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On July 1, 2017, Canada celebrated 150 years of Confederation. Yet, despite the progress that 

has been achieved since 1867, many of the same public policy challenges that faced the Canada of 

yesteryear continue to impact the Canada of today. At the same time, policymakers are faced with new 

challenges influenced by social, environmental, technological, and economic change. These longstanding 

and emerging public policy issues are explored in this year’s issue of the Queen’s Policy Review, which 

we hope will inform, and encourage reflection and discussion among policy wonks. 

 This year’s issue opens with an exploration of the continuing challenges faced by some of 

Canada’s most marginalized voices. For Canada’s Indigenous peoples, the Canadian Sesquicentennial 

also marked more than 150 years of colonization and a celebration that overlooked the presence of 

Indigenous communities long before this period. Due to this legacy, Canada’s Indigenous peoples were 

one of the last groups to receive the vote, with those on reserves not allowed to vote until 1960, and 

remain one of the groups with the lowest voter turnout. Joshua Shapiro’s briefing note discusses some 

of these challenges and poses options to improve the political participation of Canada’s Indigenous 

peoples
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Recommendations & Implications 
 
Policy Option 3: Incentivize Voting 
 
 After analyzing each option, it is determined that the government should offer incentives to 

Aboriginal voters, in the form of either coupons, gift cards, or tax rebates, for which voting receipts can 

be given at polling stations. Perhaps the greatest aspect of such a policy is that incentivizing voting is 

almost guaranteed to improve turnout rates. It is found in experiments to work (Carter, 2015: 

bloombergview.com). For example, an experiment showed that "paying cash rewards of $25 raised 

turnout in a municipal election from 15 percent to 19 percent", a significant amount. Next, initiatives 
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Why Lesbians?  
 
The LGBTQ+ (lesbian, gay, bisexual, transgender, and questioning/queer) community 

encompasses a multitude of identities. I do not think that analysing everyone who fits under this will 
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1995 domestic violence policy. The original policy was created to coordinate all sectors involved in 

domestic violence so that they could work together (Quebec 1995, 11). In addition to nine guiding 

principles (30), there were also four focal points for intervention: prevention and promotion, detect 

situations of violence, implement special measures for First Nations and Inuit, and adapt for special 

clientele, and finally, intervene (32). These focal points and guiding principles remain central in the 

current Action Plan (2012-2017), which now further includes one hundred measures to combat 

domestic violence in the general population, and thirty-five measures directed towards the Aboriginal 

community3 (Quebec 2012, Message from the Ministers). Additionally, the policy offered services to 

individuals in isolated areas, and adapted their services to meet the needs of certain populations, such 

as the elderly, Aboriginal people, gays and lesbians, cultural communities, people with a disability, and 

abused men (Quebec 1995, 15). Since these groups are among those listed in the current Action Plan, 

and lesbians may intersect in one or more of these groups, intersectionality will be useful in identifying 
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(390), and that there are consequences of this invisibility, such as lack of access to services (389). This 

demonstrates that intersectionality is needed to move beyond a heterosexual framework in domestic 

violence policy to illustrate the diverse ways lesbians experience it.  

 
 
The Intersectional
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changed from something that was considered a “private matter” to a “criminal matter” and legislation 

over the years both federally and provincially has changed to reflect this (Department of Justice 2002, 

2). Naming the violence has changed historically, and has included the following: wife abuse, wife 

assault, violence against women in relationships, spousal abuse, and partner abuse (Department of 

Justice 2002, 1). Regardless of how domestic violence was named, the implication remained that women 

were the victims, and this remains true today despite efforts to de-gender abuse, as evidenced by the 

term “intimate partner violence.” 
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example, the policy states that “gender equality is the primary condition for elimination of domestic 

violence” (Quebec 2012, 2). One of the objectives of the policy is to promote egalitarian relationships 

between men and women, and girls and boys (Quebec 2012, 5). By indicating that equality between 

men and women will eliminate domestic violence, it is a heteronormative assumption that most 

individuals involved in domestic violence are in heterosexual relationships, and that gender is the most 

important inequality. Egalitarian relationships are certainly important; however, if egalitarian 

relationships are promoted between women and men, then those attracted to the same
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to work and receive benefits simultaneously our understanding of what it means to be retired is blurred. 

Finally, when discussing the middle class we will see that academics and politicians tend to define them 

differently. This paper is structured with three main components: First, it will explore the origins of 

contributory pension policy and its role in helping individuals prepare for retirement. Second, the paper 

will look at the Canadian population today and how they are saving for retirement. Finally, the paper will 

look at the CPP expansion proposal and argue that if the goal of the CPP enhancement is to help middle 

class families it does not appear to meet that target and will have a negative effect on post retirement 

income for all income brackets. 

 
 
Origins and Evolution of the CPP 
 

The growth of early Canadian cities 
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The proposal for a contribution-based pension scheme did not occur until the 1957 election 

campaign. When the union body Canadian Labour Congress revived the proposal for this type of plan in 

the early 1960s it was well received politically because it was already an active issue of debate. During 
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provide a cushion for the retirement of the baby boomers which are expected to place a maximum 

demand on the CPP by 2021 (Klassen, 2013). The aim of establishing the CPPIB was to reassure 

pensioners and employers that pension assets would be properly managed and funds would be available 

at retirement (Klassen, 2013). Pensioners and emp
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highlighting the impact of familial support, low-wage work, and inequality (Canada, 2010). 

The main sources of income for seniors today are employment income, investment income, Old 

Age Security/Guaranteed Income Supplement, Canada Pension Plan/Québec Pension Plan, and private 

pensions. In 2005, approximately 97 percent of the labour force was contributing towards or receiving, 

CPP benefits (Canada, 2009c; Canada, 2008). Overall, 55 percent of seniors who have retired within the 
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sponsored but individually provisioned, where the individual takes on all the risk; and finally, 

hybrid/mixed plans (H/M) where income is derived from both DB and DC portions (Canada, 2014). DB 

plans were traditionally the predominant plan of the public and private system (Ezra, 2015); however, 

between 1977 and 2011 there was a drop in DB plans in the workplace by 20 percent and an increase in 

DC and H/M plans by 10 percent (Canada, 2014). Overall, pension coverage for private sector employees 

declined from 35 percent in 1977, to 25 percent in 2007, yet when we look at differences by gender we 

find two different stories (Ontario, 2009). Workplace pensions for men declined from 57 percent to 37 

percent while they increased for women from 24 percent to 33 percent (Canada, 2014). The reason 

women see increased coverage during this period while men see a decrease is a result of their 

employment industry with women working in high coverage sectors such as education and health 

services (ibid). Research shows that DB pension coverage in Canada increases with the amount of time 

spent with an employer that is not the result of an age effect (ibid).  

When the responsibility to manage an investment falls on the employee a phenomenon called 

yield disparity occurs where the lower your socioeconomic status the lower your investment income. 

According to Morey (2010) less educated workers are often overwhelmed by investment decisions and 

are more likely to choose default plans with lower earnings. On average, modest estimates conclude 

that less educated workers have a 2 percent lower rate of return per year on their retirement accounts 

than workers with higher education. Even when companies hold educational seminars it has been 

shown that people with lower incomes benefit less from these seminars than people with higher 

incomes (Morey, 2010).  Therefore, a decrease in DB pensions and an increase in DC pensions can result 

in lower earnings for individuals, especially those working in the private sector and those who are less 

educated within the private sector. Other forms of private pensions include Registered Retirement 

Savings Plans (RRSPs), private investments and other income or assets. Approximately 38 percent of the 

labour force in 2005 was contributing to RRSPs (Canada, 2009c; Canada, 2008). RRSPs and other private 

investments primarily target people in middle or high income brackets and are not very effective at 

helping low income individua
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with its employees regarding their pensions after an eight-year battle in court that will result in 

Canadian employees receiving 40 cents on the dollar for the pension payouts. This highlights the 

uncertainty that pensioners can face especially for those who are employed by American companies 

that are not under the same legal obligations to their employees (The United States, 2017). 

Another important factor impacting retirement benefits is the nature of employment. Pension 

benefits are based on the number of hours an individual has worked throughout their life (Canada, 

2016f). Full-time employment is defined as working at least 30 hours per week in one main job (Canada, 

2015b). Although the full-time employment rate in Canada has risen modestly since 1976, we again note 

differences between men and women. Apart from women aged 25 and under who have seen a decrease 

in their full-time work, women overall have greatly increased their full-time work participation. This is 

different for men overall who have seen a significant decline in full-time work that cannot be explained 

by a preference for part-time work (Canada, 2009b). Additionally, a large portion of increased part-time 

work is a result of the inability to find full-time employment and cannot be fully explained by a decline in 

labour market participation or an increase in the unemployment rate (Canada, 2009b). We can see that 

there is a trend towards fewer opportunities for individuals to save for their retirement, whether it be a 

result of earning less or saving less over their working life. Change in the nature of work and 

employment contracts in a post-industrial and increasingly service and knowledge dominated economy 

is a phenomenon not unique to Canada but implies a rethink of pension design.  

 
 
CPP Expansion   
 

How successful are Canadians at saving for retirement? People do not always act in their best 

interest when it comes to retirement savings and Canadians tend to have sub-market performance in 

their investments compared to their American neighbours (Kesselman, 2010). Additionally, Canadians 

are living longer lives which increases their risk of outliving their savings (Canada, 2015a). Life 

expectancy in 1960 for Canadian men and women was 68 and 74 respectively compared to 2013 which 

was 79 and 84 (Canada, 2017). If we kept pension policy at the current status quo we would likely see an 

increase in reliance on OAS/GIS in the future, which should be avoided, because it is financed by the 

general tax revenue of Canadians. 

In June of 2016, Canada’s Minister of Finance Bill Morneau met with provincial and territorial 

Finance Ministers to discuss retirement security for Canadians where they agreed, in principle, to work 

on enhancing the CPP (Canada, 2016c). Before talks about the expansion of the CPP began in earnest, 

several provinces were already consulting with one another about the need to expand pensions for their 

workers including British Columbia, Manitoba, Ontario, New Brunswick, Nova Scotia, and Prince Edward 

Island (British Columbia, 2010). They argued that because CPP is the most practical approach to 

strengthen retirement income in Canada, serious consideration should be given for its expansion. 

In the CPP expansion backgrounder, the Ministry of Finance argues that the middle class is not 

saving enough for retirement (Canada, 2016a). One problem with using the term middle class is that 

there is no clear definition, and as a result, economists, political theorists, sociologists, and politicians 
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contribution cap will have a negative impact on estimated maximum pensionable earnings for 

individuals retiring in 2025 compared to those retiring in 2016. Projections from Finance Canada (2016h) 

estimate that the income gap for at risk families will be reduced by approximately 45 percent; however, 

when we refer to the simplistic calculation of benefits above there does not appear to be any increase in 

maximum pensionable earnings. If the goal of CPP enhancement is to help middle class families it does 

not appear to meet that target. 

 
 
Conclusion 
 

The history of contributory pensions in Canada is long and complex. There are many variables 

that interact with retirement and employment that leave us with rudimentary summaries of a rich and 

diverse field. With the introduction of the Canada Pension Plan in 1966 the incidence of low income for 

people aged 65 and older dramatically reduced. Since the 1960s, Canada has seen an increase in life 

expectancy and an improved quality of life for retirees, a reduction in workplace pensions, and an 

increased reliance on the third pillar post retirement. Currently, Canadians in every tax bracket do not 

save enough for retirement. With the CPP enhancement, the labour force will be required to pay larger 

payroll taxes. Looking at the reforms Finance Canada has proposed to achieve the goal of increased post 

retirement income from the CPP it does not seem apparent that they will be successful especially for 

low income Canadians who face decreased take-
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most—if not all—of the jobs offered by the ‘sharing economy’)3. According to Statistics Canada, there 

were 2,017,900 Canadians, or 13.1 percent of the national labour force, employed in temporary 

positions as of November 2016 (Statistics Canada, 2016a). 

With the ratification of ILO Convention 100 “Convention concerning Equal Remuneration for 

Men and Women Workers for Work of Equal Value” (simply referred to as ‘equal pay for equal work’) in 

Canada in the early 1970s, the number of women in the workforce began to rise, but so did forms of 

contingent work, most notably part-time employment (Fudge & Vosko, 2003). This was the case for 

Canadian workers as shown in Figure 3, where part-time employment rose from 11.62 percent of the 

labour force in 1976 to 17.59 percent in 2015 (Statistics Canada, 2016d). Katz & Kreuger (2016) found 

that formal precarious work in America rose to more than 50 percent from 10.1 percent of the total 
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Insurance, CPP, and holiday pay.4 While this type of arrangement is rare, it highlights the trend of SER 

employment becoming precarious. 

A less ambiguous yet equally important distinction is between formality and informality. 

Subsisting via informal means can result in a variety of undesirable outcomes for both the precariat and 

government institutions. It necessarily entails a cash economy, which, while offering short-term gains 

for individuals who escape the tax wedge, is negative in the long-term because it does not entitle 

workers to public benefits. According to the guidelines endorsed by the 17th International Conference of 

Labour Statisticians (ICLS) in 2003, “employees are considered to have informal jobs if their employment 

relationship is, in law or in practice, not subject to national labour legislation, income taxation, social 

protection or entitlement to certain employment benefits” (Hussmanns, 2004). These guidelines are 

further endorsed by the International Labour Organization (2013b), which in Canada includes access to 

public employment benefits such as EI, CPP, and holiday pay (Lewchuk et al., 2013, p. 37). Moreover, 

governments should strive to avoid informality because it lends itself to tax avoidance as there is no 

incentive for informal workers to self-report their cash transactions and no way for governments to 

keep track of them. Since informal workers are not covered by any legal statutes, such as the 

Employment Standards Act in Canada, they have very little legal bargaining power, which puts them in a 

highly vulnerable state. Informal working conditions often exist outside of regulatory environments, 
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even live at home) well into adulthood, so this paper will focus on policy responses that speak to their 

needs, specifically those related to rental housing. 

In the 2016 Rental Market Report for Greater Vancouver, the Canada Mortgage and Housing 

Corporation (CMHC) (2016) noted a decrease in the region’s vacancy rate to 0.7 percent overall. 

Meanwhile, the average rental price rose 6.4 percent between 2015 and 2016 to $1,223 per month. The 

CMHC notes this is problematic, acknowledging “[t]his is well in excess of the allowable rent increase for 

2016 of 2.9 per cent for existing tenants, as set by the BC government Residential Tenancy Branch, 

suggesting that new leases were signed by many tenants” (Canada Mortgage and Housing Corporation, 

2016, p.3). While that may be true, they attribute this surge of new leases to a significant number of 

“building upgrades and renovations,” (Canada Mortgage and Housing Corporation, 2016, p.3) which is 

also an eviction method that has now become a ubiquitous term among Vancouverites: ‘renoviction’. In 

British Columbia, a renoviction has long been the most common method of legally empowering 

landlords to evict a tenant on the grounds of building renovations or a having a family member move in 
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arrangements that do not provide security of tenure while tens of thousands of dwellings sit empty. 

Meanwhile the city’s 2016 homeless count found there were 1,847 people without permanent housing 

in Vancouver (Thomson, 2016). 

 

 
 
Recalling Minister Morneau’s remarks about the persistent ‘job churn’ young Canadian workers 

are currently experiencing, it is worth noting that annual incomes in Metro Vancouver have been some 

of the lowest in the country on average, and consistently below the national average since the turn of 

the millennium (see Figure 5). Moreover, the data in Figure 6 shows that while full-time employment 

from 2006 to 2015 was somewhat volatile, part-time employment was much more so, illustrating how 

unstable this type of precarious employment can be. 

More interesting though is the change of these employment types over the same ten-year 

period, as seen in Figure 7 below. During this time, full-time employment in Metro Vancouver rose by 

11.60 percent, whereas part-time employment rose by 19.73 percent (Statistics Canada, 2016e). 

Additionally, as illustrated in Figure 8 below, we can see that British Columbian temporary workers 

earned roughly two-third the average annual wage that their permanently employed counterparts did 

over the ten-year period from 2006-2015 (Statistics Canada, 2016c). Both the increase in part-time 

labour and gap in earnings for temporary workers illustrate the instability and inequality of these 

employment types, making it clear that precarious work is on the rise in Vancouver. Of course, these 

figures do not account for the informal work that is also occurring. 
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POLICY RESPONSES TO PRECARITY 
 

As precarity continues to grow in Vancouver—and elsewhere—a number of policy responses 

and local economic development strategies are being implemented. In Vancouver, the Downtown 

Eastside Community Economic Development Strategy is seeking to formalize workers in the informal 

economy through a series of quick-start projects with community partners suggested by the local 

Business Improvement Association. For example, bottle pickers have begun to formalize their activities 

under projects like United We Can and The Binners Project. Similarly, informal waste pickers in Bogotá, 

Colombia were formally acknowledged as public service providers in 2013. This is a strong example of 

the benefits formalizing can have, such as enabling the government to collect taxes, creating 

institutional partnerships, and strengthening workers’ identities and their ability to organize (UN- 

Habitat, 2015b; Informal Economy Monitoring System, n.d.). 

There has been support for citizens’ right to the city in many parts of the world, where residents 

without adequate housing have found alternative housing solutions (e.g. slums, squatting), but such 

methods have not yet taken hold in North America. Since there seems to be little political will to ban 

housing speculation (i.e., the act of purchasing a dwelling with no intention of living in it to allow for a 

quick resale), a common sense
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throughout, is a discussion of the arguments, economic and otherwise, that the GNWT might employ to 

achieve its objectives. 

 

 
 
* The Northwest Territories. The NWT has a population of 44,381 (2017). 50% of the population is 
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shows that in the Canadian north, the most significant economic impacts tied to mine closures are not 

the closures themselves, but rather the induced effects related to economic and demographic shifts in 

the household sector followed by consumption.11 In the NWT, ripple effects will occur elsewhere, 

including in construction, transportation, wholesale and retail trade and real estate. Construction and 

transportation companies will likely see a decline in profits. Residents can expect the housing market, 

currently marked by high prices and limited availability, to cool off as more people leave and fewer 

move north.  

Population growth has also been flat over the last decade.12 This is problematic, in part, because 

the Territorial Formula Financing (TFF) transfer from the federal government accounts for a whopping 

68% of government revenues and is calculated primarily on the basis of population.13 As the population 

stagnates, so too does the value of this crucial transfer. The population is also aging—the number of 

children aged 5 to 18 years is declining and the number of persons aged 60 and up is increasing.14 

The government must steer the economy in a direction that allows it to remain an attractive 

place to live and work. But resource reliance, while unavoidable to a certain and perhaps large extent, is 

unsustainable. The so-called “resource curse”, which reports a negative association with mining and 

economic development, has been well-documented. As the literature suggests, however, context-

appropriate management of resource revenues can lead to positive economic development.15 The next 

section will briefly summarize and assess the current government’s approach to this situation. 

 
 
Part II: Current Government Strategy 
 

The Minister of Finance’s mandate letter commits to “responsible spending and prudent and 

affordable debt management to ensure the long-term fiscal sustainability of the government.”16 In 2015, 

the government introduced the Fiscal Responsibility Policy (FRP), requiring operating cash surpluses to 

pay down debt and at least half of the annual capital budget to be funded by cash from operating 

surpluses.17 Among other things, the Minister of Finance is responsible for implementing a new 
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Administration Act to improve overall fiscal responsibility. The previous government also established a 

heritage fund for future gen
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Narrative 

The Council’s recommendations parallel The GNWT’s opportunities for 
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Part V: Getting Beyond Boom and Bust? 
 

On its current path, 
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best plan for a sustainable future.      

 
 
Conclusion  
 

The NWT has time to plan for mine closures and the narrowing surpluses that come with it. The 

NWT’s economic standing is still relatively strong compared with the provinces. In 2013-2014, net debt 

to GDP was only 9.5%, though this increased to 20.3% in 2014-2015.56 With minimal own source 

revenue, the critical variable keeping the territory afloat is federal transfers. As population stagnates 

alongside the TFF, the NWT’s ability to persuade the federal government to continue, or perhaps 

increase, its support is vital.   
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private sector (Burgess, 2007).  

Much of the world’s developing nations have populations largely below the poverty line, with 

poor infrastructure, minimal disaster surge capacity and weak public health systems; these populations 

are the most vulnerable to climate change and extreme weather patterns. Therefore, developing cities 

worldwide are at an especially high risk for deaths, diseases, disabilities and other health impacts that 

act as barriers to the progress of global health goals (“Emergency Risk”, 2013).  

While it is well documented that global burden of disease is disproportionately higher in low- 

middle-income-countries (LMICs) than in high-income countries (HICs), inequities also exist within HICs, 

where vulnerable populations have significantly worse health outcomes than the larger population (Patz 

et al., 2007). Within Canada, these disparities exist between the health of the lower and mid to high 

socio-economic populations. These differences cannot be attributed to a single factor – across the board 

people of lower socio-economic status have higher rates of health burden – but some have larger 

margins. Compounding this, there is also a large body of evidence to demonstrate that disasters 

particularly affect the poorest and most marginalized people, all the while exacerbating vulnerabilities 

and inequalities (PreventionWeb, 2015). 
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development, unsustainable economic and social processes, and of ill-adapted societies 

(PreventionWeb, 2015). In light of this, the Hyogo Framework and the following Sendai Framework 

reflect a global shift away from disaster management and toward disaster risk management 

(PreventionWeb, 2015). Similarly, the focus of health emergency management should continue to be 

rerouted from response and recovery to prevention by means of resilient infrastructure through sound 

urban planning and health emergency management initiatives. The ability to understand, analyze and 

address the emerging risks to populations affected by emergent events is critical to foster health gains 

rather just mitigate the new concerns. 

 
 
Risk Management 

 
Disasters are an indicator of development failures, meaning disaster risk is a measure of 

sustainability of development, which can be affected by several risk drivers, including poverty and health 

inequities, rapid urbanization, climate change, and environmental degradation (PreventionWeb, 2015). 

It is important to understand “disaster risk requires us to not only consider the hazard, our exposure and 

vulnerability but also society's capacity to protect itself from disasters” (PreventionWeb, 2015). 

Risk management can incorporate prevention policies and mitigation programs to reduce 

exposure and vulnerability through economic arguments to invest more in disaster risk reduction, 

resulting in a net gain of recovery versus response costs (Bosher, 2006). This preventive approach 

includes protective infrastructure, early warning systems, regulations on land use, and building codes, 

ultimately creating a resilient framework that equips a system, community or society with the ability to 

resist, absorb, accommodate and recover from hazards in a timely and efficient manner (Bosher, 2006). 

Resiliency also entails continuity of services, increasing capacity and reducing losses of production 

(Bosher, 2006). In this respect, governments play a crucial role in strengthening the resiliency of their 

communities and critical infrastructure networks. Furthermore, governments must maintain transparent 

and accountable crisis management all the while providing robust leadership (Bosher, 2006). To foster 

this development, government policies should support the “exchange of practice and experience to 

better deliver this fundamental role in an evolving context of trans- boundary risks” (p. 9), especially in 

the critical hubs of the global economy (Bosher, 2006). 

Accordingly, pre-crisis planning is the most important stage of health emergency management. 

During this time, it is essential to identify resources, develop training plans, foster alliances with 

stakeholders, and develop and test communication systems (CDC, 2014). Crisis management policies 

and practices should focus on key public governance issues inclusive of overall crisis governance 

framework, establishing the role of science and expertise and clear leadership. Such governance would 

also include the monitoring of networks, and facilitating international cooperation. Importantly, 

initiatives should aim to establish a network of crisis management to exchange practices and encourage 

conversation (Baubion, 2013). 

Efforts to mitigate the harmful effects associated with emergencies will benefit from a proactive 

approach that encompasses health promotion, health protection, and personal health services, 
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increases community and country capacities, and supports resiliency in health systems (“Emergency 

Risk”, 2013). Strategic planning should involve innovative development through comprehensive 

emergency response plans, prevention measures, incident management systems, and education and 

training initiatives (Siebold, 2006). 

 
 
The Role of Evidence 
 

Health emergency management as an emerging field means that effective strategies are not yet 

standardized and that evidence is somewhat limited (Siebold, 2006). The field itself is evolving to meet 

the new demands of emergency management, but the inconsistencies in terminology and concepts 

hinder comprehensive research and evaluation methods (Siebold, 2006). Other barriers to evidence 

include difficulties quantifying issues and breaking down concepts into workable scientific questions and 

solutions (Siebold, 2006). 

As public health defines its role in health emergency management, identifying best practices is 

crucial, as is defining the relationships between health care actors and non-health care actors (Lynch & 

Cox, 2006). By moving away from anecdotal evidence, performance indicators can be identified to 

compare with benchmarks to develop quality management. With evidence, governance and 

accountability mechanisms can be developed to ensure the environment is professionally managed 

(Lynch & Cox, 2006). 

A variety of models of emergency management exist internationally, but there is no one system 

identified as optimal (Lee, Phillips, Challen & Goodacre, 2012). While evidence helps remove 

uncertainty, ideology, values, and principles affect what is accepted as valid in
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this approach. First, environmental changes have already challenged the health and economy of many 

nations, and are part of an increasing global trend; second, rural and underserved communities are the 

most vulnerable to these risks, exacerbating present non- climatic inequities; and third, current regional 

differences will become less dist
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(Baubion, 2013). With the transformation from agrarian to urban and industrial, through driving forces 

such as globalization and urbanization, there are increasing threats to the environment – and thereby to 

us. In combination with climate change, these forces are contributing to an unprecedented frequency 

and scale of crises, with trans-boundary and cascading effects from natural, biological, technological and 

societal hazards (Baubion, 2013).  

The social determinants of health are influenced at proximal (immediate environmental risk), 

intermediate (occupational groups at increased risk) and distal (possible underlying environmental risks) 

levels (Prüss-Üstün & Corvalán, 2006). While urbanization poses many threats, the health of natural 

ecosystems is the prevailing natural determinant of health. Some populations are more vulnerable to 

specific determinants than others: the health disparities that are created through this interplay are not 

homogenous and interact in diverse contexts. What is apparent in the social determinants of health is 

the interplay on each other - no one determinant stands alone. Within this interaction, the environment 

plays a major role and stands to be the most influential determinant of health (Prüss-Üstün & Corvalán, 

2006). 

The environment encompasses the social, natural, cultural and physical surroundings that are 

external to the human host; the modifiable environment is more acutely the physical, chemical, and 

biological factors, as well as behaviours related to the environment (Prüss-Üstün & Corvalán, 2006). For 

the purposes of public health interventions, the WHO has reduced this definition to “those parts of the 

environment that can be modified by short-term or longer-term interventions, to reduce the health 

impact of the environment” (Prüss-Üstün & Corvalán, 2006, p.22). 

Approximately one quarter of the global disease burden is attributed to modifiable 

environmental factors. This portion increases to one-third of the disease burden among children. 

Annually, this accounts for four million environment-caused child deaths per year. This 
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Corvalán, 2006). Transportation networks and health care infrastructure are key elements of a 

community’s recovery. Consequently, health care professionals should be involved with urban design, 

planning, construction, operation, and maintenance of critical infrastructure to increase the resiliency of 

essential lifelines (Bosher, 2006).  

Environmental health interventions are cost-effective and produce benefits that extend beyond 

the health care sector, contributing to an increase in overall well-being of communities. These initiatives 

support environmental health components of international agencies, including land use patterns, energy 

use patterns, urban design, action to limit climate change, use of adequate building materials, building 

codes, and air and water quality (Prüss-Üstün & Corvalán, 2006). 

 
 
Roles of the government and emergency management 
 

The changing landscape of crises and their associated cascading effects has challenged risk 

management and political leadership globally (Baubion, 2013). Unexpected circumstances such as an 

unpredictably large scale; new or unprecedented or unusual combination; and a trans- boundary nature 

that does not observe geographic or policy boundaries often lead to gaps in information sharing 

(Baubion, 2013). The cascading risks become active threats themselves as they spread across health, 

climate, social and financial global systems. This non-linear nature has rendered traditional crises 

management a new risk, as it fails to mitigate further health burdens (Baubion, 2013). Furthermore, 

substantial public governance issues arise, as crisis management is often coordinated at the centralized 

government level but exercised at local or municipal levels. These disconnects create various barriers to 

effective crisis management, and are susceptible to a myriad of strategies that work at cross-purposes 

with different sets of goals (Baubion, 2013). 

Similarly, the wave of privatization and decentralization has reduced overall capacities in 

governments to take direct action, while citizens’ expectations of government transparency, 

responsibility and ethics are increasing in the face of new challenges (Bennett, Carney & Bailey, 2012). 

The role of the federal government is unique to public health emergencies, which require a flexible 

multi-level framework that allows for the appropriate response arrangement necessary, as well as 

serving many legal and social purposes (Bennett, Carney & Bailey, 2012). 

Local NGOs and civil society organizations are key players in maintaining a culture of 

preparedness, yet the increasing number of players involved in crisis management requires greater 

coordination of a variety of stakeholders (Baubion, 2013). Furthermore, the mix of organizations 
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categorization is often unfounded, and can result in changes to social and economic integration, 

discrimination based on stigma, and overall lower reporting of well-being. Fortunately, cultural 

education has proven to be an effective tool in changing practice. This training requires a process of 

consultation, developing partnerships, and encouraging engagement from all levels of stakeholders 

(Durey, 2010). Education also brings about a conscious awareness of personal bias that may have 

otherwise affected services provided (Durey, 2010). 

 
 
Technology and communication 
 

The American Centres for Disease Control and Prevention (CDC) acknowledges the public’s need 

for instant and credible communication during the time of a crisis. The crisis and emergency risk 

communication (CERC) approach allows public health officials to provide credible and pertinent 

information, preventing further damage and harm to the population. The approach opens lines of 

communication with stakeholders and the public, embracing principles of time-sensitivity, accuracy, 

honesty and truthfulness, empathy, action, and respect (CDC, 2014). 

On the other hand, barriers to technology and communication can hinder public health efforts. 

Further investments to improve low-tech information delivery and develop systems for faster 

adaptation are required to build capacity of the emergency management system. This encompasses E-

health, including its ability to increase literacy, as well as help remove barriers, transferring knowledge 

at a much quicker rate (CDC, 2014). It allows individuals to access information that was once only 

available through a physical visit, removing barriers to knowledge (CDC, 2014). At the same time, there 

are possibilities it will increase inequities as those who require the most help cannot always afford 

technology. Initiatives to create wider accessibility to technology can reduce this gap. 

 
 
Conclusion 
 

Considering this changing landscape of crises, international agencies are taking on the necessary 

tasks of discussing and assessing current practices and approaches, and most importantly, identifying 

good practices. Health promotion initiatives for resilient communities are aided by legislation, as the 

role of the government becomes the critical factor when capacities are disrupted. Mitigation and 

adaptation techniques need to work in tandem with efforts to improve urban health equity. Without 

targeted interventions, health inequities are likely to continue to grow both globally and within Canada. 

Most OECD governments have accounted for the changing nature of risks and crises, but as crisis 

continue to evolve, even the most resilient systems will face challenges. 
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ABSTRACT 

As of 2016, Canada ranks 9th in the world on the Human Development Index. This relatively good standing, 
however, is not consistent throughout the country. The provision of ‘human security’, as outlined in the United 
Nation Development Program’s (UNDP) 1994 human development report, is arguably much stronger in urban 
centres than in Canada’s remote and rural north. Looking beyond the health benefits, this paper assesses how the 
implementation of telehealth in Canada’s northern and remote communities led to an increase in other areas of 
human security. Specifically, this paper argues that the presence of telehealth services in remote communities 
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amongst various levels of government and resistance to change.9 These difficulties are manifested in 

numerous developed nations that, like Canada, have large geographical areas. While much of the 

existing literature on telehealth centers on case studies in Australia and the United States; however, in 

recent years, a greater focus has been given to telehealth practices in the developing world.  

Regardless of the regional focus, the studies consistently highlight the health benefits provided 

by telehealth. These include, but are not limited to, access to specialists, education on a variety of health 

topics and empowerment. The latter concept is a result of telehealth’s ability to educate and advise 

individuals, yet ultimately allow those using the service to make health related decisions on their own 

accord. More specifically, telehealth can help eliminate three basic threats to security: susceptibility to 

epidemics, lack of access to healthcare services, and insufficient access to healthcare personnel.10 What 

fails to be addressed, however, are the greater ripple effects that telehealth has on a remote 

community. Besides the well documented health benefits of telemedicine, this paper explores how the 

implementation of telehealth in Canada’s northern and remote communities may result in an increase in 

other areas of human security. 

 The simple classification of telehealth exclusively as a health policy neglects its broader societal 

impacts. Specifically, this paper argues that the existence of telehealth services in remote communities 

indirectly impacts an individual’s economic, environmental and cultural security. As aforementioned, 

these elements of security are all components of the UNDP’s definition of human security. From an 

economic perspective, telehealth reduces the opportunity cost for the individuals and stimulates 

economic growth in the local community. Telehealth encourages job creation at the local level with 

respect to physician recruitment and retention, initial set up, lab work, and local pharmacy revenues.11 

Environmental security stems from a reduction in greenhouse gas emissions associated with healthcare 

by using telehealth information and communication technologies (ICTs) to provide healthcare advice, 
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resulting feature of telehealth’s flexibility to accommodate particular cultural needs. By expanding the 

area of influence and highlighting these greater consequences, it is hoped that this paper will better 

showcase how telehealth and human security are directly proportional. Relying on data collected from 

studies on telemedicine in northern and remote communities in various countries, this study will look at 

the link between health, the economy, the environment and local culture. Through the three lenses, it is 

hoped that the notion of telehealth as an instrument to increase human security will become more 

easily perceived.  

 
 
II. THE ECONOMIC BENEFITS OF TELEHEALTH 
  

An increase in telehealth access is a contributing factor to an increase in economic status 

inasmuch as a healthy workforce is perceived as being more productive. In fact, from a global lens, the 

relationship between population wellbeing and economic performance is perceived as directly 

proportional.13 As Richard E. Scott and Maurice Mars observe, “[c]ountries differ substantially in their 

levels of health and well-being, but in general terms those countries with higher well-being are those 

that are more economically developed with higher personal income leading to better health.”14 This 

statement, however, neglects the fact that, despite a country’s ability to boast a high average income, 

the cost of accessing healthcare varies with the region. Additionally, this measure is not reflective of the 

income earned by remote populations. Both income and the cost of accessing healthcare affect health 

outcomes regionally. Studies on telehealth in remote areas tend to fixate on the specific cost-benefits 

that result. In his remote community centric study looking at rural hospitals in the United States, Brian 

A. Whitacre develops a framework that splits the economic benefits in a local community into four 

categories: “1) hospital cost savings from outsourcing telemedicine procedures; 2) transportation 

savings to center patients; 3) missed work income savings to center patients; 4) lab/pharmacy work 

performed locally.”15  

The opportunity costs that telemedicine presents for healthcare systems are very visible 

throughout the literature. For example, by establishing a paediatric burn telehealth service in 2005, the 

state of Western Australia saved an annual average of $1.89 million AUD.16 Similarly, the Brazilian state 

of Minas Gerais in 2005 invested $9 million USD in a telehealth system for its 19 million residents. This 

initiative yielded a cost savings of $20.08 million USD within a period of 5 years.17 In the Canadian 

province of Ontario, a six month study between October 2008 and March 2009 on healthcare related 

travel found that the introduction of a telehealth system lead to a decrease of $192,665.88 CAD in 

 
13 A. S. Bakare and Olubokun Sanmi, “Health Care Expenditure and Economic Growth in Nigeria: An empirical 
Study,” Journals of Emerging Trends in Economics and Management Sciences 2, no.2, (2011): 83-87. 
14 Scott and Mars, 25. 
15 Brian E. Whitacre, “Estimating the Economic Impact of Telemedicine in a Rural Ceƾͅan E. WhitacrƟ ѐ

A. S. 
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claims submitted to the Northern Health Travel Grant.18 The Northern Health Travel Grant provides 

monetary compensation from the government of Ontario, for long-distance travel to access medical 

services that are not available locally. The grant is restricted to those who travel over 100 kilometers, 

access only the nearest health care facility, and accommodation allowances are only provided for one 

evening.19 The grant does not cover trips in ambulances.20 The study in Ontario sampled 282 residents 

who had received teleconsultations in lieu of traveling to receive their healthcare. Given the restrictions 

on the Northern Health Travel Grant, the total money saved from reduced patient travel is likely larger 

than the figure presented. Further, from a remote hospital perspective, telehealth simply makes 

economic sense. As Robert J, Bulik indicates, productivity increases when a physician is able to remain 

and work in one location rather than spend a large portion of time travelling between sites.21  

While the evidence of savings is plentiful, there is an absence of research indicating where such 

funds are being redirected. There is also a lack of literature on the costs associated with the initial 

infrastructure, including access to equipment as well as the set-up costs associated with implementing a 

telehealth system. Such expenses, while context specific, can be presumed to be quite sizeable for 

northern, fly-in communities.22 This is particularly true in terms of introducing video-conferencing or 

local scanning equipment as opposed to mobile telehealth initiatives that work primarily through 

cellphones that residents may already own. The set-up cost is additionally compounded by the lack of 

good quality telecommunications infrastructure in the North.23 The need for preliminary cost 

assessment is important and consistent with findings, albeit limited, that depending on the specific 

nature of the healthcare (primary, emergent, surgical), telehealth is not always the most cost-effective 

nor the best manner to improve effectiveness of health care delivery.24 It is for this reason that it is 

important to give due consideration to the context within which telehealth was studies, when 

interpreting data.  

When assessing 
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through job creation and retention in the local community.25 They are examined in detail below.  

If one of the facets of human security is understood as economic security, then the reduction of 

out-of-pocket travel expenses can be a positive factor in bolstering human security. A qualitative study 

of patient and family experience with video telehealth in rural northwestern Ontario found three key 

categories of benefits to the patients: 1) lessening the burden; 2) maximizing supports; and 3) tailoring 

specific e-health systems to enhance patient and family needs.26 
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in “telemedicine only jobs.”43 That is, it is not typically observed that jobs are created specifically as a 

result of the implementation of telehealth services. The exception to this is outlined in Chris J. Rhoades’ 

study of telehealth in the state of Pennsylvania where she argues that job creation and 

entrepreneurship is only encouraged if technological infrastructure is in place at the onset of the 

introduction of a new telehealth system.44 Notwithstanding local contexts whereby a lab or pharmacy 

would see an increase in work, it can be concluded that on average, a general relationship between 

telehealth and job creation is negligible. The availability of telehealth is a contributing factor to 

retention and recruitment of physicians, but is not a direct one. 

 
 
III. ENVIRONMENTAL BENEFITS AND TELEHEALTH  
 

The benefits associated with reduced travel to access healthcare are not limited entirely to 

individuals. Indeed, it is implicit that there are environmental benefits when reducing the travel 

necessary to maintain a minimal level of health and wellbeing. For example, it is estimated that in the 

United States, 8 per cent of the country’s total greenhouse gas emissions and 7 per cent of total carbon 

dioxide emissions come from the healthcare sector. It is estimated to comprise 3 per cent of the United 

Kingdom’s carbon dioxide emissions.45 In Canada, 2008 figures suggest that health care services, except 

hospitals, are responsible for 3.34 per cent of Canada’s total greenhouse gas emissions.46 This number is 

drastically lower than the aforementioned countries, as transport emissions associate with healthcare 

are not included in the calculation. While it is easy to see the environmental impact when reducing 

travel emissions for patients, Wootton, Tait and Croft state that there are in fact three sources of carbon 

emissions in the healthcare system. In addition to emissions resulting from patient travel, there are the 

emissions resulting from the goods and services consumed by the health system and the emissions 

associated with buildings to be accounted for.47 Within a northern Canadian context, the building 

emissions would likely be higher than average, given the average annual temperature of the region in 

addition to the darkness experienced during the winter. While there 0 612 7./* n,3114(du)5(r)8(in)5(g)-52,31l-8(t)-5( k(t)-5(h10( )-91(t)-8(eldw)10(ea)4(bied)3* n,311410(r)84(r)8(.)] TJ)4( )o)7(n.)4( )
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plagued by higher sea levels.55 
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greenhouse gas emissions from travel, can, by extension, contribute to an increase in environmental 

security.  

 
 
IV. TELEHEALTH AND CULTURAL SECURITY 
 

Arguably, one the best features of telehealth is its adaptability to different cultural contexts. 

Indeed, this was seen as one of the thematic benefits observed in the Sevean et. al. study of video 

conferencing use in northwestern Ontario.61 The 
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the specialist, addresses the issue of telehealth sustainability. As Jonathan Farag writes: “Good quality 

communication – including and beyond language – between the patient and providers will be a glue that 

contributes to quality cross-cultural healthcare delivery though telemedicine.”74  

A subsequent detriment to telehealth’s success is the local community’s willingness to accept 

ICTs. This paper applies Farag’s research in the use of ICTs in sub-Saharan Africa to First Nations 
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federal governments work together to fund, support and strengthen such practices. Importantly, there 
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Controversy surrounding Lyme disease is abundant. Patients, physicians, and researchers 

disagree about various aspects of the disease, how it manifests, how it should be diagnosed, and how it 

should be treated. From this lacuna, numerous diagnostic protocol and treatment regimens have been 

proposed as more suitable than current guidelines, with varying degrees of evidentiary support. The 

concern is that allowing patient advocates to play such a prominent role in the development of the 

Framework is not only more costly and slower than expert-driven policy changes, but also that it may 

lead to ineffective or harmful guidelines being implemented. Patient advocates may not contemplate 

resource allocation in the context of the entire healthcare system. They may not be capable of critically 

evaluating scientific information, or understanding the need to fund research focused on understanding 

the disease better rather than funding clinical trials in search of a cure. I argue that the role of patient 

advocates and patient advocacy groups to influence policy making should be defined and limited, 

particularly in controversial situations or where medical-evidence gaps exist. Clear guidelines should be 

established to define the role of patients and patient advocacy groups in health care policy decision-

making to manage expectations and streamline the process. Such guidelines will help ensure that the 

benefits of patient involvement are realized, while protecting the integrity of Canada’s health care 

system. 

 
 

II. Patient Advocacy Groups 
 

A. The Rise of Patient Advocacy Groups 
 

Patient advocacy groups2 are organized non-profit groups that are concerned with medical 

conditions or potential medical conditions and take actions to help people affected by those conditions 

and their families.3 Patient advocacy groups often provide services, such as counselling and support 

groups, they disseminate information via websites and published materials, raise public awareness, and 

promote research.4 These groups generally focus on access to health care services, health inequality, or 

issues related to specific illnesses and diseases, or some combination of the three. Advocacy, defined as 

“a catch all word for the set of skills used to create a shift in public opinion and mobilize the necessary 

resources”5 is used to make institutions more reactive to the needs of particular communities or 

populations.6 In health policy, advocacy is necessary to reframe diseases as a social issue rather than a 

personal problem.7 

Since the mid-1980s, the ability of patient advocacy groups to participate in the Canadian 

 
2 
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political system has increased, resulting in a diluting of the traditional approach of evidence- based 

public health practices.8 This rise can be explained by a variety of cultural, economic, and societal 

factors, including an increasingly educated middle class, tax exemptions for non-profits, increasing 

awareness of new illnesses, syndromes, diseases, and disorders, and technology that makes it easier to 

organize individuals.9 The success of advocacy groups is reliant on their ability to gain credibility, which 

they have been able to secure in a number of ways. They have done so primarily by educating 

themselves, leveraging their power as research subjects, a job only they are capable to fill, and 

recruiting experts who support their agenda. Advocates have also relied on self-educating. The 

increasing availability of scholarly articles, clinical trial results and other reputable forms of evidence has 

made it easier for non-experts to educate themselves. This can make it easier for patients to be taken 

seriously by experts, but it also increases the likelihood that information will be misinterpreted.10 

The internet and social media have played an important role in the flourishing of patient 

advocacy groups. Social media has changed the way that individuals and networks interact, share, 

process, and consume health information, starting in the 1990s with the widespread use of the 

internet.11 Patients and other interested individuals share medical information, diagnostic information, 

practical aspects about daily life with the disorder, and potential therapies on blogs, Facebook groups, 

online chats, and other forums.12 Social media has also been utilized specifically to create petitions and 

other campaigns to achieve access to experimental treatments, which is a drastically different approach 

to the traditional course of drug development and expanded access policies.13 Social media and the 

internet present an opportunity for patients and families to learn from others around the world in 

similar situations, which can be helpful, particularly to patients suffering from rare diseases disorders, or 

illnesses. With information being exchanged and shared, it easily becomes vulnerable to 

misinterpretation and inaccurate reporting, making it difficult to determine what information is 

accurate.14 

Over the past few decades, many patient advocacy groups have succeeded in achieving their 

goals. Patient advocacy groups have an inherent credibility as they are perceived as more trustworthy 

 
8 Constance A Nathanson, Disease Preventio
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help to reallocate funding more consistent with public preferences, because scientific curiosity and 

professional reasons, which typically guide research funding allocation often deviate from public 

preferences. Funding advocacy helps to bring the human costs of disease and illness to the forefront of 

the decision-making process. Furthermore, funding advocacy can help raise public awareness, which can 

also lead to higher rates of local funding and charitable giving.21 

However, the power of patient advocacy groups lobbying for research funds can have 

undesirable consequences. It can result in research funding allocation that exacerbates social 

inequalities rather than alleviating them. It can result in funding poor-quality studies where advocates 

are powerful, while neglecting more impactful studies with less powerful advocates. Many interests are 

at stake when research funding allocation decisions are made, and when patient advocates sit at the 

table they do not do so equally across all diseases and illnesses. Groups with powerful connections or 
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research studies.36 It is clear that there are still many unknowns associated with including patients in the 

policy making process. While the benefits are significant enough to warrant continue involvement of 

patients, the possible drawbacks warrant further study into how to best mitigate or eliminate some of 

the above-mentioned challenges, so that the benefits of patient advocacy can be realized and utilized. 

 
 

III. Lyme Disease and Patient Advocacy 
 

A. Background 
 
Lyme disease provides a contemporary case study of the impact of patient advocacy on health 

policy and law, both locally in Canada and internationally. The history of Lyme disease is steeped in 

advocacy. It was first discovered in Old Lyme, Connecticut in 1975 after concerned mothers “pressed it 

into medical consciousness” by advocating on behalf of their children.37 

Lyme disease is now the most common vector-borne disease in North America, and has been 

the source of ongoing controversy.38 There is extensive disagreement regarding many aspects of the 

disease, including diagnosis, treatment, symptoms, and nomenclature, that has created a large amount 

of confusion among patients and the public. Numerous patient advocacy groups have formed in Canada, 

most notably the Canadian Lyme Disease Foundation (CanLyme), a registered non-profit charitable 

organization that focuses primarily on awareness, 
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framework on Lyme disease addressing prevention, education, surveillance, and treatment.42 The 

framework’s goal is to improve current diagnostic and treatment protocols to decrease the physical, 

psychological and financial burdens on patients with Lyme disease. After the FFLDA became law, the 

public was encouraged to provide feedback on the Federal Framework’s goals. The Public Health Agency 

of Canada (“PHAC”) held a consultation period from June 1, 2015 to June 30, 2015  to allow stakeholders 

and Canadians to submit feedback on the three themes of the Conference: national medical 

surveillance, guidelines, and education and awareness.43 CanLyme expressed discontent for not being 

consulted in the creation of the consultation questions, stating that, 

 
Without any consultation with the most important stakeholders, PHAC sent this survey out to 
physicians, nurses, naturopaths, and patient groups…[i]t directs those respondents to the survey 
to answer pre-designed questions, offers very limited ability for input, and is more about seeking 
data about who responds, and how they like what the government has done so far. It provides 
no room for the debate of the quality of the data PHAC has gathered and disseminated using our 
tax dollars.44 

 
PHAC has stated that  a summary of the consultation period will be posted on their website, but as of 

January 31st 2017 there is no online summary report available. 

Additionally, in June 2015 a one-day “Best Brains Exchange” (“BBE”) workshop was held by the 

Canadian Institute of Health Research and PHAC in Ottawa. Attendees included physicians, clinicians, 

researchers, and policy makers. The goal of the workshop was to “highlight existing and relevant 

research evidence on the topic; identify where gaps in evidence lie; bring together both decision maker 

and researcher expertise on the issue; and, candidly discuss the applicability of the research.”45 The BBE 

allowed over 35 stakeholders from different jurisdictions and disciplines to share perspectives on the 

diagnosis of Lyme disease. The objective of the BBE was to determine how effective current diagnostic 

tests are in detecting Lyme disease at various stages (early, late, and post-treatment), and what novel 

methods are promising for improving diagnosis.46 





 

 

Queen’s Policy Review



 

 

115 Queen’s Policy Review  –  Volume 8, Issue 1 (Summer 2017) 

 

While policy changes sought by patients were not reflected in the draft Framework they have 

already demonstrated the willingness and capability to continue to fight. If patient advocates are 

successful in changing the language or substance of the Framework, there are many implications to 

consider. For example, including patient perspectives could prove dangerous if it results in the approval 

of treatments or therapies that have no proven efficacy. Lantos et al identified more than thirty 

alternative treatments marketed towards Lyme disease patients on the internet, categorized as oxygen 

and reactive oxygen therapy, energy and radiation-based therapies, nutritional therapy, chelation and 

heavy metal therapy, or biological and pharmacological therapies. Upon review of medical literature, 

none of the identified treatments were supported by evidence, and many were identified as potentially 

harmful.62 These inappropriate therapies have the potential to prolong appropriate treatment, cause 

severe side effects, or in some cases, death.63 As noted above, patient advocacy groups, and even 

physicians, are lobbying the government to amend the guidelines to allow long-term antibiotic use, for 

months, years, or even indefinitely.64 There is no concrete evidence to support this as a valid treatment 

option, and it fails to consider the very serious individual and community-wide side effects that such 

rampant and careless use of antibiotics could cause.65 Further, if they are successful in changing clinical 

guidelines for treating Lyme disease, this could set a precedent for other advocates to similarly pursue 

changes to clinical guidelines in absence of any evidence, creating a system of patient-guided medical 

guidelines. 

Advocates also expressed a desire to grant immunity for physicians and alternative medicine 

practitioners who practice outside of the recommended guidelines by imposing a “moratorium on 

penalties/professional consequences for physicians diagnosing and treating Lyme disease” as well as 

imposing penalties on medical colleges that prosecute physicians who treat Lyme disease patients.66 

Moreover, they sought to have physicians who have lost their medical license “due to treating Lyme 

disease” reinstated. This goal also fails to comprehend the wide-spread implications of such a policy. If 

this were to incorporated into the Framework, it would remove safeguards that are in place to prevent 

exploitative behaviour and ensure patients are protected from either unqualified or misinformed 

physicians. 

Patient-sought changes to Lyme disease research are also indicative of Lyme-disease tunnel 

vision. Patients advocated to loosen the diagnostic criteria for involvement in research, while 

researchers identified the need to have clearly articulated cohorts to ensure the results are as useful 

 
62 Lantos, Paul M. et al. “Unorthodox Alternative Therapies Marketed to Treat Lyme Disease” (2015) 60:12 Clinical 
Infectious Diseases 1776. 
63 See e.g. Robin Patel et al, “Death from Inappropriate Therapy for Lyme Disease” (2000) 31:4 Clinical Infectious 
Diseases 1107 (a 30 year old woman died from a septic thrombus on a catheter that was in place for over 2 years 
to administer antibiotics to treat an unproven case of Chronic Lyme disease). 
64 See e.g. Canadian Lyme Science Alliance, online: <http://www.lymesciencealliance.org> (the CLSA is an 
organization of scientists and clinicians that started a petition requesting “sound, science-based policy from the 
FFLDA including long term antibiotic treatment for chronic Lyme disease). 
65 Paul G. Auwaerter & Michael T. Melia, “Bullying Borrelia: When the Culture of Science is Under Attack” (2012) 
123 Transactions of the American Clinical and Climatological Association 79. 
66 Conference Summary, supra note 48. 
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and accurate as possible. Allowing patients without a clear diagnosis of Lyme disease to participate in 

research could undercut the research process and slow down the advancement of knowledge. 

Furthermore, providing “interim relief” for those suffering from Lyme disease, as requested at the 

Conference, could result in the same impediments experienced by AIDS researchers.67 If patients are 

granted access to long-term antibiotics funded by provincial health plans, the desire to participate in 

clinical trials will presumably suffer, effectively slowing down the research that patients and physicians 

are advocating for, as well as decreasing motivation for alternative research efforts that could prove to 

be more promising. 

All of this is not to suggest that the patient involvement did not contribute important insights. 

Patients stressed the need to further understand the different strains of Lyme disease, the need to fund 

more clinical research, and the need to ensure physicians across the country are aware of how to 

diagnose and treat Lyme disease.68 These suggestions were echoed by policy makers, researchers, and 

physicians present at the conference. However, most of the constructive suggestions raised at the 

Conference were also discussed at the BBE, which occurred prior to the Conference. This undermines 
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recommendations on how to fill the gaps in order to achieve two-way communication between 

physicians and patients. 

Potential benefits of bridging communication between physicians and patients include 

improving the quality of health-related contents online, targeting patient populations, specifying health 

topics, and improving health outcomes. However, risks outweigh the benefits. One of the major 

concerns is around privacy and security when using social media to communicate health topics. Since 

social media shatters the traditional restraints in face-to-face communication between physicians and 

patients, such as time and location, and initiates a more open and relatedly casual communication 

culture, the relations between physicians and patients change accordingly. Health policies and 

guidelines respond to the increasingly blurred boundaries between physicians’ private and public 

perso
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example, spreading organ donation information across Facebook users results in 22% increase in new 

online registrations on the day the initiative began (Sharma & Kaur, 2017). Social networks also 

contribute to behaviour influence in obesity, smoking cessation, eating behaviours, and sexual risk 

behaviours (George, Rovniak, & Kraschnewski, 2013). In this way, across the vast online networks, 

patients’ health behaviors can both influence and be influenced by the health behaviors and outcomes 

of others (George et al., 2013). 
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Recommendations for the next steps: Identify and fill the gaps of bridging communications 
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this patient keeps his/her own disease as a private matter. Another patient may have a common disease 

but it is an obvious identifier because the patient’s condition is well known in the small community. 

These considerations are beyond physicians’ knowledge and control. In this sense, anything can become 

identifiers and can cause privacy and confidentiality loss. 

The Canadian Medical Association has begun the process of developing social media practice 

guidelines for physicians in Canada (Knight et al., 2015). This is a good opportunity to review the current 

guidelines and policies in other countries and develop a framework that fits into the Canadian health 

care. Moreover, such guidelines should be for both physicians and for patients. In a time that patients 

are free to reveal any health information on social media, making physicians the sole safeguard of 

patients’ privacy and confidentiality is neither achievable nor creating incentive for physicians to 

communicate with patients via social media channels. Instead of creating policies that punish physicians 

more severely, best practice guidelines should aim at helping physicians use social media in an ethical, 

effective, and appropriate manner, apply common sense to specific situations, and continuously 

enhance professional integrity (Knight et al., 2015). In other words, communication on social media 
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patients’, especially physicians’ decisions on not using social media at all for direct communication 

purposes as a measure of self-protection. Therefore, ongoing studies on benefit-risk analysis, social 

media’s impact on health behaviour changes, and policy and guideline-making that focus on guiding 

rather than punishing physicians will be valuable in terms of encouraging both physicians and patients to 

directly communicate. 
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