.

Accountability is a slightly more complex concept. In health systems 
there are at least two discrete modes of accountability. One addresses 
oversight of, and responsibility for, decisions that result in negative out-
comes. Prior to the 2015–16 reforms, the oversight for quality and safety 
issues rested in the DHW. In 2016, the oversight function was passed to 
the newly created NSHA. While quality and safety issues in DHAs were 
overseen by the DHW under the former system, they are now the prove-
nance of the NSHA, leading some to worry that the concept of self-polic-
ing is neither an effective nor appropriate principle of governance for 
a health system. The DHW has responded that it will remain ultimately 
responsible for oversight on quality and safety issues; but this leads to an 
administrative tension. On the one hand, if oversight remains at the level 
of the NSHA, the province will simply not know whether there is in fact 
an issue of concern unless it is flagged for their attention. On the other 
hand, if the DHW becomes too involved in the minutiae of oversight, it 
will compromise the clear distinction between “policy formation” and 
“management” on which the reorganization of the health system was 
based.

A second mode of accountability focusses on whether or not those at 
the helm of a health system have met the benchmarks and other out-
come measures against which the performance of the health system is 
to be measured. The DHW publishes annual accountability reports but, 
as noted above, it is not clear why particular indicators (or targets) were 
chosen rather than others. Moreover, while each year’s accountability 
report outlines “where we are now?” and “where do we want to be in the 
future?” for each category, the previous year’s targets are not mentioned, 
so one does not know the extent to which the previous year’s objectives 
were met unless one refers directly to the previous year’s reports. Even 
then, this data may not be included, as the indicators chosen for inclu-
sion in the accountability reports vary considerably from year to year. 
Some of the declared outcomes are also quite vague: the 2013–14 report, 
for example, presents very nonspecific benchmarks (“DHW wants to see 
a downward trend in the percentage of CTAS 4-5 patients being seen 
in the emergency department”) or aspirational statements in place of 
quantifiable metrics, as it does in other categories (“Our goal is to pro-
vide predictable and sustainable access to health care in Nova Scotia and 
to minimize unscheduled closures in these communities”). The 2015–16 
DHW Statement of Mandate and the 2015–16 NSHA Business Plan state 
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that performance measures are being developed. In 2015–16, accord-
ing to its Statement of Mandate, the DHW “will be implementing an 
accountability framework to better articulate what it expects from the 
Nova Scotia Health Authority and IWK Health Centre” (13). The 2015–
16 NSHA Business Plan outlines 21 indicators in this new accountability 
framework and notes that specific targets to be provided and approved by 
the DHW are “currently under development” (11). Comprehensive out-
comes established by this accountability framework were not included in 
the 2016–17 accountability report. However, by 2017 the NSHA created 
a website that listed a comprehensive set of key indicators for 2016–17.

8.7  Summary

Given the scope and newness of Nova Scotia’s health reforms, it is difficult 
to make a detailed assessment of the current system at this point. Politi-
cally, one of the key stated objectives of the reforms – overall administra-
tive efficiency leading to cost savings – will take time properly to evaluate. 
On the one hand, the NSHA’s ability to procure and to allocate goods and 
services on a province-wide basis would seem to be a useful step towards 
this goal; on the other hand, the province’s focus on annual balanced-
budget financing may have a detrimental long-term impact on infrastruc-
ture. The health care reforms have also taken precedence for several years 
over the development of long-term strategic planning in areas such as pri-
mary care, continuing care, and mental health care, all of which are still in 
preparation. Collaborative care is seen as the broad foundation for such 
programmatic shifts, but the lack of clarity regarding the role and over-
sight of physicians and physician services presents a major organizational 
hurdle to this end. Progress in health IT, and especially in the develop-
ment of the province-wide MyHealthNS personal health record system, is 
a promising event; but, again, the implementation of this system depends 
on ongoing discussions with physicians regarding payment options.

In terms of health human performance, Nova Scotia has built up a 
much more detailed bank of knowledge regarding the province’s health 
care professionals and has complemented this with a needs-based 
plan for health care workers into the future. However, the overall eco-
nomic situation in the province means that professional remuneration 
is rarely competitive nationally, and relations between the government 
and the public sector unions are brittle and acrimonious. The new 
reforms, which have centralized most services and programs within a 
single health authority, depend on a zonal structure to address regional 
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representation. Whether, and how well, the new system can accommo-
date both the efficiencies of centralization and responsiveness to local 
concerns remains to be determined. Notwithstanding all these underly-
ing issues, health care outcomes based on select national indicators are 
reasonably good in Nova Scotia compared to other provinces. However, 
given the proportion of public spending directed to health care, and 
given changes to the way in which federal funds are calculated, there is 
real concern regarding the sustainability of this level of performance.



Chapter Nine

Conclusion

Health care in Canada, writ large, is the combined narrative of deci-
sions and strategies undertaken by individual provinces and territories 
(Lazar, Lavis, Forest, & Church, 2013). The decentralization of health 
care is perhaps more pronounced in Canada than in any other devel-
oped nation (Requejo, 2010), and the need to understand the granular-
ity of experience is consequently important in Canadian health systems 
research. Because of the complexity and expense of contemporary 
health care, observes Greer (forthcoming), relatively small variations 
in outcomes across regional jurisdictions “can have interesting politics 
and big consequences.” The fiscal capacity, political culture, institutional 
framework, and leadership of each province and territory have a strong 
influence on the way in which health care is provided. At the same time, 
however, it is easy to become so immersed in the granularity of provincial 
systems that one loses sight of the larger context within which provincial 
policymaking takes place. As the relationship between Ottawa and the 
provinces deteriorated under the Harper administration, so the hori-
zontal relationships between provinces began to take on more impor-
tance. This, coupled with an incoming federal administration in 2015 
pursuing a more engaged social infrastructure agenda, means that prov-
inces may have more capacity-building opportunities in health care that 
extend beyond provincial boundaries. International variables are also 
important to consider: financial trends can have sudden and forceful 
impacts on the capability of provinces to offer new programs or pay for 
existing ones; and intellectual fashions in organizational theory can have 
a considerable, if more gradual, effect on the way in which decision mak-
ers choose to organize structures of health system funding, delivery, and 
governance (Koon, Hawkins & Mayhew 2016).
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If a broader focus makes us aware of how little room any province has 
for substantial policy change, a narrower focus nonetheless allows us to 
see the enormous complexity and difficulty involved even in maintain-
ing what already exists. As a former Nova Scotia cabinet minister wryly 
observed,

It is beyond the capacity of any single person to exert meaningful control 
over such a complex system. It would make more sense for half the cabinet 
to be health ministers. One of them could be the senior minister, and the 
others could be associate ministers responsible for the other big pieces of 
the health-care puzzle: people, infrastructure, quality, long-term care, acute 
care, and pharmacare. At least that would make more sense than the cur-
rent system, where we have one health minister who can barely hang on, 
sitting around the table with a bunch of mini-ministers who are responsible 
for not very much at all. (Steele, 2016)

As modern health care becomes more intricate – more a series of 
reticulated systems than a single structure – the need to address govern-
ance in a logical and disciplined manner has become more pressing. In 
Nova Scotia, as in most other provinces (and many states worldwide), 
the attempt to reconfigure governance structures to address this com-
plexity has been expressed through the meme of regionalization. The 
notable health care reforms in Nova Scotia have been efforts to establish 
regionalized structures (1994), to deepen regionalization (2001), and 
to reduce regionalization (2015). In each case the attempt was not so 
much to disperse or consolidate authority as it was more clearly to clarify 
the division of responsibilities between those designing policy (steering) 
and those delivering services (rowing). Given the province’s experimen-
tation over two decades with several different types of regionalization, 
then, it is remarkable that so many issues have remained constant over 
time: concerns over long-term care and chronic illness, for example, 
were articulated in reports going back to 1950.

There are at least two reasons for this obdurate lack of any real pro-
gress in addressing these concerns though strategies of regionalization. 
One is the presumption that the relevant decisions are the ones made at 
the top, rather than those made at the point of patient contact. A health 
care system is, to a large extent, merely the concatenation of small deci-
sions made every day by those within the system. By drawing an emphatic 
artificial line between those who “make” and those who “execute” policy, 
it is possible to lose sight of the need to understand why these small 
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but important decisions are made in the first place. This was originally 
the profound insight of “patient centred care,” although the term has 
become often little more than a hollow rhetorical flourish decorating 
policy directives.

A second reason for the limited success of regionalization is that the 
expected outcomes of the strategy have been remarkably inchoate over 
the years. The rhetoric of both more and less regionalization has, in 
Nova Scotia, always included references to efficiency and fairness. But 
both efficiency and fairness are slippery terms. The original premise of 
New Public Management was that centralized control was a cumbersome 
and inefficient form of organizing health systems because the decision 
makers at the top were too distant from service provision to know exactly 
what resources and strategies were required to treat specific patients in 
specific places. Giving those who had a better sense of local need more 
control over decision making at the municipal or regional level meant 
greater allocative efficiency. The poor responsiveness of centralized deci-
sion making was a clear theme, for example, in the 1989 Gallant report, 
which argued that more regionalization in health system governance 
would “result in effective and efficient use of existing capital” (15). The 
2015 reforms in contrast, focused on the inefficiencies inherent in the 
intrinsic fragmentation of a regionalized system, and addressed the gains 
to technical efficiency arising from the scale economies inherent in a 
consolidated system.

Likewise, both the shift to regionalization undertaken in 1994 and 
2001, and the move away from it in 2015, were articulated within a dis-
course of democratic legitimacy. The original model of regionalization in 
Nova Scotia, as chapter 2 describes, was to be one in which both citizens 
(through community health boards) and providers (through devolved 
management structures) had the opportunity to become more engaged. 
In contrast, the consolidation of DHAs in 2015 was justified with refer-
ence to its capacity to provide “greater equity” to health care users across 
all regions. “Regionalization,” as a strategy, cannot by itself provide 
simple solutions to the complex problems facing modern health care 
systems because the concept contains ambiguous meanings and irrec-
oncilable tensions (Marchildon, 2016). If real decision-making power 
is devolved downwards because it is important to respond to local con-
cerns, some fragmentation must occur. And if services are amalgamated 
to establish scale economies in the equitable provision of services across 
all regions, then opportunities for real decision making at a local level 
will be curtailed. If we do not identify exactly what it is that we desire 
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from a strategy of regionalization, and if we refuse to acknowledge what 
is lost as well as what is gained from such a process, it is hardly surpris-
ing that we find it difficult to evaluate the outcomes of regionalization 
despite the length and breadth of experience we have had with it.

Nova Scotia’s health care system faces some daunting challenges. The 
demand for services is, and will continue to be, exacerbated by a higher 
proportion of older adults and higher rates of chronic disease in the 
province. Depopulation in many areas of the province decreases the cost-
effectiveness with which traditional health care services can be offered 
in rural areas. And given that that health care accounts for almost half 
of provincial spending, Nova Scotia’s financial circumstances will con-
tinue to have a substantial impact on the long-term sustainability of the 
province’s health care system. Nonetheless, one must be careful how 
one interprets the relationship between the province’s economy and 
the health care sector. Given the relative size of the province’s economy, 
and the high proportion of public funds consumed by health care, it is 
not surprising to see that Nova Scotia performs worse than all provinces 
excepting only Prince Edward Island and New Brunswick in terms of 
program expenses relative to GDP. When measured according to pro-
gram expenses per capita, however, Nova Scotia actually spends less than 
all provinces except for Ontario, Quebec, and British Columbia (RBC, 
2016). Moreover, while the province is struggling with its debt load, its 
net debt to GDP ratio, as well as its net debt per capita, are both much 
sounder than those of either Ontario or Quebec (ibid.). In sum, while 
economic conditions pose serious challenges to the ongoing sustainabil-
ity of Nova Scotia’s health care system, the province is by no means an 
outlier compared to other Canadian provinces.

When considering health outcomes relative to other provinces, too, 
Nova Scotia is able to provide reasonable services notwithstanding its 
smaller size and limited economic base, although wait times are gener-
ally longer. Health care programs are a priority for the province. Nova 
Scotians expect to receive a certain level of services within a particular 
period of time; and the province is generally quite responsive to public 
demands regarding the provision of specific services. Moreover, suffi-
cient benchmarks exist to be able to compare the performance of prov-
inces across Canada in providing health care services, which imposes 
a certain amount of political pressure on each province not to fall too 
far behind the others. More problematic, however, is the sustainability 
of the province’s capital infrastructure. Unlike the services provided to 
patients at point of contact, the physical infrastructure of the province’s 
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health care system is generally not quite as visible to the general public. 
When there are serious constraints on provincial health care funding, 
the burden will be borne by “invisible” aspects of the health care system 
that are ignored by the public, and by long-term spending programs that 
carry no short-term political advantages. Capital infrastructure falls into 
both of these categories. The facilities and equipment on which health 
care in Nova Scotia depends is severely compromised, and there is little 
political will to address the problem (through comprehensive upkeep or 
replacement) until it clearly becomes a political crisis. Unlike services, 
it is difficult to evaluate the relative state of a province’s infrastructure 
relative to other jurisdictions on an ongoing basis. Health care providers 
working in and with this infrastructure are those who are most likely to 
apprehend the deficiencies in the physical plant; yet at the same time 
they cannot be unaware that public funds marked for wages and sala-
ries compete with funding for upkeep and renewal. For any government 
attempting to balance the provision of health care services, the refur-
bishment of health infrastructure, and a balanced health care budget, 
the path forward will be formidable.

A related deficiency is that of policy capacity. Policy capacity is the 
set of “intellectual and organizational resources” possessed by a govern-
ment “that may be brought to bear on the policymaking process so as 
to design coherent, viable, and politically feasible policies” (Denis et 
al., 2015, 7). Policy capacity is an inchoate concept; but systems tend to 
work better when it flourishes and to struggle when it does not. While 
more nebulous a concept than physical infrastructure, policy capacity is 
another long-term investment required to facilitate the sustainability of 
health care systems over time. The complexity and technical detail of 
modern health care, the speed of change within the health care system, 
and the need for health systems iteratively to respond to changes mean 
that information, and the capacity to process information, have become 
just as important to sustainability as physical infrastructure.

One aspect of policy capacity is the ability to collect, interpret, and 
apply relevant information. Data must be collected at the granular level, 
but it must also be fed into information systems that permit the data to 
be compared and evaluated in an efficient and useful way. There must 
also be some policy development capability (either in-house or arms-
length) that is able to translate this information into viable and effec-
tive policies. Policy development requires two quite separate kinds of 
skills. One is field-specific technical expertise: that is, the cadre of epi-
demiologists, economists, IT experts, lawyers, and experts in diseases, 
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drugs, devices, and treatment protocols that is required to identify what 
is needed to address particular health issues. The other skill required is 
the ability to shepherd technical policies through the administrative and 
political landscape. Those who possess this ability are generally career 
civil servants with considerable experience. To the extent that these indi-
viduals are, as Savoie (2015) suggests, increasingly being marginalized by 
political staff who are more interested in designing politically attractive 
policies than sound administrative ones, a certain depth of judgment 
and understanding regarding what kinds of policies work and do not 
work is being lost.

A highly complex and technically specific health care system, then, 
requires an increasingly proficient administrative workforce able to col-
late, interpret, and evaluate the massive amounts of health data now avail-
able and to shape this information into evidence-based policies that are 
both technically appropriate and politically palatable. These skills and 
competencies are required regardless of the size of the jurisdiction: both 
smaller and larger provinces and territories will have the same range of 
medical conditions, treatments, policy options, and strategies to address. 
Larger jurisdictions, however, enjoy a critical mass and a taxation base 
that smaller ones do not. Thus, while health care may be improving con-
siderably in an era increasingly informed by sophisticated technology 
and by the capacity to measure and evaluate treatments and policies, the 
ability for smaller jurisdictions to take advantage of this improvement is 
becoming severely compromised.

Nonetheless, small jurisdictional size can be a potential asset in health 
care policymaking. This is especially the case for Nova Scotia. As the 
province’s health care system is designed to facilitate demand from 
all Atlantic provinces in specific areas, it has a greater technical capac-
ity than a province of its size might otherwise exhibit. To this extent, 
it could potentially be able to “punch above its weight.” The combina-
tion of sophisticated infrastructure and small scale does permit certain 
strategic advantages. One is the rather amorphous, although signifi-
cant, existence of “social capital,” including a greater personal famili-
arity among key decision makers that can precipitate a greater level of 
trust among stakeholders in smaller jurisdictions. An example of this is 
the development of the innovative Regulated Health Professions Net-
work Act 2012, which permitted regulated health professionals to deter-
mine among themselves the way in which collaborative health care was 
to be developed. This kind of regulatory legislation evolved because of  
the small size of many of the self-regulated professions and because 
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of the informal but intimate connections that already existed among 
the self-regulated professions. A related advantage of policymaking in 
smaller jurisdictions is the absence of multiple levels of bureaucratic 
formality in decision-making processes. Layers of formal accountabil-
ity mechanisms and bureaucratic approval, especially concerning the 
approval of specific treatments and procedures, can delay and attenu-
ate decision making in larger, more technocratic jurisdictions. Smaller 
jurisdictions can have more procedural flexibility. In 2009, for example, 
at the direct request of the minister and deputy minister of health, Nova 
Scotia fast-tracked the practice of giving tPA (a clot-busting stroke drug) 
to advanced paramedics.

Given the need for critical mass in developing and sustaining a sophis-
ticated and technically complex health care system, smaller jurisdictions 
increasingly tend to be more willing to establish networks and collabora-
tive enterprises that can provide a basis for scale economies. These under-
takings can, in turn, lead to greater regional integration in a gradual and 
ad hoc manner. This integration is occurring both in the private and 
the public sector. Medavie EMS, for example, won the contract in 1998 
for a province-wide system of emergency care to replace the fragmented 
private provision of ambulance services in the province. Since then it 
has built on its experience to develop ambulance services in New Brun-
swick, Prince Edward Island, and also small regions within Ontario and 
Massachusetts. The integration of public health services across the Atlan-
tic provinces is also notable. New Brunswick, Prince Edward Island, and 
Newfoundland contract for services provided by the Queen Elizabeth 
II Health Sciences Centre and the IWK Children’s Centre in Halifax. 
Dalhousie’s School of Medicine holds seats for applicants from all three 
Maritime provinces and has established a regional campus in St. John for 
New Brunswick residents. In 2014, Nova Scotia and Prince Edward Island 
signed a joint agreement for 811 telehealth services. Therapeutic drugs 
for all four Atlantic provinces are evaluated by the Atlantic Common 
Drug Review. (Even after the establishment of the Common Drug Review 
in 2003, the Atlantic Common Drug Review still assesses some drugs that 
do not fall under the purview of the Common Drug Review.) Finally, 
the Atlantic Healthcare Collaboration for Innovation and Improvement 
in Chronic Disease, Quality Improvement Collaborative brings together 
health care organizations, health care providers, and patients across the 
Atlantic provinces (Rossiter et al., 2017).

Though based on necessity, Atlantic provinces nonetheless have expe-
rience in the integration and collaboration of health care services, and 
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Nova Scotia has often been the hub of this activity. It is arguable that 
effective health care is increasingly dependent on the ability to access 
larger data-driven systems, and that even larger jurisdictions will find 
an advantage in developing strategic alliances to identify best prac-
tices, streamline resources, and merge databases. The success of the 
pan-Canadian Pharmaceutical Alliance and the Canadian Partnership 
against Cancer are examples of the willingness of provinces both larger 
and smaller to collaborate to build a substantial capacity base that ben-
efits all stakeholders. It is possible that Nova Scotia could use its experi-
ence in integration and collaboration across jurisdictions to help design 
a broader, more pan-Canadian health care framework that incorporates 
ground-up as well as top-down governance structures.

To date, however, the province lags behind many of the larger prov-
inces in developing more systematic approaches in areas such as primary 
health care. The opportunities noted above are real; but taking advantage 
of them will require political leadership. The narrative of health reform 
in Nova Scotia is still being written, as it has for over two decades, in the 
language of regionalization. This is unfortunate, as no fixed point on the 
sliding scale from decentralization to consolidation will solve many of 
the underlying issues confronting the province’s health care system. The 
demands of long-term and home care, the crumbling physical infrastruc-
ture, and the absence of coordinated data systems are all agnostic as to 
whether the geographical configuration of governance is centralized or 
decentralized. There are many advantages to consolidating service provi-
sion in health care: consistency in programs across regions, scale econo-
mies, mobility of personnel and equipment, better communication, IT 
compatibility, and coherent performance measures are better facilitated 
within a more centralized system (although this may, as noted earlier, 
come at the expense of ground-up engagement and responsiveness to 
local need). At the same time, however, the disruption occasioned by the 
substantial reform of the DHA structure and of the DHW itself means that 
deeper problems have not yet been addressed. The poor quality of health 
information has nothing to do with geographical regionalization per se; 
all of the fragmented databases are located within the Halifax Regional 
Municipality. The effort required to make this data serviceable is a politi-
cal and administrative task independent of the specifics of governance 
structures. Likewise, the obvious need to restructure primary care to 
make it more accessible was not accomplished in the 2015–16 reforms.

It is difficult to evaluate systems while they are in the process of chang-
ing. Yet health care systems are rarely static. The technologies available 
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to diagnose and treat illness, and to track and evaluate outcomes, have 
changed considerably in the past 25 years. Nonetheless, we are still 
thinking about the governance of health systems in terms of theories 
that became popular a quarter of a century ago. In the end, the deeper 
questions will increasingly be whether or not health systems can take 
advantage of such remarkable technological development, and how to 
do so in a way that addresses both the social values of the communities 
they serve and the political realities of democratic governance.





Appendix

Laws on Health and Health Care  
in Nova Scotia

•	 Anatomy Act
•	 Chiropractic Act
•	 Co-ordinated Home Care Act
•	 Counselling Therapists Act
•	 Dental Act
•	 Dental Hygienists Act
•	 Dental Technicians Act
•	 Denturists Act
•	 Doctors Nova Scotia Act
•	 Drug Dependency Foundation Act
•	 Emergency “911” Act
•	 Emergency Department Accountability Act
•	 Emergency Health Services Act
•	 Emergency Management Act
•	 Essential Health and Community Services Act
•	 Essential Home-support Services Act
•	 Fair Drug Pricing Act
•	 Health Act
•	 Health Authorities Act
•	 Health Council Act
•	 Health Council Appointments Act
•	 Health Protection Act
•	 Health Research Foundation Act
•	 Health Services and Insurance Act
•	 Healthcare Services Continuation Act
•	 Hospital Education Assistance Act
•	 Hospital Services Planning Commission Act
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•	 Hospital Trusts Act
•	 Hospitals Act
•	 Human Organ and Tissue Donation Act (not proclaimed in force)
•	 Human Tissue Gift Act (repealed; repeal not proclaimed in force)
•	 Inebriates’ Guardianship Act
•	 Involuntary Psychiatric Treatment Act
•	 Licensed Practical Nurses Act
•	 Long Term Disability Plan Ratification Act
•	 Medical Act
•	 Medical Imaging and Radiation Therapy Professionals Act (not pro-

claimed in force)
•	 Medical Laboratory Technology Act
•	 Medical Professional Corporations Act
•	 Medical Radiation Technologists Act
•	 Medical Services Act
•	 Midwifery Act
•	 Municipal Hospitals Loan Act
•	 Narcotic Drug Addicts Act
•	 Natural Products Act
•	 Naturopathic Doctors Act
•	 Nova Scotia Association of Health Organizations, An Act to  

Incorporate
•	 Nova Scotia Hospital Act
•	 Nova Scotia Sanatorium Act
•	 Occupational Health and Safety Act
•	 Occupational Therapists Act
•	 Optometry Act
•	 Paramedics Act
•	 Patient Safety Act
•	 Patients’ Abandoned Property Act
•	 Personal Health Information Act
•	 Pharmacy Act
•	 Physiotherapy Act
•	 Prescription Monitoring Act
•	 Presumption of Death Act
•	 Professional Dietitians Act
•	 Psychologists Act
•	 Public Services Sustainability Act
•	 Queen Elizabeth II Health Sciences Centre Act
•	 Queen Elizabeth II Health Sciences Centre Expansion Act
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•	 Registered Nurses Act
•	 Regulated Health Professions Network Act
•	 Respiratory Therapists Act
•	 Safer Needles in Healthcare Workplaces Act
•	 Support for Parents of Critically Ill or Abducted Children Act
•	 Tanning Beds Act
•	 Tobacco Access Act
•	 Tobacco Damages and Health-care Costs Recovery Act
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