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Canadian statistics of the health care delivery system are generated under a variety of concepts,
methodologies, definitions, and classifications by the numerous individual units, institutions, and
organizations involved. This paper presents an overview and a framework for satellite accounts on
health care delivery. Its objective is to enable the organization of economic and financial information
on health care delivery activities from different sources into a set of consistent statistics detailing
current expenditures, current revenues, purposes of spending, and source and application of funds
in the health care delivery system. It is recognized that this economic framework is only a first stage
in establishing a complete health information framework which could link economic with social and
demographic data. A sample set of accounts for the province of Ontario in the fiscal year 1977-78
is presented to demonstrate the feasibility of establishing such satellite accounts.

1. INTRODUCTION

In Canada health care is delivered through a complex, multifaceted system—
a system which delivers health care in a variety of forms through numerous
institutions and units—to many individuals and groups within society. The
structure of the health care system and the interrelationships which exist within
it are not only complex at any point in time but are also constantly changing as
new health care delivery methods are introduced, as new policies and programs
are implemented and as financing arrangements are altered.

The task of analyzing the health care delivery system might appear to be as
complex as the system itself. For the purpose of various analyses related to
consumption, delivery or financing of health care, social, demographic and
economic statistics can be compiled from administrative information produced
by the individual units, institutions and organizations involved with health care
delivery. However, such statistics are not always sufficient or adequate for par-
ticular health care analyses since these statistics are produced by different groups
for different purposes and with a variety of concepts, methodologies, definitions
and classifications underlying their production. Thus, although statistics may be
available to describe specific elements of the health care system, the conceptual,
methodological and definitional differences which exist are not conducive to
global, intertemporal and interspatial analyses of the health care system as a
whole. In order to obtain a systematic overview of the health care system, then,
it is essential to have a health information framework by which social, demo-
graphic and economic statistics pertaining to health care activities can be organ-
ized and presented in a consistent manner. With this in mind, Statistics Canada

*The authors are greatly indebted to colleagues at the Department of Health and Welfare and
Statistics Canada, particularly members of the Health Care Accounts Steering Committee, for
ccnstructive comments and support in the development of this project.
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and Health and Welfare Canada initiated an interdepartmental project and
assigned an interdepartmental team to determine whether relevant statistics could
be organized in such a way." Early in the team discussions it became evident that
such a fully integrated system would be immensely complex and would require
extensive time and resources to develop and implement. It was decided, therefore,
to initiate the project by creating a set of health care accounts which would
organize economic (including financial) information on health care delivery
activities. In the end, realization of the magnitude and complexity of the global
project, lack of resources associated with budgetary restraints and absence of
support under divided jurisdictions in the health care field contributed to the
eventual cessation of the project. The exploratory thinking connected with
developing a comprehensive health information system and the resulting develop-
ment of an analytic economic framework for health care delivery, illustrated with
the use of data for one province, are articulated in this paper.

The proposed health care accounts framework described here is designed
to integrate data from different sources into a coherent financial information
framework which promotes the production of a set of consistent statistics detailing
current expenditures, current revenues, purpose of spending, and source and
application of funds within the health care delivery system. The appropriateness
of the proposed accounts for the development of a general statistical data base
was tested by compiling an illustrative set of accounts for Ontario for the fiscal
year 1977-78. These sample accounts are presented and discussed later in the
paper.

In providing detailed economic information on the health care delivery
system, the proposed health care accounts form a satellite module to the System
of National Accounts. Modelling the health care system in this form is useful
for policy formulation and analysis because:

(i) it links events in the health care field to the rest of the economy;

(ii) it enables the tracing of shifts in funding patterns within the health care
area over time, as for example, between government funding and private
funding;

(iii) it facilitates the monitoring of changes in program priorities over time,
as for example, between restorative health care and preventative health
care.

Satellite modules similar to the one on health care could also be developed
for other areas of concern, such as education, justice and social protection. It
should be noted, however, that in such a case each satellite account would be
complete and independent in itself, inasmuch as it would include all entries
relevant to that area. This would mean that some overlapping could occur in
coverage and in the summing of various satellite accounts data. The combined
totals of two or more satellite accounts, therefore, might not be meaningful since

"The initial impetus for this project stems from a 1972 endorsement by the Conference of
European Statisticians to study the development of links between the subsystems of the System of
Demographic and Social Statistics and the System of National Accounts. A number of papers in this
area have been presented since then, most notably by C. Oomens and H. Donkers/J. Bonte from the
Netherlands Central Bureau of Statistics, by INSEE, the French National Institute of Statistics and
Economic Studies, and by A. Foulon.
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certain activities may be considered simultaneously as falling within the scope
of several satellite accounts or even be shared between them. Health education,
for example, may be considered within both education and health satellite
accounts. In order to enable the user to analyse such accounts separately or in
combination with other satellite accounts such potentially “duplicate” entries
should be presented in an easily identifiable form within each set of satellite
accounts.

The body of the paper is organized as follows: Section 2 provides an overview
of economic statistics on health care delivery within the context of a global health
care information system; Section 3 contains a description of the health care
accounts; Section 4 shows their potential uses; Section 5 describes their scope;
Section 6 outlines the availability of present economic health care statistics;
Section 7 is an example using actual data for Ontario for the fiscal year 1977-78;
and Section 8 consists of conclusions.

2. HEaLTH CARE AccCOUNTS WITHIN A COMPLETE HEALTH
INFORMATION FRAMEWORK

Chart I, on the following page, summarizes the type of data that could be
contained in a complete health care information framework and the role of health
care delivery and of economic accounts within it. The chart organizes health care
information into three segments that describe the demand for health care, the
economic aspects of health care delivery, and the intermediate and final benefits
of the health care system.

The left-hand side of Chart I indicates elements which generate or influence
the demand aspects of the health care system. These are represented by social
and demographic statistics which are grouped as those related to government,
to business, to institutions and to individuals. The centre part of the chart lists
economic and financial statistics which describe the economic or financial aspects
of the health care delivery system. These economic statistics are directly related
to the delivery of health care, e.g. hospital or physician services, as well as to
activities which have a direct bearing on the supply of and demand for health
care, such as health care programmes, medical and paramedical education, and
medical research. The right-hand side of Chart I lists types of social and demo-
graphic statistics which describe the intermediate and final benefits of the health
care system in terms of benefits to persons, characteristics of manpower supplying
health care services and the characteristics of health care institutions.

From the vantage point of a complete health information framework the
development of economic health care accounts, as presented in this paper, is
only one segment of the total system. It is clear, for example, that for the purpose
of interspatial comparisons, social and demographic statistics and quantity data
must be used in combination with economic statistics. Indeed, for meaningful
intertemporal comparisons even the current economic data requires a constant
price counterpart.

It might be noted also that the classifications and the economic framework
presented in the sections following can also serve as categories for organizing
social and demographic information, thereby enabling the linking of elements
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of health care delivery and the intermediate and final effects flowing from the
interaction as outlined in Chart I. Salaries and wages paid to hospital staff, shown
under current operating expenses in Table 2 in the paper, for example, can be
shown according to occupational categories and linked with data on numbers
employed. Similarly, figures of expenditures on direct treatment and care in
hospitals, appearing within the expenditure by purpose classification, Table 1,
can potentially be disaggregated on the basis of age, sex and/or type of disease
and care involved and supported by relevant quantity information.

3. DEscRrIPTION OF THE HEALTH CARE ACCOUNTS

In developing this framework it was recognized that decision-makers within
the health care system, whether policy formulators or administrators, have diverse
information requirements. To meet these different requirements a flexible
framework had to be devised through which health care data could be organized
and presented in a variety of ways.

Basically, the health care accounts consist of a set of eight tabulations, each
describing some aspect of health care delivery. Chart II identifies the tabulations
contained in the health care accounts framework, summarizes the main categories
contained in each of them, and offers a brief explanation of how each tabulation
could be used. The core tabulation, tabulation 1 in Chart II, captures the health
care delivery and administrative structure by listing units which deliver and
administer health care. This core tabulation can be cross-referenced with tabula-
tions depicting various aspects of the health care delivery sector, specifically
those on current expenditures, current revenues, and the source and application
of funds. Users of the health care accounts, then, can identify the tabulations
which provide the information most relevant for their purposes and cross-refer-
ence these tabulations with the core tabulation. Section 7 presents a sample set
of accounts for Ontario for 1977-78 and illustrates how various tables can be
presented.

4. Uses oF THE HEALTH CARE ACCOUNTS

The health care accounts were developed to provide decision-makers with
both an overview and a detailed account of the health care system. This section
articulates some of the potential uses of the health care accounts, specifically in
terms of policy and administrative decision-making,.

4.1 The Health Care Accounts for Policy

As indicated in Sections 1 and 2, a complete health care information system
to be used for policy formulation and program monitoring should provide, in
addition to economic accounts, constant dollar detail of expenditures, physical
measures to match the value data, and performance indicators for monitoring
and evaluating performance. While the economic accounts described in this paper
do not provide all of these aspects, they do represent a considerable step forward
from the existing situation. With further development, it is anticipated that the
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CHART II
MAIN TABULATIONS AND CONSTITUENT CATEGORIES OF THE HEALTH CARE ACCOUNTS

No. Title Major Categories Comments
1. Health care delivery Direct health care delivery and Contains main organizing categories
and administrative administrative structure of the health care accounts
structure Direct health care delivery designed to: (i) organize expenditure
Institutional units information according to the unit or
Professional services organization providing direct health care
Drugs and appliances distributed delivery or related to this delivery and
through retail outlets (i) facilitate the cross-categorization
Private nonprofit health organizations of this information with categories of
Community and other health clinics the other tabulations.
Health care funding programmes
Federal
Provincial
Municipal
Other
Health research organizations
Medical education institutions
2. Current operating Labour Details the categories of current
expenditure Salaries and wages expenditure. Because of transfers

(a) Current dollars
(b) Constant dollars

Employee benefits
Net professional income
Intermediate consumption
Medical and surgical supplies
Drugs
Food
Contract services
Other intermediate products
Cost of capital use
Interest paid
Depreciation
Operating surplus
Current transfers
Total expenditures
Total direct expenditures
Total transfers

between delivery units and from
health care programmes to delivery
units, there is some duplication

of expenditures in the total of
expenditures. To make this total more
meaningful, two sub-categories, total
direct expenditures and total transfers,
are included.
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CHART II cont.

revenue

Government
Federal
Provincial
Local
Private
Persons
Unincorporated business
Investment income
Total

No. Title Major Categories Comments
3. Expenditure by Direct treatment and care Organizes expenditures according to
purpose Institutional care purpose of spending. Purpose
Ambulatory care categories relate to areas of concern
Collective prevention and promotion for policy-makers.
Health promotion
Disease prevention
Health regulation
Medical research
Medical and paramedical education
Current transfers
Total expenditures
Total direct expenditures
Total transfers
4. Gross income Wages, salaries, and supplementary Serves as a basis for deriving
originating labour income gross income originating from health
Unincorporated net business income care delivery to enable an assess-
Corporation profits ment of its relative contribution on a
Business interest paid consistent basis with other
Less: Interest and dividends received gross domestic product industry
Depreciation charged components
Total gross income originating
S. Current operating Monies received directly from: Details the sources of

current operating revenue
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CHART Il cont.

No. Title Major Categories Comments
6. Macro-economic Primary inputs A summary table which organizes
categories Labour current expenditures by macro-
Capital use cost economic categories to facilitate
Intermediate consumption analyses on a National Accounts
Current transfers basis.
Total expenditures
Total direct expenditures
Total transfers
7. Sources of funds Surplus (deficit) for the year Details the source of funds in the
Appropriations or transfers health care delivery sector.
Capital income (grants and donations)
Sale of non-current assets
Non-current borrowing
Other
Total
8. Application of Funds applied Summarizes the allocation of funds

funds

Appropriations or transfers
Acquisition of fixed assets
Increases in non-current assets
Repayment of non-current liabilities
Total funds applied

Reconciliation of changes in working
funds
Increase (decrease) in current assets
Increase (decrease) in capital assets
Decrease (increase) in current liabilities
Decrease (increase) in capital liabilities
Increase (decrease) in working funds

and provides a reconciliation statement
of changes in working funds




proposed accounts have potential for facilitating the process of policy formulation
and analysis by:

(i) providing an integrated system within which health care needs and
objectives for health planning can be specified;

(ii) organizing economic statistics in a manner meaningful for meeting
administrative and policy needs;

(iii) providing a tool for simulating the effects of different policy options in
the health care system;

(iv) enabling assessment of costs of various health care programs within a
consistent format and for determining that programs and policies are
meshed with other plans;

(v) providing a context in which arrangements for financing health care
with respect to transfers between levels of government, insurance com-
panies, compensation boards, persons and delivery units can be
examined; and

(vi) providing a comprehensive framework to aid the collection and organiz-
ation of social and demographic statistics into complementary sets of
accounts.

4.2 The Health Care Accounts for Administrative Decision-Making

Administrators in the health care field could find the health care accounts
useful for enabling comparisons between their individual units and the more
aggregate elements of the health care delivery system; specifically, in terms of:

(i) how individual care units compare in size with portions of or all of the
health care delivery system;

(ii) how decisions made within the individual units affect other components

of the health care delivery system,;

(iii) how decisions, resource utilization and economic output of individual

delivery units compare to the rest of the system.

5. ScopE AND LiMITATIONS OF THE HEALTH CARE ACCOUNTS

The health care accounts are designed to detail the economic aspects of
activities related to the delivery of health care. In developing these accounts it
was recognized that it is often difficult to make distinctions between terms which
define the scope of the accounts and other like terms. Two distinctions of direct
concern when defining the scope of the health care accounts are: (i) the difference
between activities related to improving health, welfare and well-being and (ii)
the difference between the health care delivery sector and the health care produc-
tion system. These distinctions and their relevance to the development of the
health care accounts are described below.

5.1 Distinction Between Activities Related to Health, Welfare and Well-being

Health care activities can be described as activities which are performed for
the purpose of preventing deterioration of an individual’s health or for restoring
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the physical and/or mental state of the individual to normality.” Social welfare
activities, on the other hand, are generally taken to be measures initiated for the
purpose of maintaining the income of individuals in situations of involuntary
loss of earnings, of providing income assistance to those with inadequate
incomes and of providing supportive and developmental services to individuals
in need. Thus, while it is clear that hospital expenditures are indeed health care
expenditures, other actions, such as promotion of healthy lifestyles, safety in the
workplace and provision of old age homes, are more difficult to classify. Part of
the reason that boundaries between health and certain social welfare activities
are difficult to elucidate is that welfare and health, along with areas such as
justice and security, are perceived in this context to be intermediate interrelated
goals which are all directed towards the achievement of the ultimate goal of total
well-being. Well-being, according to dictionary definitions, is a noun referring
to the state of being healthy, happy or prosperous, and therefore subsumes the
other two states referred to above.

Within this general perspective the health care accounts have been designed
and defined to describe only those activities which are deemed to be undertaken
for the main purpose of restoring or protecting health.

5.2. Distinction between Health Care Production and Health Care Delivery

Another distinction which had to be made when defining the scope of the
health care accounts was that between health care production and health care
delivery.

Health care production refers to activities in all stages of production that
have an input into or are part of the final delivery of health care to individuals
or groups in society. The process involves the combining of materials and
purchased services with factor inputs of labour and capital to carry each stage
of the production process forward until health care goods or services are delivered
to and consumed by the individual or society. Although intricate input-output
matrices describing the health care production process would be useful for certain
economic analyses, such matrices might be too ““costly” in terms of time, resource
and data requirements.

The health care delivery system consists of the providers of health care
services, such as healing and recuperative institutions, medical professionals, and
other delivery units which are engaged in supplying goods and services directly
to the individual for health care purposes. Thus health care delivery represents
the last stage of the health care production process since it is that part of the
process which interacts directly with individuals or groups within society. The
health care accounts were developed to describe the economic aspects of these
health care delivery activities. In addition, the health care accounts are designed
to describe those activities which do not provide health care directly to individuals,
yet have a direct bearing on the supply of and demand for health care, such as

2“Normal” health is a reference point, or a norm which in itself is not measurable. Individual
perception is a critical element in judging the state of one’s health in relation to some notion of
homeostasis, i.e. a state of physiological equilibrium.
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the provision of health care programmes by government, medical and paramedical
education, and medical research.

6. THE AVAILABILITY OF ECONOMIC STATISTICS ON
HeAaLTH CARE DELIVERY

Economic information on the health care delivery system or parts of this
system is available through individual organizations related to health care delivery
and in the System of National Accounts. This section reviews these series and
summarizes their limitations.

6.1 Statistics of Organizations Related to Health Care Delivery

A multitude of administrative statistics related to health care are available
from Canadian health care delivery units and organizations which provide finan-
cial or other resources to the health care delivery system. Generally these data
are developed in response to varying administrative requirements and as a result,
various classifications, definitions, methodologies and concepts are used. These
administrative statistics originate with institutions and units which deliver health
care directly, with institutions or organizations which participate in the financing
of health care delivery activities and/or administer hospital insurance plans or
health programs, and with institutions or organizations which provide resources
to the health care delivery system.

Institutions and units that are responsible for the direct delivery of health
care, such as individual hospitals, private nonprofit health organizations, and
public health units produce audited financial reports each year. Although the
reports provide income and expenditure information, the information varies in
detail according to standards set by the individual units. Institutions or organiz-
ations which participate in the financing of health care delivery activities or
administer health insurance programmes also collect a variety of data pertaining
to their activities or programmes.® The Canadian federal government, for example,
has cost-sharing responsibilities for medical care delivered in hospitals and
obtains social, demographic and financial data describing the use of these facilities
through Statistics Canada, Health and Welfare Canada and a number of other
departments. Organizations which provide resources to the health care delivery
system produce statistics which detail the supply of and demand for particular
resources. The Canadian Medical Association, for example, maintains a physician
resource databank containing factual information useful for estimating the supply
and demand for physicians in Canada.

31t should be noted that at least two government ministries have published compendiums of this
type which organize statistics on health care statistics in a province or in Canada, on a global basis.
Health and Welfare Canada, for example, regularly produces a compendium containing data on
health expenditures in Canada. The data are presented by province and by type of health service
provided and indicate the relative contributions of the private and public sectors. The compendium
data are on a very aggregate basis, however, and are not designed to provide details on the exact
purpose of spending, current operating revenue or the resource utilization of the health care delivery
sector. Also, the Ontario Ministry of Treasury and Economics prepared a publication with similar
data for Ontario. In addition to providing aggregate data on health expenditures, some detail on
resource utilization was provided for some, but not all, segments of the health care delivery sector.
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6.2 Statistics in the System of National Accounts

The Canadian System of National Accounts contains considerable data on
the health care system although this information is dispersed throughout the
various tables and is presented on an aggregate basis. Supplementary tables in
the system, however, contain breakdowns showing: expenditures on health care
activity, as for instance, on medical, hospital and other medical care, respectively
on drugs and sundries within the broad categories of Personal Expenditures on
Consumer Goods and Services; and on current expenditure of hospitals on wages
and salaries and on other goods and services within the general category of
Government Current Expenditures on Goods and Services.

Data on the production of health care goods and services can also be gleaned
from Input-Output and Gross Domestic Product publications of the CSNA.
However, detail beyond the Standard Industrial Classification categories of: (i)
Community, business, and personal service; and (ii) Public administration and
defense group (in the major groups of Federal government service industries,
Provincial administration industries, and Local administration) are not published.

6.3 Limitations of Current Health Care Data

The existing health care statistics summarized in the previous pages generally

suffer from three major limitations:

(i) dispersion—where detailed statistics on the health care delivery system
are not organized into any one statistical framework but instead are
spread throughout the ad hoc statistics of health care delivery units and
the System of National Accounts;

(ii) insufficient detail—where statistics on the health care delivery system
are given only at broad aggregate levels;

(iii) noncomparability—where disaggregated statistics are available but
classification differences result in a lack of comparability at the more
detailed levels.

Thus, although a wealth of economic health care information may be said

to exist in a variety of sources, currently none provides an overall view of the
funds flowing within the health care delivery sector.

7. HEALTH CARE AccoUNTS—EXAMPLE, ONTARIO, 1977-78

To illustrate the structure of the Health Care Accounts and the workability
of the concepts and classifications outlined in Section 4, a set of accounts, given
in the paper, was developed for the Province of Ontario for the fiscal year 1977-78.
This section provides a summary of the experience of producing these accounts.

7.1 Difficulties with Data Availability

The sample set of accounts for Ontario illustrates some of the coordinating
and organizational advantages offered by health care accounts. As well, the
process of producing the accounts revealed the availability and accessibility of

288



good health care data. In some cases, such as general and special hospitals, an
abundance of information is collected and easily accessible. For other areas, such
as professional services and community health services, data availability or
accessibility is a problem. In other instances although information on total revenue
or expenditure is available, often there is a lack of detail for reclassification into
macro-economic and purpose categories.

The above data weakness or insufficiencies limited the number of tables of
the health care accounts framework which could be completed for the Province
of Ontario for 1977-78. Parenthetically, it might be noted that knowledge of
these constraints is in itself an important piece of information for a statistics
gathering agency in that it indicates areas where further data must be developed.
In all, five tables have been completed and are discussed and presented in the
remainder of this section. Tabulations 2b, 7 and 8, referred to in Chart II, were
not prepared as part of this exercise. Tabulations 2 and 6 appear in Table 1.

7.2 Interpreting the Tables

Before proceeding to the detail of the tables, it may be helpful to take note
of a few technical points.

(a) InTables 1to 3 double-counting exists in the total expenditures columns

due to transfers* of funds which occur in the Canadian Health Care
System between one level of government and another and between
governments and health care delivery units. To provide meaningful
tables, then, the total expenditure figures found in the bottom lines of
Tables 1 to 3 are in two parts: (i) a total of all direct expenditures
excluding transfers and (ii) a second figure followed by a “T,” which
indicates the total amount of transfers. It is important to recognize that
while certain activities, such as government health care programmes,
mainly consist of the transferring of funds, there is a contribution to
total net expenditure in the health care sector through the costs of
administering these programmes (labour and intermediate con-
sumption).

(b) Although great care was taken to allocate data as accurately as possible,
the reader should be reminded that the tables are for illustrative purposes
only.

Table 1 casts the relevant information for Ontario in the integrated expen-
diture framework. The presentation of data within this, and other, tables is fairly
straightforward, with each line indicating the breakdown of expenditures by
various units within the health care delivery and administrative structure. Data
on the right-hand side of the table provides detail on the macro-economic
allocation of expenditures while data on the left-hand side of the table focuses
on the purpose of expenditures. Reference to the first line of the table details the
spending pattern of units associated with direct health care delivery in Ontario,
which in 1977-78 spent a total of $6,151.9 million. The right-hand side of the

“The term transfer in this context refers to current transfers by one level of government to another
or by government to institutions. For example the federal government makes contributions to provinces
under the Health Insurance Plan, and provinces and local governments provide transfers to hospitals.
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table indicates that of this amount, $3,355.2 million was spent on labour; $943.8
million accrued to unincorporated business as income net of expenses; $142.7
million was paid as interest on borrowed capital or charged as capital depreci-
ation; $1,612.3 million was spent on purchases of intermediate goods and services;
$6.3 million was transferred to other parts of the health care system, and $91.5
million remained as operating surplus of incorporated institutions or as an
unallocated residual.

The left-hand side of the table, which details the purpose of expenditures,
indicates that of amounts directly spent by the health care delivery system, $5,935.2
million went for the purpose of direct treatment and care, $106.5 million for
collective prevention and promotion, and $12.5 million for medical research. In
those instances where a transfer of money is indicated by particular institutions
or organizations, the following line in the table indicates the purpose of the
transfer with the transferred amounts followed by a small “T.” Thus, line 2 of
the table indicates that of the $6.3 million allocated as transfers by health care
delivery units in line 1, $0.7 million was transferred within the system for the
purpose of direct treatment and care and $5.6 million was transferred for the
purpose of collective prevention and promotion.

The remainder of the tables provide further information on the activities of
various parts of the health care delivery system and on the health care programs.
Table 2 presents the current operating expenses of the various components of
the health care delivery system and its administrative structure. Table 3 details
the purpose of expenditures by each component of the health care delivery system.
Table 4 summarizes total gross income originating® through the health care
delivery system and its administrative structure and indicates the income gener-
ated by the various factors of production. Table 5 shows the current operating
revenue of health care delivery units.

8. CONCLUSIONS

The development of health care accounts is a complex process. The concep-
tual framework was shaped through frequent consultations on health information
requirements with experts from the health care field, through constant reference
to national accounts concepts and through a number of revisions to the framework
and its classifications. The framework which resulted from this development
process appeared to be viable. It was felt, however, that the real test of a
framework is whether it can be made operative. A set of illustrative accounts,
therefore, was developed for the Province of Ontario for 1977-78. The sample
accounts indicate that the framework is viable and that the accounts have potential
to provide an impressive amount of information of direct use to a variety of
decision-makers and analysts in the health care sector. The exercise also indicates
that compiling data on this basis for all provinces for a sufficient number of years
to provide a historical series would be, initially, a major task. This is not surprising
for a global series; for example, the development of income and expenditure

The term “gross income originating” refers to a national accounts aggregate used to measure

unduplicated output of individual industries. It is obtained by summing wages and salaries paid,
interest paid less interest received, profits before dividends paid or received and depreciation charged.
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TABLE 1
THE MAIN INTEGRATED FRAMEWORK ONTARIO 1977-78 ($000)
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- - - - - 1,552,268 |Professionsl Services | 1,952,268 | 200,136 |793,065 24,134 332,113 - -
. - - - - - 913,389 [PHYSICIANS 913,389 | 123,308 [578,17% 10,960 200,946 - -
- - - - - 356,678 |DENTISTS 356,678 62,9%4 [167,460 11,660 114,604 - -
- - - - - 82,201 [OTHER PROFESS!ONALS 82,201 13,874 | %0,2% 1,534 16,563 - -
- - - - - 777,380 {Drugs end App|lances 777,380 | 120,241 |147,963 14,816 485,360 - -
distribeted throwph
Retal | Orttots
- - - - - 619,818 |DRUG STCRES 619,818 | 113,779 [106,443 11,813 387,783 - -
- - - - - 157,962 {OTHER RETAIL QUTLETS 157,562 14,462 | 41,520 3,003 99,577 - -
6,310 | 4,432 - - | 2,97 42,324 |Privete non-profit 83,044 43,584 - 11} 28,997 6,310 | 4,432
35,6437 667 T{Hea Ith organizations - - - - - -
4,730 | 2,880 - - [ 11,017 6,309 [DISEASE AMD DISABILITY 30,996 9,512 - 33 13,819 4,73 | 2,880
4,707 - - - - - - -
667 9 - - 8,560 11,286 {MENTAL HEALTH 20,592 9,918 - 6 9,862 667 9
913 | 1,473 - - 4,34 24,729 |GENERAL HEALTH 31,4% 24,1% - - 4,916 913 | 1,473
9131 - - - - - -
- - - - | 16,90 121,729 |Commmity and Other ™I | 737,137 - - 4,092 - -
Heaith Clinlcs
- - - - {76,500 - [puBLic HEAL™ NI TS 76,500 67,%00 - - 9,000 - -
- - - - - 721,729 |OCCUPATIOMAL HEALTH 1,729 | 689,637 - - 32,092 - -
UNI TS
3,806,011 - 1,764 - | 84,609 742,234 |MEAL™ CARE PROGRNE | 6,634,698 | 291,193 - - 337,534 15,806,011 -
- 33,9727[ 3,9537 [ 91,1497 | 5,673,3377
t,919,230 - 1,661 - - 20,047 [Federal Health Core 1,940,947 4,669 - - 17,039 1,919,239 -
- 35,9727 3,5931 | 34,6667 1,842 ,048TIPrograms
3,883,289 - 103 - 5,859 322,795 |Provinciat Hesith 4,214,046 | 236,741 - - 92,016 [3,883,289 -
- - - 56,4837 3,828,806 7|Programs
1,483 - - - | 78,8% 399,392 {Municipal Heaith 479,705 49,743 - - 428,479 1,483 -
- - - - 1,4837[Progroms
3,821,32¢ {91,502 14,216 - {ror,167 6,677,396 {TOL. - direct 6,974,281 {3,646,376 {943,828 142,732 |2,149,843 91,502
1 - 35,97217] 3,5337 | 96,7927 | 3,676,004 7| tremsters | 5,812,3217] 3,812,521

note: flgures folloved by T represent trensfer payments
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TABLE 2
CURRENT OPERATING EXPENSES ONTARIO 1977-78 ($000)

Labour Purchases for Intermediate Capltal Factor Aux| (lary
Consump tion Cost Categor les
Net Total
Hoalth Care Dellvery and Selaries and wages Unincorp. Madical Expendi-
Administrative Structure Ewp loyoe|Business | Drugs { Food and Contract Other {interestiDepre— [Current |Operating| tures
Medlcal Beneflts{ !ncoms SurgicaljServices Pald |cistion|{Trensfers|Surplus
staft Other Supp lies
HEALTH CARE DELIVERY 146,702]2,952,535 |255,986 | 943,828 |444,580[114,989{131,654 [127,047 | 794,039{18,098 [124,6%4| 6,310 | 91,502 |6,151,904
Institutionsl Units 125,637}1,936,277 |164,261 - | 55,832}114,989| 72,652 | 63,622 | 417,052]13,737 | 89,904 - 187,070 |3,140,983
HOSP | TALS 125,637[1,646,090 {164,261 - | 55,067] 53,594| 72,342 | 63,622 256,153} 9,919 | 65,014 - | 47,95 {2,559,655
General and speclal 123,357]1,453,790 {161,280 - | 52,329| 47,312| 70,641 | 62,467 223,512| 9,739 63,430 - 62,529 |2,330,386
Mental -1 165,43 - - 1,771] 5,408 395 - 28,510 - 412 - (a5 187,354
Federat 2,280 26,869 2,981 - 967 874 1,306 1,155 4,13 180 1,172 - - 41,915
HOMES FOR SPECIAL CARE - 290,137 - - 765 61,395 310 - 160,899 3,818 24,890 - 39,114 581,328
Professional Services -| 200,136 - | 795,865 - -| 54,556 | 42,827 234,730] 2,737 21,417 - - |1,352,268
PHYSICIANS - 123,308 -1 578,175 - -{ 25,575 - 175,31 - 10,960 - - 913,389
DENTISTS -l 62,954 - | 167,460 - -1 24,961 | 39,902 49,7411 2,550 9,110 - - 356,678
OTHER PRCOFESS | ONALS - 13,874 - 50,230 - - 4,020 2,925 9,618 187 1,347 - - 82,201
Retal | Distributors of Drugs - 128,241 - | 147,963 |388,690 - - - 97,6701 1,573 13,243 - - 777,380
end Appiliances
DRUG STORES - 113,779 - 106,443 {309,909 - - - 77,8741 1,254 10,559 - - 619,818
OTHER RETAIL QUTLETS - 14,462 - 41,520 78,781 - - - 19,796 319 2,684 - - 157,562
Private Non—Profit
Hea Hth Organizations 17,865 24,261 1,458 - 58 -l 1,10 1,662 2,737 51 70| 6,310 4,432 83,044
DISEASE AND DISABILITY 17 9,297 98 - 58 - 1,047 990 1,724 51 4 4,730 2,880 30,996
MENTAL HEALTH - 9,918 - - - - - 207 9,655 - 66 667 79 20,592
GENERAL HEALTH 17,748 5,046 1,360 - - - 93 465 4,358 - - 913 1,473 31,456
Community end Other H g ith 3,200{ 663,670 | 90,267 - - -| 3,306 | 18,936 18,850 - - - - 798,229
Clinlecs
PUBL IC HEALTH UNITS 3,200 56,700 7,600 - - - 600 7,800 600 - - - - 76,500
OCCUPATI ONAL HEALTH UNITS -| 606,970 { 82,667 - - - 2,706 11,136 18,250 - - - - 121,729
. o N TR A S B D
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HEALTH CARE PROGRNG $8,109| 208,820 | 24,224 - 23,449 - 5,029 | 34,677 | 434,319 - - ]s,806,011 6,634,
Feders| Hee ith Care Programs -| 4,669 - - 2,99 - - 9,166 8171 - - 1,919,239 - 1,940,947
HEALTH RESTURCES FUND - - - - -1 - - - o I - 1,106/ - 7,108
CANADA ASSISTANCE PLAN - - - - - - - - - - 42,891 - 42,691
(HeaIth portion)
Fami ly Benefits Act - - - - - - - - - - - 8,298 - 8,298
General Weifare Asslstance - - - - - - - - - - - 3,92% - 3,925
Nurses Services Care - - - - - - - - - - - 651 - 651
Other - - - - - - - - « - - 30,017 - 30,017
ESTABL 1 SHED PROGRAM F INANCING - - - - - - - - - - - 1,736,985 - 1,736,985
Extended Hea Ith Care - - - - - - - - - - - 167,000 - 167,000
Hospitai Insurance - - - - - - - - - - - 1,124,700 - 1,124 ,7008
Madicore - - - - - - - - - - - 387,500 - 387,500,
Post Secondary Education - - - - - - - - -y - - 57,785 - 57,789
EXPIRED HEALTH CARE PROGRAMS - - - - - - - - - - - 36,763 - 36.761
Hosplita! Insurance & dlag. - - - - - - - - - - - 7,632 - 7,632
Medical care act - - - - - - - - - - - 29,13 - 29,131
MECICAL SERYICES PROGRAM - - - - - - - - - - - 39,379 - 39,379
MEDICAL RESEARCH COUNCIL - - - - - - - - - - - 20,845 - 20,845
" HEALTH PROTECT | ON PROGRAM - - - - - - - - - - - 26,551 - 26,551
YOCATIONAL REHABILITATION - - - - - - - - - - - 533 - 533
OTHER PROGRAMS AND ADMIN. -1 4,669 - - 2,996 - - 9,166 4,877 - - 8,186 - 29,894
Provinclial Hesith Programs 17,827] 194,690 | 24,224 - 16,677 - 475 | 23,877 a,287| - - 13,889,289 - 4,214,
HEALTH INSURANCE PLAN -{ 38,9% 6,123 - - - - 14,287 6,141 - - 965,699 - 1,031,206
(incl. Adminlstration)
INSTITUTIONAL HEALTH SERYICES =I 133,696 17,064 - - - - 7,133 23,2% - - 2,342,036 - 2,523,784
COMUNITY HEALTH SERYICES - 7,404 1,037 - - - - 782 1,044 - - 98,972 - 109,239
SOCIAL RESCURCES - 6,309 - - 14,782 - 1,828 1,023 - - - 86,328 - 110,266
DEYEL C(PMENT RESQURCES - - - - - - - - 205 - - 190,78% - 190,990
CHILDREN'S SERVICES N - - - 218 - 419 - 60 - - 42,023 - 43,297
MINISTRY CF EDUCATIN(hea Ith) 1,970 - - - - - - 52 66 - - 109,350 - 111,438
WORKMEN'S COMPENSATION BOARD | 15,280 - - - 1,449 - 1,795 - 7,301 - - 38,439 - 64,264
OTHER PROGRAMS - 8,329 - - 228 - 133 - 9,215 - - 11,657 - 29,%62
Menicips! Hesith Programs 40,282 9,461 - - 3,176 - 854 | 21,634| 402,219 - - 1,483) - 479,705
LOCAL HEALTH AGENCIES 38,096 9,461 - - - - - - 31,273 - - - - 78,830
GENERAL WELFARE ASS{STANCE 2,186 - - - 3,176 - 854 - 245 - - 8%3 - 7,914
CHILDREN'S AID SOCIETIES - - - - - - - - I - 94| - 294
NURSES SERVICES - - - - -l - - - - - - 3] - 336
MUNICIPAL AMBULANCE SERVICES - - - - - - - 1,141 14,633 - - - - 15,774
MUNICIPAL HOSPITALS - - - - - - - 19,273 250,861 - - - - 270,136
MUNICIPAL HOMES FOR THE AGED - - - - - - - 1,218 10%,203 - - - - 106,421
TOTAL HEALTH EXPEND| TURES 204,811]3,161,333 {280,210 | 943,828 |4608,029|114,989|136,683 | 181,724]1,248,418| 18,098 |124,634]5,812,321] 91,502 [12,786,602
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TABLE 3
PURPOSE OF EXPENDITURE ONTARIO 1977-78 ($000)

Direct Cure Collective Auxt tlary
and Core Prevent i on/Promotion Categor jes
Totai
Health Care Delivery and Expend| tures institutionas Medical | Medicat
Administreative Structure Home Other Prevent lon Research|tducation] Tramsfer [Opersting
Inpationt Care jAmbylatory and Rege lation Payments [surpius
Qutpationt Promot lon
Acute €ty
Meeith Care Dellvery 6,131,904 12,901,015 1230,783 | 299,395 [19,66812,404,101 | 106,478 - 12,432 - 6,310 9,302
6617 35,6437
Institwtionsi Units 3,140,983 2,366,099 §223,%2 | 231,800 - - - - 12,452 - - 87,070
HOSP I TALS 2,%59,65% [2,023,88% [223,%62 } 251,800 - - - - 12,492 - - 47,9%
General and specias! 2,330,386 1,825,171 [1B3,243 | 247,196 - - - - 12,247 - - 62,529
Mental 187,354 164,962 | 36,932 33 - - - - - - - (14,913
Facerat 01,915 33,752 3,387 4,57 - - - - 20% - - -
HMES FOR SPECIAL CARE 981,328 42,214 - - - - - - - - - 39,114
Professions! Services 1,352,268 316,946 5,419 47,560 -] 982,283 - - - - - -
PHYS ICHANS +913,389 316,946 9,479 42,930 =( 548,034 - - - - - -
DENTISTS BG,GTB - - 4,630 -| 3%2,048 - - - - - -
CTHER PROFESS!MNALS 82,201 - - - - 82,201 - - - - - -
Retel | Distributors of Drugs 77,360 - - - -l 7,30 - - - - - -
and App llances
DRUG STORES 619,818 - - - -1 619,818 - - - - - -
CTHER RETAIL QUTLETS 157,962 - - - -{ 157,%2 - - - - - -
Privete NomFrofit
Hoa Ith Orgenizations 43,044 17,970 1,742 233 [19,668 2,709 2,971 - - - 6,310 4,432
6677 35,6437
DiSEASE AND DISABILITY 30,996 2,43 1,659 - - 2,13 17,077 - - - 4,730 2,880
4,7307
MENTAL HEALTH 20,%92 - - - L) 8,560 - - - 667 b )
GENERAL HEALTH 3,40%6 8 233 |19,668 404 4,340 - - - 93 1,473
Cosmunity snd Other Hee Hh 798,229 - - - -l ™, ™ 78,300 - - - - -
Clinics
PUBL IC HEALTH UNITS 76,300 - ~ - - - 76,300 - - - - -
COCUPATICNAL HEALTH UN'TS 21,729 - - - -l 128 - - - - - -
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HEALTH CARE PROSRNG 6,834,698 409,99 (146,966 2,03 92,957 4,609 - 1,74 - 3,806,011 -
3,849,44971444,2377] 326,8207 [1,3237| @53,400T| 26,1727 | 14,9777 |95, 9721 | 3, 9557 - -
Fodurs! Hea ith Care Programs 1,940,947 10,97 - 9,130 - - - - 1,661 - 1,919,239, -
1,163,320T{113, 7557 199,1%27 S8IT| 407,8527| 19,6097 | 14,9777 35,9727 | 3,5537 - -
HEALTH RESQURCES FUND 7,108 - - - - - - - 3,333T | 3,9337 7,106 -
CANADA ASSISTANCE PLAN 42,891 - - - 31T 42,2407 - - - - 42,891 -
(Health portion)
Fami ly Benefity Act 8,298 - - - - 8,29871 - - - - 8,298 -
Geners| Welfare Ass!istence 3,92% - - - - 3,9257 - - - - 3,925 -
Murses Services Act 651 - - - &7 - - - - - 631 -
Other 30,017 - - - - 30,0177 - - - - 30,017 -
ESTABL ISHED PROGRAM FINANCING| 1,736,985 [1,139,8327]111,8613T{ 153,369T 336T| 329,8157 - - - - 1,736,983 -
Extended Health Cere 167,000 - - - 3I36T| 166,664T - - - - 187,000 -
Hospite! Insurance 1,124,700 910,0731} 91,369T| 123,2%87 - - - - - - 1,124,700 -
Madicare 387,300 229,77191| 20,2447 !2,i|lT - 108, 3667 - - - - 387,300 -
Post Secondary Educetion 97,703 - - - - 57,7857 - - - - 37,785 -
EXPIRED HEAL ™ CARE PROGRANS 36,763 23,4307} 2,1427 3,2%0T - T,y - - - - 36,763 -
Hospitel Insurance L diag. 7,632 6,1767 6207 8387 - - - - - - 7,632 -
Medice! care act 29,t0 17,274T| 11,5227 2,047 - 1,91 - - - - 29,131 -
MEDICAL SERVICES PROGRAM 39,3719 - - - - 19,6907 19,6897 - - - 39,319 -
MEDICAL RESEARCH COUNCIL 20,848 - - - - - - - 20,8457 - 20,843 -
HEALTH PROTECT| (N PROGRAM 26,331 - - - - - - 14,9777 111,9747 - 26,931 -
VOCATIONAL REHABILITATION 333 - - 5337 - - - - - - 333 -
OTHER PROGRANS AND ADMIN. 29,894 10,917 - 9,130 - - - - 1,661 - 8,186 -
- - - - 8,1867 - - - - - -
Previecia) Nee ith Progrems 4,214,046 180,093 | 10,499 34,081 - LAk 5,099 - 103 - 3,083,209 -
2,686,14771{330,502T] 367,668T7 - 444,4897] 36,4037 - - - = -
HEALTH INSURANCE PLAN 1,031,206 29,810 3,608 34,009 - - - - - - 963,699 -
lincle Admintstretion) T81,4147[ 78,4327) 103,833T - - - - - - - -
INSTITUTIONAL HEALT™ SERVICES] 2,323,784 145,398 | 12,7122 19,992 - 3,63 - - - - 2,342,038 -
1,073,629T(163,9427( 257,623T - 46,8427 - - - - - -
COMUNITY HEALTH SERYICES 109,239 - - - - 4,408 3,8%9 - - - 9,972 -
- - - - 42,4897] 56,4837 - - - -
SCCIAL RESOURCES 110,206 - - - - 23,938 - - - - 86,328 -
- | 84,9857 - - 1,3437 - - - - -
DEVEL OPMENT RESQURCES 190,990 - - - - 208 - - - - 190,785 -
- - - -1 ts0,7088T - - - - -
CHILDREN'S SERVICES 43,297 - - - - 1,274 - - - - 42,023 -
= - - - 42,0231 - - - - -
MINISTAY GF EDUCATI(NCheaith) 111,438 - - - - 2,088 - - - - 109,350 -
- - - -] 109,351 - - - - -
WORKMEN'S COMPENSAT|O¢ BOARD 64,264 6,885 169 - - 16,668 - - 103 - 39,439 -
31,1047 3,1237 4,027 - - - - - - -
ONER PRARANS 9,%2 - - - - 17,908 - - - - 1,657 -
- - - - 11,6577 - - - - -
unicipst Neatth Prograss e, 218,506 |128,387 9,604 - 212,85 8,830 - - - 1,483 -
- - - 3361 1,1477 - - - - -
LOCAL HEALTH AGENCIES 78,830 - - - - - 78,830 - - - - -
GENERAL WELFARE ASSISTANCE 7,914 - - - - 7,081 - - - - 833 -
- - - - 8837 - - - - -
CHILDREN'S AID SCCIETIES 94 . - - - - - - - - 294 -
- - - - 2947 - - - -
NURSES SERY ICES 3% - - - - - - - - - 33 -
- - - 3367 - - - - - -
MUNJCIPAL AMBULANCE SERYICES 15,7174 - - - - 15,174 - - - - - -
MNICIPAL WEBP1TALS 70,1% 116,986 | 21,946 { 29,604 - - - - - - - -
MUNICIPAL HOMES FOR THE AGED 106,421 - | 108,421 - 3 - - - - - - -
TOIAL =~ direct 6,974,281 3,310,611 |377,649 | 392,410 [19,668{2,%77,0% 191,167 - 14,216 - Q,GAIZ,)ZI 91,502
=« transter(T) 9,812,317 |3,8%0,11671444,257T| 326,820T |1,3237| ©53,4887| 61,8157 { 14,9777 35,9727 | 3,3337 - -




TABLE 4
GROSS INCOME ORIGINATING ONTARIO 1977-78 ($000)

GROSS INCOE CRIGINATING

VWages, Seleries| Met Interest Sorp fus Deprecistion | TOTAL GROSS
Supp lewsntary Unincorp. pald T INCOE
Labour | ncome Business intereat RIGINATING
Incrme Rocn | ved
HEAL ™ CARE [EL §YERY 3,355,223 943,828 18,098 69,301 124,64 4,511,084
tnstitytional Units 2,226,125 - 13,737 66,837 89,504 2,396,603
HOBP Y TALS 1,935,988 - 9,919 27,723 65,014 2,038,644
General and special 1,738,427 - 9,739 27,723 63,430 1,839,319
Mental 165,431 - - - 492 165,843
Feceral 32,130 - 180 - 1,172 33,482
HOES FOR SPECIAL CARF 290,137 - 3,818 39,114 24,8%0 357,939
Professional Services 200,136 795,865 2,137 - n,4a7 1,020,133
PHYSICIANS 123,308 578,17% - - 10,960 12,443
DENTISTS 62,954 167,460 2,950 - 9,110 242,074
OTHER PROFESSIONALS 13,874 50,230 187 - 1,347 65,638
Retol | Distributors of Drugs
and App ! cances 128,241 147,963 1,373 - 13,243 291,020
DRUG STCRES 113,779 106,443 1,254 - 10,55% 232,035
OMER RETAH. OUTLETS 14,462 41,520 59 - 2,684 58,989
Private aowproflt
HWealth Organizetions 43,584 - N 2,864 70 6,169
DISEASE AND D1SABILITY 9,512 - 3 1,421 4 10,968
MENTAL HEAL ™ 9,918 - - 9? ] 9,993
GENERAL HEALTH 24,154 - - 1,034 - ,108
Community and Other Wealth Ciinics| 737,137 - - - - 37,131
PUBLIC HEAL TH UNITS 67,500 - - - - 67,500
CCCUPATIONAL HEAL TH UNI TS 689,637 - - - - 689,637
HEAL M CAE PROBRAMS 9,153 - - - - m,13
Fogural Mea Hth Care Program 4,669 - - - - 4,000
HEAL TH RESQURCES FUND - - - - - -
CANADA ASS IS TANCE PLAN -
(hes Ith portion)
Fami ly Benefits Act - - - - - -
Gonerai Weltare Assistence - - - - - -
Nurses Services CARE - - - - - -
Other - - - - - -
ES TABL | SHED PROGRAM F INANCING - - - - - -
Extsnded Hes!th Care - - - - - -
Hospltal insurance - - - - - -
Medicare - - - - - -
Post Secondary Education - - - - - -
EXPIRED HEAL TH CARE PROGRAMS - - - - - -
Hospltal Insurance & diag. - - - - - -
Medice| cere sct - - - - - -
MEDICAL SERVICES PROGRAM - - - - - -
MED(CAL RESEARCH CAUMC(L - - - - - -
MEAL ™ PROTECTION PROGRAM - - - - - -
VOCATIORAL REHABILETATION - - - - - -
OTHER PROGRAMS AND ADMIN. 4,669 - - - - 4,060
Provincisl Hee Hh Progrems 8,741 - - - - 6,141
HEAL TH INSURANCE PLAN 43,079 - - - ~ 43,079
(tacl. Aaminlstration)
INSTITUTIOWAN. HEAL ™ SERYICES 150, 760 - - - - 130, 760
COMMUN| TY MEAL TH SERVICES 8,441 - - - - 8,441
SCCIAL RESOURCES 6,30% - - - hd 6,305
DEVEL PMENT RESCURCES - - - he - -
CHILDREN'S SERYICES 517 - - - -~ 577
MIKISTRY (F EDUCATION (health} 1,97 - - - - 1,910
WORKMEN'S COMPENSATI (N BOARD 15,280 - - - - 15,280
OTHER PROGRAMS 8,329 - - hd - 8,329
Menicips| Mee Hh Programs 49,743 - - - - »,7¢
LOCAL HEAL TH AGENCIES 47,537 - - - ~ 41,957
GENERAL WELFARE ASS|STANCE 2,186 - - - - 2,186
CHILDREN'S AID SOCIE THES - - - - - -
NURSES SERVICES - - - - hd -
MUNICIPAL AMBULANCE SERYICES - - - - hd -
MUNICIPAL HOSPITALS - - - - -~ -
MUNICIPAL HOMES FOR THE AGES - - - - ~ -
TOTAL 3,646,378 943,820 19,098 69, 301 124,634 4,002,257

296
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CURRENT OPERATING

TABLE 5
INCOME ONTARIO 1977-78 ($000)

CINUTNT OPERATING GINEFOMENT PRIVATE BUSINESS
INCOE nY
SOAXE Provincial Persons Uninc. |iInsurance |Other INVEST- | RECOV-
IEALH Local |Unspeclfled Busi~ |Companles MENT ERIES
CARE TOTAL Vodoral [Minlstry Other w.C.B. Resldents |Nonres. |ness INCOE |AND
DOLIVERY INCOME of Minlsteries SALES
Hoa lth
MEALTH CARE DOLIVERY  {6,191,904 ]32,614 3,033,739 [268,151 28,637 159,825 |194,027 1,258,451 J46,92¢ |- 265,749 {794,811 |22,201 |146,775
Institutional Unlts 5,140,983 32,036 [2,130,126 |267,423 28,637 [27,018 |181,293 153,727 |46,924 |- 54,522 71,731 {20,233 {127,313
HOSPITALS 2,55%9,65%% 32,036 1,997,843 - 28,637 7,300 (181,293 69,796 146,924 - 54,522 1,065 {20,233 |120,006
Genoral and speclal 2,330,306 | 4,511 1,983,105 - 28,637 7,300 - 69,680 146,924 - 54,522 - 120,233 {115,474
Montali 107,354 340 - - - - 181,293 116 - - - 1,065 - 4,532
Fedoral A1,915 27,177 14,738 - - - - - - - - - - -
HOMES FOR SPECIAL CARC 581,328 - 132,203 267,423 - 19,718 - 83,931 - - - 70,666 - 1,307
Professional Services 1,352,268 - 839,636 - - - - 394,334 - - 118,298 - - -
PHYSICIANS 913,389 - 835,708 - - - - 77,681 - - - - - -
DENTISTS 356,679 - 3,928 - - - - 248,364 - - 104,386 - - -
OTHER PROFESS|ONALS 82,201 - - - - - - 68,289 - - 13,912 - - -
Retal |l Distributors 777,380 - - - - - - 684,451 - - 92,929 - - -
of Drugs and Appilances
DRUG STORES 619,818 - - - - - - 526,889 - - 92,929 - - -
DTHER RETAIL QUTLETS 157,%62 - - - - - - 157,562 - - - - - -
Private non—profit
tisalth Qrganlzatlions 83,044 518 20,277 728 - 7 12,734 25,939 - - - 1,351 1,968 | 19,462
DISEASE AND DISARILETY 30,996 497 1,637 724 - 7 2,144 18,976 - - - 808 1,459 4,754
MENTAL HEALTH 20,592 91 18,640 - - - 350 443 - - - 378 70 620
GENCRAL HEALTH 31,456 - - 4 - - 10,240 6,520 - - - 165 439 14,088
Community ond Olher 196,229 - 43,700 - - }32,800 - - - - - 1,729 - -
Hoafth Ciinics
PUBLIC HEALTH UNITS 76,500 - 43,700 - - 32,800 - - - - - - - -
QCCUPATIONAL HEALTH
UNITS 72|;729 - - - - - - - - - - 721,729 - -




accounts required considerable time and resources since data sources had to be
located and estimation methods devised where no data were available.

Difficulties in obtaining some of the data for the sample Ontario accounts

indicated another possible statistical benefit of the accounts framework, that of
providing classifications which could be utilized by health care delivery organiz-
ations in their generation of health care data.
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