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Chilliwack: Aging and the Provision of Medical Services 

Craig McKie 

Summary 

• Canadian society, and most component communities and locations within it, is aging 
rapidly. There is little by way of government policies that can be done to influence or 
restrain this process. 

• Current population estimates for Chilliwack and British Columbia are likely to have 
erred on the high side since both the assumptions concerning fertility and 
inmigration are likely too high. 

• Retirement migration to Chilliwack may influence both total population and the 
requirements for medical and other services. 

• This may be an opportunity rather than a problem, a bridge rather than a barrier to 
the future. Enhancing medical services may attract both retirees and medical 
destination travelers. 

• Part of the medical services picture is the mix of types of local housing and 
community care facilities. If housing is not done well, scarce acute care beds arc 
poorly allocated. 

• P3 arrangements are not new to Canada; they have existed at the margins of the 
government single-payer system for decades. Because of downloading of costs onto 
individuals, the privately borne cost component of Canadian medical services is 
increasing rapidly. De-scheduling of necessary medical services, exorbitant surgical 
time delays and de-listing of pharmaceuticals mean progressively greater diversion of 
total medical expenditures to private service providers. Necessarily, these will 
emerge in some fashion to meet the demand unsatisfied by the public system. 

• Chilliwack has many competitive advantages of climate, location and medical 
services already in place when looking forward towards a time when upwards of a 
quarter of the population will be over 65 yea.rs of age. 
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Chilliwack: Aging and the Provision of Medical Services 

Craig McKie 

Part One: Th e Agin g of Canadi an Society 

l t is now widely accepted that Canadian society is aging rapidly. This condition is measured 

directly by the median age of the population as registered by the Census of Canada for 

instance. The median age of Canadians has been rising inexorably for years and will continue 

to do so for decades to come. For instance, for the Census Agglomeration of Chilliwack, the 

median age of residents rose from 35.3 to 38 years between 1996 and 2001; it might be 

expected to be about 40 years at the time of the 2006 Census, all other things being equal. 

There are almost no public policy levers available which might arrest or reverse this process 

in the medium term for the country as a who le (except doubling or tripling immigration), but 

for specific communities, nothing at all is available (save substantial, voluntary inbound 

internal-to-Canada migration) which can address the condition of slowing population growth 

or actual decline. I t is also worth noting that once a society fully ages, it stays old, lacking any 

internal new sources of renewed high rates of fertility. 

Aging on the rapid scale that it is now happening is unprecedented in human history though 

what is now happening in Canada has already recently occurred in Western I ~urnpc. 

Europeans are about two decades ahead of Canadians in this matter and thus can serve as 

living examples. The reason European societies such as Sweden and Ccrmany arc this far 
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ahead in the aging process is that the postwar baby boom tn those countries was small, 

muted, and short-lived in comparison to Canada's. 

1 would like to argue at the outset that public confidence in the availability of llmcl~, 

convenient, and personably delivered medical services lies at the heart of this cons1dernuon 

since in-migration, the sole source of growth for many communities, is tn part conditioned 

by the perception of adequacy of local medical services. Quality of life judgments in any 

given locale include the health security aspect as a very important constituent element. That 

is, the common knowledge that medical services can be secured without material deht) 111 

travel or waiting in line is an important positive element in the individual and collective 

calculation of the quality of Life in a given locale. It is an important contributor to the 

nonverbal evaluative calculus of personal security and adequacy of community supports. To 

the extent that that evaluation declines, anxiety rises (whether justified or not), so it 1s 

important that whatever changes are made to medical services delivery arrangements be 

transparent in their intent and their mechanisms. Public consultation is vital in this respect 1. 

l would also argue that change is necessary in this context, if for no other reason than 

tremendous demographic change has already irretrievably altered the nature of demands on 

the medical services system. But that change need not be about thinning service provision or 

denying services to those who need them. In fact, augmenting services might sen e 

1 J\ full and comprehensive collection of web documents on the Canadian medical sen ices S\sll ' lll, the 
Romanow Comm1ss1on, and current commentary of changes m the way care 1s provided can be found ,ll 

http: // www.canadiansoc1alresearch.net/ med1carc.htm. Two papers which deal with the future of medical care 
111 the context of public spending: Canada 2015: Globalization and the Future of Canada's Health and 
HealthCare (PDF file 114K, 35 pages),July 2002, b) ~lichael Mendelson and Pamela D1Y1nsky. 11 can be 
downloaded at this address (http:// www.caledoninst.org/ PDF/ 55382024X.pdt). \ second paper deals with 
the contemporary social programme environment m Bnt1sh Columbia, A New Era in British Columbia: A 
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e\·eryone's interests b) deljvcnng serY1ces locallv and in an innovath·e manner, thus anlid111g 

transportation horror stories, high am.tel}, and surplus morbidity and mortalit, amongst 

afflicted, and ultimately in sustairung public confidence in the propnet) of continued 

residence 111 a given locale and the will to relocate there. 1 t is not in the public mten:st that a 

huge proportion of the Canadian population lives in three or four major metropoltt,in area" 

yet rnp1dly declining medical services standards in the hmterland might unintenuonall) speed 

this result. 

The mam source of concern about the present single payer public medical sen ices system 

recorded in a recent Statistics Canada surve) (reported here in Appendix 5) 1s c,cessl\ l' 

waiting ttmes, the results of which range from annoyance, through debilitation, to lethality in 

the extreme. Should the present wait-time problem persist unaddrcssed, recourse to a pm ate 

second uer of medical services, perhaps outside of the count!"), would seem to be inc, ·tt,lhk 

in spite of the overwhelming support which the public system enjoys in this country. 

Variables and Levers on Population Characteristics 

There arc only four variables which influence the size and age profile of a human population: 

the urning and ma!-,tt11tude of births, deaths, immigrauon, and outmigration. \\11hin a given 

national population, internal migration affects local population characteristics though not 

national totals or profiles. 

Profile of Budget Cuts Across Social Programs (PDI· tile 36"-, IO p.1gcs), from thl' C.tlcdon lmtitutl· of 
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Taking these briefly in turn: 

Fertility : 

The total fert.ility rate in Canada is declining steadily. The rate at which exact replacement 

occurs is 2.1 children per woman on average. The nat.ional figure is now about 1.5 children, 

and for British Columbia it is just below 1.4. I t is widely expected in the demographic 

community that the total fertility rate will fall to 1.2 as it already has done in metropolitan 

Montreal. Pro-natalist policies, which have been tried in various places including the 

province of Quebec, do not work. There are no known strategies for increasing ferti lity 

rates save that in existence in the United States: rampant illegal immigration from high 

ferti lity countries of poorly educated young people. 

Future immigration to Canada is intended to focus on young professionals proficient in both 

English and French. The median age of future immigrants will therefore likely rise above the 

current approximately 26 year figure. Such persons have low fertility aspirat.ions and these 

aspirat.ions, even if initially higher, fall quickly into line with Canadian norms. These norms 

are the product of exceptionally high personally borne costs of childrearing in this country, 

both direct (over $155,000 per child raised to age 18 according to the annual estimate 

published in 2001 by the Government of Manitoba2; much more if supported through post

secondary education), and indirect (career damage to mothers and fathers). 

D eath : 

Social Policy,July 2002, (downloaded at http:/ /www.caledoninst.org/PDF/55382023 I .pdf). 
2 http://ww w.gov.mb.ca/agriculcure/homeec/cba28s02.html 
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The mortality rates for both men and women continue to fall slowly, resulting in increasing 

life expectancy for each. There are some minor regional variations, and clearly mortality rates 

are higher for the less well off but in general, we look forward to still longer lifespans in 

future generations, barring the appearance of a catastrophic new mortality factor such as 

HIV/ AIDS represents in India, the former Soviet Union and of course sub-Saharan Africa. 

It is quite likely that a large proportion of increases in life expectancy in Canada is the result 

of long-past events such as the introduction of polio vaccination, the treatment of drinking 

water and sewage, the almost total elimination of maternal childbirth mortality, and the 

suppression of many infectious diseases such as tuberculosis. 

Outmigrati on: 

The number of Canadian residents who leave the country to take up residence elsewhere is 

modest by historical standards. It would typically be in the range of 50-60,000 a year, though 

temporary work permits available for professionals under NAFTA may be raising the total. 

By way of contrast, at the height of the Vietnam War in 1967, 108,000 Canadians left the 

country, largely for jobs in tbe United States. The characteristics of those leaving may 

however be problematic since they tend to be the best educated and experienced of 

Canadians. Levels of Canadian outmigration are basically set by the operations of the US 

immigration legislation as it applies to Canadians. 

Immig ration: 
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Currently, about 250,000 persons are landed in Canada each year. In addition, between 

10,000 and 20,000 persons may make application for refugee status and they may eventually 

appear in the landed immigrant total should their claims be sustained. In 2001, 9,125 persons 

were removed from Canada, 5,888 of which represented failed refugee claims and 1,804 who 

were removed because of criminal involvement. Persons are not removed to countrie::. on 

the 'moratorium list' (such as Afghanistan and the Congo) except in cases of criminalit) or 

security concerns. 

In addition, there is a small unmeasured illegal population which has been various!~ 

estimated at between 200,000 and 300,000 in total. It is important to note however that the 

vast majority of recent immigrants, refugee applicants, and illegals reside tn just four 

locations: the Greater Toronto, Vancouver, Montreal, and Calgary/Edmonton areas. Indeed, 

about 5511/c, of the incoming landed immigrant stream end up living in the Greater Toronto 

Area, resulting in the net addition of at least 100,000 persons per year to the population or 

the GT1\. 

Clearly a doubling or tripling of immigration to these four areas is unsustainabk: as an 

option, though such would be necessary to arrest eventual absolute Canadian population 

decline which might now be expected to begin in about twenty years when the number of 

deaths recorded exceeds the total of births and net immigration for the first time. 

Populations in some Western European countries now occasionally decline marginally year 

over year but not yet in the sustained manner which will arrive in due course. 
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The Minister of Citizenship and Immi!-,>Tation has recently raised the possibility of destination 

controls on incoming immi!-,,rants, committing persons to reside in specific non metropolitan 

areas for a period of five years as a condition of being landed. Experience with such controls 

is mixed. Countries such as Sweden have attempted such controls but they ha\'e complex 

identity paper prO!-,>Tams with residential registration policing mechanisms. It is doubtful if 

either is politically acceptable in Canada for the moment. On balance, for a host of practical 

reasons, it is unlikely that immigration totals will be raised dramatically in Canada, nor is it 

likely that newcomers will take up residence in places other than the four major reception 

areas. Each has immigrant settlement programs in place and large employment bases which 

can absorb newcomers (whose foreign educational, professional and occupauonal 

credentials, while gaining them entry into Canada, are unreco!-,rnized and the better part of 

useless here). 

In summary, all other things being equal, it is unlikely that communities such as Chilliwack 

will experience a marked increase in immi!-,>Tant settlement but on the other hand, the) will 

see accelerating aging and very slow if any overall population increase. This lea\'cs internal 

migration within Canada as the sole active means of influencing future population totals and 

profiles here. Migrants move here for two principal reasons: for retirement purposes and to 

take up new employment. Since there is a minimal manufacturing base in this commurnt} 

and no prospect that it will ever be large, new service provision employers are the most likdy 

source of any new employment in Chilliwack and such new employers would in turn attract 

worker migrants. Retirement mi!-,>Tants, swelling in number from all parts of the countf), are 

the most ljkely of all sources of new population. It goes without saying that retiree migrants 
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raise the already increasing median age of the local population. In such a community today, 

Qualicum Beach, the median age is already 58 years. 

Retirement migrants need specialized services, among them enhanced and augmented clinical 

diagnostic referral services, and if at all possible, a thriving full-service hospital in the local 

community. Very often, their expectations are formed by current urban service levels. The 

existence of such services would be a powerful attractant. Effective public transit is also a 

very important attractant, along with mild weather, short travel to common services, public 

safety and security, a solid information -dispensing environment including post-secondary 

education programmes for seniors, a stream of solid cultural events, good libraries, ample 

opportunity for public involvement in decision-making, and well-maintained public spaces. 

Volunteer services such as Meals on Wheels and the Canadian Cancer Society driver 

programme arc also very positive local amenities. We must remember that retirees will 

seldom if ever bring their (small and dispersed) extended families with them. They typically 

have no local family-based safety net at all in most cases and must form affinity -group 

alternatives quickly upon arrival in addition to securing medical, dental and optometrist 

services. These alternatives may take the form of cohousing developments or service-core

centred old age retirement home complexes of a sort which does not yet exist in Chilliwack .. 

Each in its own way uses architecture to foster the creation of non-family support safety nets 

for the isolated elderly. In the future, many of the very elderly will be entirely without family 

by virtue of low fertility, migration and dispersal, and strong likelihood that elderly women 

wiU survive male partners by several years. If the housing dimension is not done properly, 

increasingly scarce acute care beds fill up with persons who do not need them but for whom 

no alternatives exist. 
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To greatly simplif} the retiree migrant scenario, it seems to be the case that retiree migrants 

will find Chilliwack attractive, even if its comparative advantages are not ath-ertise<l. If the.:) 

arc advertised, many more might choose to retire in this community. If this retirc.:e influx 

does not materialize, the population of Chilliwack might be expected to grow very slowl) in 

concert with the creation of new service sector employment but at a certain stage, perhaps 

20 years from now, the death rate will come to exceed births and inmigration, initiating a 

slow population decline. Obviously, many unknown factors can intervene to change this 

picture. It is simpl) that which must happen if nothing in the assumptions changes. 

Existing Population Projections 

The total population for the Chilliwack Agglomeration on Census Day 200 I was 69,780 

(+5.3% intercensal) and for the City of Chilliwack, 62,927 (+4.6°/4,). The difference between 

the two measures is made up of rural farm areas (about 4,400) with the balance being 

reserves where Census compliance may have been problematic. 

Briefly, l found two sets of locally done projections\ the first published on the City website.: 

which does not contain any detail about the model used and which glosses m·cr thc 

distinction Statistics Canada makes between the City and the Agglomeration. The publtshcd 

material refers to "the City of Chilliwack" so l would tend to take that at face value. lf so, the 

figures published are materially incorrect. They refer to a 2001 population of 67,999 for 

instance. These projections contain growth rates for 2002 and beyond of almost 3"'o per 

am111111 when, manifestly, the observed rate is below 1 % and declining. 
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The second collection of projections comes from the provincial government. One, dated 

July 2001, suggests a 2026 District 33 population of 113,827. A second and mon: recent set 

published in May 2002 is available for the entire BC population projected to 2031. 1\m ong 

the assumptions listed for this series in a technical document4 are: a total fertility rate stable 

at the current rate (1.367) (which in my judgment is most likely to be too high), life 

expectancy to improve hardly at all over the forecast period to 2031 (which in m) judgment 

is too pessimistic), and with net interprovincial and international migration at -1-60,000 

throughout most of the projection period even though it is currently below 40,000 and ha~ 

not been at or above 60,000 since a brief period of 5 years in the early 1990s. The combined 

effects of these liberal assumptions (fertility too high, life expectancy too low, net migration 

too high based on recent past experience) would tend to overstate the size of the resultant 

projected population cumulatively. 

' hir these and succeeding discussions of projecaons, source materials can be found in tht· \ppcnd1xes. 
4 

Populauon Forecast 02/ 05 Technical Appendix, Forecast assumpaons, from on the BC Sta1s web~ne can he 
found in Appendix I which follows. 
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Summary Table 1 Populations Past Present and Future for Chilliwack 

Counts Percentage Increase 
1991 1996 2001 1991-1996 1 996-200 I 

Chilliwack Census Agglomeration 54962 66254 69780 20.5 5.3 
ChilUwack Municipality 60186 62927 4.6 
British Columbia 3282061 3724500 3907738 13.5 4.9 

Chilliwack Agglomeration 
as percentage of BC total 1.67% 1.78°1<1 1.79% 

Population Projection #1 (low growth) from Statistics Canada 
Updated 23 April, 2002 

Year Canada British BC Chilliwack Agglomeration 
Columbia as% as 1.78% as 1.79% 

of Canada of British Columbia 
(Population in thousands) (Population in thousands) 

2002 31222.9 4164.5 13.3 74039 74365 
2003 31442.9 4215.6 13.4 74948 75277 
2004 31646.7 4266.6 13.5 75847 76181 
2005 31834.7 4315.2 13.6 76719 77056 
2006 32006.9 4362.5 13.6 77560 77901 
2007 32172.8 4409.5 13.7 78395 78740 
2008 32332.7 4455.6 13.8 79215 79563 
2009 32486.7 4500.7 13.9 80017 80368 
2010 32635.2 4545.5 13.9 80813 81168 
2011 32778.2 4589.7 14.0 81599 81958 
2012 32915.8 4633.9 14.1 82385 82747 
2013 33048.1 4677.6 14.2 83162 83527 
2014 33175.0 4720.9 14.2 83931 84301 
2015 33296.4 4763.6 14.3 84691 85063 
2016 33412.3 4805.5 14.4 85436 85811 
2017 33522.3 4846.9 14.5 86172 86551 
2018 33626.2 4887.9 14.5 86901 87283 
2019 33723.8 4928.1 14.6 87615 88000 
2020 33814.6 4967.3 14.7 88312 88700 
2021 33898.0 5005.2 14.8 88986 89377 
2022 33973.7 5042.0 14.8 89640 90034 
2023 34041.2 5077.4 14.9 90270 90667 
2024 34100.0 5111.5 15.0 90876 91275 
2025 34149.7 5144.1 15.1 91455 91858 
2026 34190.4 5175.3 15.1 92010 92415 
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Stausucs Canada docs not publish esumates for sub-provincial units nnd it has histonc.111" 

refused to publish a single projection, usually doing four at a time and puhliciz111g just 1hrl'e. 

If forced, I would choose the low one (projection # 1) but even here, the assumptions nm, 

look weak. #1 tends to assume a total fertility rate of 1.1 children per woman on a\'cr,1ge, 

modl'rnte immigration, and a continuation of present morbidity / monalit, rates. 

Nevertheless, the summary judgment is quite clear: 

Canada's populatmn will conunuc growing in the next <.1uarter century, hut it 
will age considerably and the proportion of young people will shrink 
significantly, according to new population projections .. \n enormous incn.:asc 
1n the number of seniors, attributable to the aging of the bah, boomcrs 
comb111cd with conunuing low fertility levels and increasing longc\'ll\, will 
age the population rapidly .... The number of people aged 65 and on :r is 
expected to double from nearly 4 million in 2000 to almost 8 m1ll1on b) 2026. 
By 2051, the population of seniors could reach between 9 million and I 0 
million ... they will represent ,·1rtually one quarter of the populauon ... The 
most rapidly grow111g age group will be 80 and older. By mid ccntuf), this 
group will likely have increased nearly four fold !from 20261 to 1.1 million. s 

Table I above conta111s projection #1 estimates to 2026 for British Columbia, the current 

revision updated in April 2002, together with my calculations for a hypothetical Chilll\\a ck 

Agglomeration populauon from the present to 2026. These pm1ections arc alrl'ady pro\'111g 

to be much too high, based on the released 2001 Census figures. The big post Ccnsal 

ttuinquennial revision of the Statscan populauon projections will not soon be a\'a1labl<.:. But 1t 

seems inevitable to me that there will have to be substantial downward rt:\lsions. In fact, 1 he 

current total fertility rate is under 1.4 children per woman on average 111 Bnush Columbia 

already and I fully expect it to drop over umc to 1.2. l ~vcn with the 1 .. 1 (Ji' figure, BC's total 

population in 2026 according to projccuon #1 1s suggested at only 5,175,100. \\Ith fcr11li1y 

figures adjusted downward as I fully expect, it is unlikely to be over 5 million (while thl' 

population for the country as a whole could well be into slow dcclirn: by that dat<.:), alw,I) s 
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given that immigration stays in its current range, and that there is no mass internal migration 

westward, a possibility which cannot be completely dismissed though it is not currently in 

evidence. 

l did some rough calculations, shown in Table 1, based on the Chilliwack agglomeration as a 

proportion of the BC total (it is fairly consistently about 1.8'½> of the provincial popu lation). 

On the now too-generous projection #1, Chilliwack (Agglomeration) ends up in 2026 with a 

population of about 92,000 (and the City proper perhaps 6-8000 less at 85,000). I feel 

confident that adjusting the total fertility rate to a more reasonable lower figure would 

reduce that Agglomeration projection under 90,000 if the aboriginal total fertility rate 

continues to decline rapidly and there is no reason why it would not. 

It is certainly not outside the realm of possibility that if there is no new source of in

migration to Chilliwack, however described, over the period, the 2026 population could 

actually be lower than the present 2002 total if substantial outmigration of young people in 

search of jobs elsewhere occurs, something which has already happened in former 

agricultural service communities in the East. Centres which grew up as retail agricultural 

service communities in the 19th Century have no compelling right to persistence. They play 

no inherently necessary role in the contemporary distribution chain for goods and services. 

Those which changed their focus to become retirement communities (Barrie, ( )ntario ) and 

specialty service centres (Stratford Shakespeare Festival, Niagara-on-the-Lake Shaw Festival) 

have thrived. 

' " Population Projections," The Statistics Canada Daily , Tuesday March 13, 2001. 
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----

Jo the new Quly 16th, 2002) data release, Chilliwack's (Agglomeration) population grew 5.3'1/t, 

in the intercensal 1996-2001 period (this in contrast to 20.5<1<1 in the previous intercensal 

period). The median age of residents rose from 35.3 to 38 years. This is what rapid aging 

looks like. It is the most likely outcome that the future population total and age profile of 

Chilliwack is to be determined by the balance of outmigration of young people in search of 

employment elsewhere combined with the inflow of retirees. 

By way of contrast with present-day Chilliwack, the 2001 median age of residents of 

Qualicum Beach (which is a true retirement destination community) was 58 years. Qualicum 

Beach lacks a full service hospital but it does have exemplary referral clinic facilities. lt seems 

to me that Chilliwack's competitive advantages as a retirement destination lie in retaining a 

full service hospital, in being 1 /2 hour's drive from scheduled air service from 1\bbotsford 

airport (with free parking, at least for the time being), and in being 1 hour's drive from major 

retail centres in Langley and Burnaby and thus to easily accessible urban amenities which arc 

unavailable to Qualicum Beach residents. Chilliwack's position is analogous to the former 

Ontario agricultural service communities of Guelph, Orangeville, Coburg, Barrie, or even 

Kingston vis-a-vis Greater Toronto. In those cases, however, good public rail transportation 

to Toronto is available, something which is conspicuously lacking in the Chilliwack mix. 

Retirees lose the capacity to drive personal vehicles; an existing public rail transit alternative 

is therefore a major competitive advantage. 

I would want to suggest that Chilliwack could exploit its advantages (extremely low propert) 

taxes by Canadian standards, easy year-round road access, mild weather, etc.) by becoming 

both an explicit retirement destination (for instance the Miramichi Valley in New l3runswick 
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runs TV ads to this point, emphasizing the weather and the low cost of living), and a medical 

travel destination, perhaps of the boutique medicine sort. Anything which enhances and 

augments locally amenities such as quick response medical services enhances the value oC a 

community as a retirement destination. 

The low costs of maintaining a storefront service operation in Chilliwack and the availabilit~ 

of downtown previous retail space suggest to me that a destination medical services option is 

available. Prospective patients could travel here for quick access to off-schedule medical 

services. Some of these would be immediate PET /M RI scans, cosmetic surgery, laser eye 

surgery, prosthetics, dental surgery, etc. These services could be offered at a lower finished 

cost than in Vancouver. It would also be possible to establish a front-end cLinic for 

diagnostic/ surgical referral services for hospitals in the State of Washington for those who 

refuse the long rationing wait in line in present public system6. Actually offering second-tier 

general surgery would seem to offend the intent of the Canada I l ealth Act but putting 

impatient Canadians in touch with Washington medical services would not seem to, at least 

to me. Telemedicine provided locally by physicians in other countries might also fall into this 

gray area. Or we could think of Rochester, Minnesota and the Mayo Clink ' as a service 

prov1s1on objective. It has a large fly-in dientele from around the world. There are no 

current Canadian limitations that I'm aware of on providing medical services to visitors on a 

fee-for-service basis. 

<, The main liability of the present Canadian medical services delivery system is the length of waiting lisrs, not 
the lluaLicy of services provided, according co a 2001 Statistics Canada survey. J\ shore summary of the results 
of this survey appears in Appendix 5. 
7 http://www.mayocLinic.org/rochester/ 
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Contemporary local examples of private dispensers of medical services are: Cambic Surgery 

Centre, a private general surgery hospital in Vancouver which sells surgical services to the 

\'(ICB, PETscan8 Centre, a clinical scan operation in Vancouver owned by International Pl ff 

Diagnostics Inc. selling no-wait scan services to the general public, and many many pri,·atc 

laser eye surgery clinics and dental surgeries. 

Other examples of private services provision from other parts of Canada arc to be found in 

1\ppendix 4. They include the Shouldice l Iernia hospital near Toronto'!, and the general 

management services provided by Atlantic Blue Cross. A private general surgery hospital 

with 32 beds is currently awaiting licensing in Alberta. 

I think it would also be possible to offer clinical custodial care for Alzheimer's/ dementia 

patients in custom-built residential care communities in Chilliwack which would cater to 

Vancouverites and residents of smaller Interior communities. 

With now three decades of below replacement fertility in Canadian society, individuals must 

rely to a much greater extent than in the past on community services in dealing with illness 

and disability. Large extended families, or indeed having any close kin in a position to assist 

the afflicted, are quickly becoming a thing of the past. We look forward confidently to a time 

soon to arrive when the population has aged dramatically and in which many seniors li,e 

alone without any family-based support at all, relying only on age peers who might form 

support groups out a sense of shared vulnerability. If questions arise as to whether or not 

adequate medical services arc available promptly, or alarm rises, then such a community is 

H PET= positron emission tomography, one of several standards for imagmg the 111tenor of liv111g humans. 
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diminished. This perceptual matter may be completely disconnected from the delivered 

reality since it is often based on word of mouth reports, press treatments and not at all on a 

bad experience. 

It is therefore obvious on the basis of the demographic projections that the nature of the 

clientele for the medical services sector will not be at all the same as in decades past. For 

starters, skilled professional services of all sorts will be in short supply as upwards of a 

quarter of the entire Canadian population will have withdrawn from the labour force by 

virtue of age. And in retirement destination locations (which l presume the Fraser Valley wi ll 

be since Abbotsford had one the highest mean age of any census area even by the time of 

the 1996 Census) the post-retirement population will be a much larger component than the 

national average. The elderly and very elderly population component will be a high volume 

consumer of medical services of many types, and with declining mobility abilities, it will 

particularly wish to consume those services locally. This makes sense in terms of qualit) of 

life aspirations, and thus in political demands made manifest. 

Note as well that it is not necessary to actually need the services and be denied them LO 

become alarmed. The mere suggestion of contingent difficulties in the futu re arc sufficient to 

sound the alarms. An important part of the total picture is the experienced integrity and 

security of the individual. The assurance that medical care when needed will be provided in a 

timely, convenient and congenial manner is thus a baseline political matter. In my view, 

many will wish to pay more today for such assurance tomo rrow. 

'' http: // www.shouldicc.com / 
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In the Fraser Valley, we must recogmze that a de facto second tier of medical services 

already exists in western Washington. In time, and with unsatisfactory performance of local 

services here, they may well develop into a sort of medical Maquilladora (or border trading 

zone), catering to the medical service needs of Canadians who can't or won't wait in line, or 

for whom the need is pressing and immediate. Much in the same way Southern Californians 

cross the Mexican border at San I sidro for a half hour purchasing visit to the roadside 

pharmaceutical stands of Tijuana, Fraser Valley residents may come to sec medical services 

available for cash in the State of Washington as an effective remedy for what ails them. 

Canadians have always used foreign medical services to a certain extent. The Mayo Clinic in 

Minnesota for instance has attracted high profile patients from around the world; discrete 

Swiss psychiatric clinics have Likewise cultivated an international clientele. More recently, 

organ transplants in the Orient have proven a solution to the problems of some Canadians. 

Part Two: Public/Private Partnerships in the Health Field 

By almost any standard the quantity of medical services provided must increase to 

accommodate an aging population, all the more so if given communities are retirement 

destinations. Rather than seeing this as a problem, if an effort is made to augment service 

levels, retirement communities can thrive. The question is how to provide more and better 

services in the face of politically mandated cutbacks and the restrictions which the Canada 

l lealth 1\ct places in the way of a second tier of for-profit medicine. These cutbacks ba\'e 

downloaded many billions of dollars in costs onto the shoulders of individuals without 

regard to their ability to pay. Particularly in the case of previously free-of-charge 
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pharmaceuticals, the benefits of drug therapy may be lost because of interruption 111 the drug 

regime, or deliberate underdosing practiced in the absence of funds to pay for the foll drug 

treatment regimen. Acute care requirements then rise above what might have been otherwise 

required, or in some cases premature mortality results. 

The notion of employing private capital to fund the capital costs of public sen ice facilities 

and manage them after their construction in Canada is not at all new. There arc man\ 

hospitals across Canada in which the facilities, equipment, the amenities, and even the 

building were provided by private citizens, municipal governments, or corporations either 

for a quid pm q110 or as a donation. Some such institutions are administered by non 

governmental organizations as providers of services to a single-payer gO\ernment medical 

services system, such as hospitals established and run by religious organizations such as the 

Roman Catholic Church, the Salvation Army, and the 7th day Adventists. Some of these 

arrangements predate government medical services systems. 

In addition, privately-owned clinical services companies routinely provide testing and 

assessment of lab tests, off -schedule medical services such as laser surgery, dental surgery, 

podiatry, physiotherapy, eating disorder therapies, autism treatments an<l 111 a few cases, 

privately owned and run surgical hospitals offer services of a specialized nature such as the 

Shouldice I lernia r lospital in Toronto which attracts fly in patients from all over North 

America and has spun off a custodial care hospital/residence for seniors on the same 

property. 
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There is also another category, exemplified by the University I lospital at the l.Jni,·erslt) of 

Western Ontario (these days the London I lealth Sciences Centrel<, which, though public!) 

funded in the construction phase in 1974, and which operates as a normal Ontario teaching 

hospital facility under OJ UP, nonetheless offers fee-for-services minor surger) to fly 1n 

patients from the United States whose procedures are covered by American health insurers. 

Since the list of off -schedule medical services is expanding because of cutbacks in provincial 

expenditures in the medical field, it would seem likely that a substantial second tier of fee 

for -service medicine will continue to develop, notwithstanding the provisions of Canada 

I lealth Act nor the expressed preference of a large majority of Canadians for a 

comprehensive single tier public system. 

I start with the assumption that a Canadian patient in immediate need of medical sen-ices 

and faced with a public service-rationing system which delays delivery of the necessary 

services for many months will seek out alternatives, even at the cost of high personal 

expenditures if such can be borne. Alternatives have always been available to Canadians just 

over the border in the United States and they have been taken up by the affluent. Increases 

in use of extra-territorial medicine will have the unfortunate result of continuing the failure 

to deliver immediate services to the least well off who cannot afford foreign medical care, 

the very situation which lead to the establishment of public medical insurance in 

Saskatchewan and then all over Canada in the first place. 

111 http: // www.lhsc.on.ca/ about/ 
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Capital costs of building medical facilities have to be met by bank borrowing and/ or pension 

plan loans no matter the nature of the entity that is doing the building. The question is which 

does the borrowing, a government or a private entity which then leases the completed facility 

back to a government and/ or administers the facility for a fee from that go\'ernrnent. 

Variations include sale-and-lease-back and lease-to-own. There is little disagreement that tn 

almost no case can a private entity borrow the necessary funds at more attractive rates and 

conditions than can governments. There is also little disagreement that the costs of preparing 

bids must be included in the finished costs to the customers. One major objective of P.'1 

seems to be getting that debt off the balance sheets of governments, a device which might he 

construed as Enronesque in its execution. Another objective is to vacate existing collective 

agreements with labour unions by means of selecting a new arms-length service provider 

entity which does not acknowledge successor rights of employees. In no case is the taxpayer 

off the hook though; indeed the finished costs over a period of many years may well actually 

be higher. The real crux of the matter is which entity is charged with administration and 

under what rules, a government entity or a non-governmental one, and how the chosen 

vehicle can be made accountable to taxpayers and its clients. This is a non trivial political 

lSSUe. 

Opinions pro and con can be found in Appendix 4, notably some descriptive material and a 

reading list from the Canadian Council for Public Private Partnerships, a United Nations 

seminar report of P3 for l lealth, the critical submission of CUPE to the Romanow 

Commission which features extended discussion of the British situation, and a final paper 

discussing the consequences of the privatisation of patient recordkeeping, together with two 

short items concerning the current British situation in which stresses and strains arc 
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emerging., notably having to do with the manner in which bidding costs can be written off. 

Great Britain has always had a two tier system with the National I lealth for all, and 

expensive l larley Street medicine for the few. Public private partnerships for the 

construction and operation of medical facilities have been used heavily by the present British 

government, and not without problems. One final item is included on the expensi, e 

alternative, the 'boutique medicine' model as it now works in California. 

The major risk for government (and thus for citizen clients) lies in the long term financial 

solvency of the building and/or administering entity. There are examples of such firms going 

under. For instance, but not in the healthcare field, Ogden Entertainment and successor 

companies built and ran sporting venues all across North America during the 1990s. It is 

now insolvent. As a result of its long-term agreement to construct and manage the Cord 

Centre in Ottawa, the Ottawa Senators hockey club is now caught in a situation in which it 

cannot be financially restructured because the partner management firm cannot meet its 

agreed financial obligations (the very provisions which made the deal attracti\'e in the first 

place) since its affairs are in bankruptcy court in the United States and will be for some 

considerable time. 

It is not clear that moving heavily in the direction P3s can address the major concern of 

Canadians: long injurious delays in the provision of required medical services. Seemingly, 

only an increase in the proportion of the GDP expended on medical services could address 

this perceived deficit in the quantity and pace of services delivered. An expandcd prirnte 

medical sector virtually assures that this increase in proportion will happen, not out of intent 

by Canadians but as a matter of necessity born out of frustration and exasperation at the 
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slowness with which the public system now delivers the services. As the population ages, and 

as more Canadians find themselves stricken with a chronic health condition such as adult 

onset diabetes for instance, the demands made on the system can only increase. 

Chilliwack as a Retirement Destination and a Second-Tier Medical Services Hub 

l ,et me conclude by restating some of the main points here and drawing out some 

conclusions. Canadian society, and most component communities an<l locations wllhin it, is 

aging rapidly. Only doubling and tripling of immigration can forestall an eventual absolute..: 

decline in population numbers beginning in about twenty years. It is not politically likely that 

enormous increases in immigration could be sustained, given the current \ ' Cf} sensible 

inclinations of new immigrants to head to Toronto, Montreal, Calgary or Vancouver. 

As the population ages, retirees in their tens of thousands will search out new resi<lential 

arrangements and attractive locations in which to live. Many, perhaps most, will lack rich 

extended families, the result of decades of low fertility and geographical dispersal. This will 

ensure that finding a community in which the functions which extended families used to 

perform for the elderly can be otherwise procured will be high on the list of rettu1rements. 

Innovations in living spaces and care provision arrangements will be required: cohousing, the 

service core-centred seniors development, community-based diagnosis and referral medicine, 

food delivery assistance, and travelling dental and optometry clinics might be some clements 

involved. 
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The costs associated with creating and running new clinical and other augmented commu111t, 

services could well be undertaken with the public private partnership model, something 

which is not new to the Canadian context. The privatisation of existing facilities could also 

be carried out. But neither is a cost-reduction panacea and in many cases, they both may 

prove more costly to taxpayers and users over the long run. The risks assumed by the private 

entity are not inconsiderable and the taxpayer in a sense underwrites that risk since failed 

operations cannot be allowed to simply cease operations, much as the \X'orldcom 

Corporation, though insolvent, cannot be allowed to cease its Internet backbone operation. 

Privatisation carries the additional risk of vacating existing collective agreements, something 

which cannot be done without adverse political reaction. And, also with reference to the 

emerging demo6>1'aphics, it is inconceivable that simply closing care facilities of any sort will 

make the underlying demand go away somehow; quite the contrary, demand is bound to 

increase with time as the community population ages and the very ver, old population 

component in most need of care increases in size as well, possibly at an even faster rate than 

for seniors as a whole if life expectancy continues to increase. And it would be wise to keep 

in mind that retired Baby Boomers will be well-educated, well financed for the most part, 

articulate, well-schooled in organizing political dissent should their wishes be disregarded 

and - if I may be permitted a personal speculation - deeply disrespectful of and not the 

least deferential to institutions such as governments and political bodies which get in their 

way.11. 

11 \s a case 1n point, the recent attempt by the govern me Ill of Ontario to raise seniors' homc:s rc:m.11 ratc:s h, 
1 'i"'o was mc:t with a blistering wa,·e of cider ntupc:ratmn which forced the: gO\ ernmenc into a lust\ rc:treat: 

Tories alter nursing home fee-hike plan: Some seniors bitter about government's bid to get out of an 
embarrassing spot 
By RICI L\RO l\IACKIE AND MURRAY CAMPBELL, Toronto Globe and !\fail 
Thursday, August I, 2002 - Prmt l ~dit1on, Pai.,rc A9 TORONTO, 11 \Lil· -\X Onrano's Prnwcss1\'c: 
Conservauve government yielded to pohucal pressure yesterday .tnd announced an embarrassing rc:vc:rsal o( ns 
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