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Introduction
This Policy Brief presents some of the key indicators contained in the OECD
publication Health at a Glance, with a focus on how Canada compares with
other OECD countries. It is a contribution to the OECD Conference Measur-
ing Up:  Improving Health Systems Performance in OECD countries in Ottawa on
5-7 November 2001. 

In many respects, Canada fares well among OECD countries in terms of indi-
cators of health status and resources allocated to its health care system. Cana-
dians enjoy relatively high life expectancy at birth and at older ages compared
with most other OECD countries. Canada’s public health programmes have
contributed to a steady reduction in tobacco and alcohol consumption, so that
Canada is now one of the OECD countries with the lowest proportion of daily
smokers. Furthermore, Canada’s predominantly publicly financed health care
system provides universal access to physician and hospital services to all
Canadians. And the overall expenditure on health care in Canada, although
relatively high in comparison with other OECD countries, is at the level that
might be expected given the country’s standard of living.

On the other hand, over the last decade there have been signs of growing pub-
lic dissatisfaction with the health care system in Canada. For instance, in 1988
a public opinion poll indicated that 56% of Canadians thought that only
minor changes were needed to their health care system while 5% were calling
for a complete rebuilding of the system. By 1998, the percentage of respon-
dents calling for a complete rebuilding of the system had gone up to 23%,
exceeding those who thought that only minor changes were needed (20%).
Canada is not unique in having seen a decline in public satisfaction with
health care during that period.

Like many other OECD countries, Canada has gone through significant
changes in the financing and delivery of health care services over the last
decade. Following the recession of the early 1990s, federal and provincial gov-
ernments in Canada focussed their efforts on reducing public deficits by cut-
ting spending, of which health was the largest single item (at least for
provincial governments). These cost-control measures led to a temporary halt
in the growth of real health expenditures per capita in Canada between 1992
and 1997. Combined with the growth of GDP, the restraint measures over this
Organisation for Economic Co-operation and Development
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five-year period led to the largest
decline in health expenditure as a
share of GDP across all OECD coun-
tries, with the exception of Finland.
Since 1998, federal and provincial
governments have substantially
increased their financial contribu-
tions to Canada’s health care system,
and total health expenditure per cap-
ita has started to rise again.

Physicians and nurses are the pri-
mary resource for delivering health
care in any health system. The num-
ber of practising physicians and
nurses per capita is generally low in
Canada by OECD standards, and
this gap has widened during the
cost-containment period of the mid-
1990s. Between 1992 and 1997, the
number of practising physicians per
ca p i t a  i n  C a na d a  re m a in e d
unchanged, while the number of
nurses per capita actually declined.
In most other OECD countries,
these numbers continued to go up,
albeit at a slower rate than in previ-
ous years. Fewer numbers of physi-
cians per capita can result in longer
waiting times for both outpatient
and inpatient services, although the
method of remuneration of physi-
cians also matters. Several provin-
cial governments in Canada have
taken s teps  in  recent years  to
increase the number of practising
physicians and nurses and to alter
their geographical distribution, in
response to a perceived medical
workforce shortage in some regions.
The careful management and plan-
ning of the medical workforce to
respond to current and future health
care needs is an important issue in
all OECD countries. ■

Health status

Canada ranks well among OECD
countries in terms of health status

and mortality indicators. The life
expectancy of Canadians is one of
the highest among OECD coun-
tries. It reached a level of 81.4 years
for women and 75.8 years for men
in 1997 (it increased again in 1998
to 81.5 years for women and 76.1
years for men). For the population
as a whole, only Japan, Sweden,
Switzerland, and Iceland register a
higher life expectancy than Canada.

As in other countries, there have
been  remarkable  ga ins  in  l i f e
expectancy  for  bo th  men and
women in Canada over the last four
decades. These gains in longevity
have been made possible by rising
standards of living, public health
interventions and progress in medi-
cal care. Across all OECD coun-
tries, life expectancy at birth has
increased on average by 7 ½ years
for men and almost 9 years for
women between 1960 and 1998. In
Canada, the gains have been respec-
tively 7.7 years for men and 7.2
years for women. As a result, while
the gender gap in longevity widened
across most OECD countries over
the last four decades, it narrowed in
Canada, given the relatively larger
gains for men. The narrowing of the
gender gap in life expectancy in
Canada can be attributed at least
partly to the progressive move to
more healthy lifestyles among Cana-
dian men, as illustrated for instance
by the sharp reduction in their
smoking rates over the last few
decades (see below).

The life expectancy of people at age
65 has also been steadily improving
over the last few decades in most
OECD countries, including Can-
ada. Canadian women and men at
age 65 can now expect to live an
additional 20 and 16 years respec-
t ively,  one year more  than the
OECD average.

Another important indicator that
people are becoming healthier and
living longer in OECD countries is
the marked reduction in premature
mortality. Since 1960, premature
mortality, as measured by potential
years of life lost due to deaths prior
to age 70, has more than halved in
Canada and in most other OECD
countries. These improvements were
driven partly by the steady decline in
infant mortality rates across all
OECD countries. By the end of the
1990s, Japan, Sweden and Iceland
registered the lowest levels of prema-
ture mortality for both females and
males, and the lowest levels of infant
mortality. Premature mortality
(including infant mortality) in Can-
ada continues to be much lower than
in the United States and several other
OECD countries.

Most OECD countries conduct reg-
ular health interview surveys which
allow respondents to report on their
health status generally and on spe-
cific chronic problems or activity
limitations. In over half of OECD
countries, 75% or more of the adult
population report their health to be
“good” or better. The United States
and Canada have the highest per-
centage of people assessing their
health to be “good” or better, with
over 90% of the adult population in
these two countries reporting being
in  “good/very good/excel lent”
health. Caution is required however
in making cross-country compari-
sons of self-reported general health,
for at least two reasons. First, there
are variations in the question and
answer categories used to measure
self-rated general health across sur-
veys/countries. Second, people’s
overall assessment of their own
health is subjective and can be
affected by a number of factors,
such as cultural background, socio-
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economic milieu, education and
access to health care services.

Health expenditure

Although a number of measures
were taken in the mid-1990s to curb

the growth of health care spending
in Canada, the Canadian health sys-
tem remains relatively expensive by

international standards. Chart 1
shows how health expenditure per
cap i ta  (conver ted to  US$ and
adjusted for purchasing power par-

ity) vary across OECD countries. In
1998 (the latest year for which com-
parable figures are available), the

United States was still, by far, the
largest spender on health care on a
per capita basis, with spending of
$4,165. Switzerland was the second
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highest spender per capita on health
care, followed by Germany and
Canada,  each  wi th  more  than
$2,300 expenditure per capita.

Real health expenditure per capita
grew steadily between 1970 and
1998, on average, for the 19 OECD
countries for which complete time

series are available. In Canada, real
health expenditure per capita also
increased rather steadily between
1970 and 1992, albeit at a slightly
lower rate than the 19 country aver-
age. From 1992 to 1997, the growth
of real health expenditure per cap-
ita in Canada completely halted,

before it started to increase again in
1998.

Chart 2 shows how expenditure on
health as a percentage of GDP varies
across OECD countries. In 1998,
the United States had the highest
share, with close to 13% of GDP
spent on health care. Switzerland
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and Germany were second and third
with over 10% of GDP allocated to
health care, with France and Canada
following with a share of 9.4% and
9.3% of GDP respectively. The aver-
age (unweighted) was 8.2% across
OECD countries.

Health care spending as a propor-
tion of GDP stabilised in many
OECD countries during the 1990s
(Chart 3). In Canada, it actually
came down from a peak of 10.1% of
GDP in 1992 to 9.0% in 1997,
before moving back up to 9.3% in
1998 and in 1999. The decline of
1.1% in the share of GDP allocated
to health care spending in Canada
from 1992 to 1997 was the largest
reduction among all OECD coun-
tries, with the exception of Finland.
This sharp reduction was due partly
to the tightening in the rate of
growth in health expenditures dur-
ing that period, and partly to the

strong economic growth in Canada
following the recession of the early
1990s.

Although the share of GDP allo-
cated to health care has stabilised in
Canada over the last few years, it
remains to be seen whether such
stabilisation will be maintained in
the face of growing demands for
health care and the slowdown in
economic growth.

The source of funding for health
care and, in particular, the optimal
public/private mix, remains a matter
for policy debate in most OECD
countries. Public funding of health
care represented 70% of total health
expenditures in Canada in 1998,
much higher than the share of 45%
in the United States, but below the
OECD-wide average of 75%. Look-
ing at trends over time, the share of
public health spending in Canada
increased markedly during the

1970s, stabilised during the 1980s,
and declined during the 1990s. As a
result, there was virtually no change
in the share of public health care
spending in Canada in 1998 when
compared with 1970. This share has
however started to rise again in
1999 and 2000 ,  a s  a  resu l t  o f
increased federal and provincial
spending in health care in recent
years.

Expenditure on drugs (including
both prescribed and “over-the-
counter” drugs) has been one of the
fastes t  growing health-rela ted
expenditures in Canada and in sev-
eral other OECD countries over the
last two decades. In real terms, aver-
age real expenditure per capita for
drugs rose by a factor of 1.9 from
1980 to 1997 across the 14 OECD
countries for which these time
series are available. In Canada, it
rose by a factor of 2.7. Over the last
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two decades, only Portugal regis-
tered a higher growth rate than Can-
ad a  i n  re a l  e xp e n d i tu re  on
pharmaceuticals. As a result, drug
costs now account for 15% of total
health spending in Canada, up from
8.5% in 1980, and now represent a
larger share of total health care
spending in Canada than expendi-
tures for physician services (CIHI,
2001).

By 1998, the average expenditure on
d rugs  p e r  c a p i t a  a c ro s s  th e
25 OECD countries for which data
are available was US$256, adjusted
fo r  p u rc h as i ng  p o w er  p ar i t y
(Chart 4). Canada’s expenditure, at
US$353 (also adjusted for PPP), was
40% higher than this average. It was
the third highest after France and
the United States. On the other
hand, Nordic countries (Norway,
Denmark, Sweden and Finland) and

Switzerland recorded expenditure
on drugs  below average .  Total
spending on drugs is affected by the
volume of drugs consumption and
their price. In high-spending coun-
tries like France, recent efforts to
slow the growth of rising drug
expenditures have included putting
more emphasis on assessing the
medical benefit of pharmaceuticals
and encouraging the development
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of the generic drugs market (Imai,
Jacobzone and Lenain, 2000). ■

Health care resources

Despite the relatively high level of
health care expenditure in Canada,

there are fewer physicians and
nurses per capita than in most other
OECD countries. In fact, Canada

recorded the lowest growth rate in
the physician-to-population ratio
among all countries over the period
1960-1999 (Table 1). Particularly

noteworthy is the fact that there was
no growth in the number of physi-
cians per capita in Canada during

the 1990s, while the ratio of nurses
per capita actually declined over the
last decade. This is in sharp contrast
with the trend observed in several
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Table 1: Practising physicians per 1000 population, 1960-1999*

Source: Health at a Glance, OECD 2001, Table 2.1
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other countries where the number
of doctors and nurses per capita has
continued to increase in the 1990s,
albeit at a lower rate than in previ-
ous decades.

In 1999, there were only 2.1 practis-
ing physicians per 1 000 population
in Canada. This was significantly
below the OECD average of 3.0
physicians per 1 000 population. It
should be noted however that this
OECD average includes data for
some countries referring to both
practising and non-practising physi-
cians. While there are fewer practis-
ing physicians per capita in Canada
than in most other OECD countries,
physicians tend to receive higher
incomes (relative to the national
average income) than their counter-
parts in other countries, with the
exception of the United States and
Germany.

In Canada as in other OECD coun-
tries, nurses represent the largest
category of health care providers.
The number of nurses per capita
varies significantly across coun-
tries, although caution is required in
comparing data across countries
because of definitional problems.
Health at a Glance shows that the
number of  practis ing cert i f ied
nurses per capita has increased in
the 1990s in almost all countries,
but not in Canada where it declined
after 1992 (Chart 5).

The number of hospital and nurs-
ing home beds per population has
been declining steadily in most
OECD countries over the past two
decades. In the case of hospital
beds, this reflects the development
of new medical technologies and
growing pressures for cost contain-
ment, which have led to shorter

hospital stays and an increasing pro-
portion of day-surgery patients. The
average number of inpatient care
beds across OECD countries has
dropped from 8.9 per 1 000 popula-
tion in 1980 to 6.9 in 1998. In Can-
ada, there were 4.1 inpatient beds
per 1 000 population in 1998, down
from 6.8 in 1980. ■

Health care utilisation

Health care utilisation includes the
use of ambulatory services and inpa-
tient hospital admissions and length
of stay.

There are considerable differences
across countries in the average
number of consultations with doc-
tors per year. In 1997, the average
for the 18 countries for which data
are available was almost 7 consulta-

Source: Health at a Glance, OECD 2001, Chart 2.4
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tions per person; in Canada, it was
slightly lower, at 6.4 consultations
per person.

The hospital inpatient admission
rate in Canada stood at 101 per 1
000 population in 1998, signifi-
cantly lower than the OECD average
of  169.  Inpatient  admission is
defined as the number of patients
who were admitted and stayed at
least one night in institutions. This
means that day cases such as same-
day surgery are excluded. Along
with the United States, Canada was

the only country to experience a
reduction in inpatient admission
rates between 1970 and 1998. Cana-
dian inpatient admissions declined
from about one admission for every
6th person in 1970 to one admis-
sion for every 10th person in 1998.
This was probably counterbalanced
by  a n  in cre a se  in  d ay  ca s e s ,
although long time series are not
available for these cases.

The average length of stay for acute
care in hospitals has been falling
steadily over time in most OECD

countries. In 1980, the average
length of stay per patient was 11
days; by the end of the 1990s, this
came down to an average of 8 days.
Canada followed the same pattern,
with the average length of stay
going down from 10 days in 1980 to
7 days in 1998.  

Focussing on specific conditions
which lead to hospital admissions,
Chart 6 presents trends in the aver-
age length of stay for women hav-
ing babies .  There  are  s tr ik ing
variations in the average length of
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stay across OECD countries, with
the United States and Canada being
at the low end in terms of the dura-
tion of hospitalisation for a normal
delivery. In all countries, there have
been sharp reductions in the length
of stay for normal delivery over the
last 20 years.

The average length of stay in hospi-
tal is often treated as an indicator of
efficiency. All other things being
equal, a shorter stay will reduce the
cost per episode. However, length of
stay should only be used with cau-
tion as an indicator of efficiency.
Variations in length of stay may
reflect variations in case mix. Also,

if the stay is too short, there may be
adverse effect for treatments or for
the comfort and recovery of the
patient. If a falling length of stay
leads to rising readmission rate,
costs may fall little or even rise. ■

Non-medical 
determinants of 
health

A large number of medical and non-
medical factors affect the health sta-
tus of populations in OECD coun-
tries. A recent OECD investigation
of the determinants of health con-

firms that certain non-medical
determinants, such as lower GDP
per capita, a higher proportion of
blue-collar workers, and higher
consumption of tobacco, alcohol
and fat are all associated with higher
premature mortality (Or, 2000).

Over the last decades, there has
been a sizeable reduction in the pro-
portion of adults who smoke every
day in most OECD countries. By the
end of the 1990s, Portugal, Sweden
the United States and Canada had
the lowest smoking rates, with 20%
or less adults reporting to smoke
daily. In several countries,  the
reduction in smoking rates has been

Note: Percent refers to the percentage of the population aged 15 years and over with a body mass index > 30
Source: Health at a Glance, OECD 2001, Chart 5.11
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particularly pronounced for men.
This has been the case in Canada,
where the proportion of men who
report smoking every day came
down from 39% in 1979 to 22% in
1999, substantially closing the gen-
der gap.

Excessive alcohol consumption is a
major risk factor for accidents (both
fatal and non-fatal) and a number of
diseases, such as liver cirrhosis and
cancers of the digestive system. In
Canada as in several other OECD
countries, alcohol consumption per
adult (as measured by sales of pure
alcohol in litres) rose during the
1960s and the 1970s, but subse-

quently started to decline over the
last two decades. By the end of the
1990s, the average annual consump-
tion of alcohol per capita in Canada
is much lower than in high-con-
sumption countries like France, but
it  continues to be above levels
observed in low-consumption coun-
tries such as Iceland, Norway and
Sweden.

The past two decades have seen an
increase in the number of obese
men and women in all OECD coun-
tries for which data are available
(Chart 7). In Canada, the preva-
lence of obesity among adults is
now relatively high compared with

several other OECD countries.
Approximately 1 out of 7 Canadian
can now be classified as obese.
Whilst obesity is more common
among women than among men in
most OECD countries, in Canada
there are slightly more obese males
than females. Obesity leads to a
greater propensity to diabetes and
circulatory diseases. It is another
risk factor that could be reduced by
public health measures such as
improved nutrition and more regu-
lar exercise as well as early detection
of potential weight problems in chil-
dren and young adults. ■
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