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PREFACE

During my career as surgeon, medical school professor, medical administrator, researcher and clinical epidemiologist, I have maintained a close interest in the issues surrounding access to health care services in general and surgical services in particular.  I have authored ninety papers, journal articles, and book chapters (see curriculum vitae enclosed) on various aspects of surgery, medical practice in general, medical administration, clinical epidemiology and the Canadian health care system.  In the various positions I have occupied I have had reason to deal with the issue of surgical waiting lists from both sides, namely as a surgeon managing the needs and demands of patients, and as an executive health care manager looking after the organization of surgical and operating room services.

As a medical administrator and a clinical epidemiologist, my interest includes the larger view of the efficiency and value of the health care system in addition to the frequently competing interests of individual patients with perceived medical needs and demands for service.  It is often difficult for practicing physicians and surgeons to accept a role in stewardship of the health care system as a whole (for the greater good of the health of the population) in addition to their vital role as patient advocates in managing each individual patient presenting one at a time with health care needs.  The issue of access to health care services in general, and waiting lists in particular, exemplifies this difficulty in view of the apparent conflict that may arise between these two roles.  I have been involved in these issues all of my professional life.

Waiting Lists in Canada and the Potential Effects of Private Access to Health Care Services

Introduction
There is great unrest in the Canadian Health Care system at the moment, much of it due to the perception that it is stressed to the point where it can no longer provide for all of the public's needs.  One response to this perception, driven particularly by some groups of medical and surgical specialists, is a demand for the creation of a privately funded alternative system.  In this discussion it is impossible to disentangle completely the potential results of the different options that could be pursued in the development of private health care, for example independent private facilities, private revenue generating facilities within public hospitals, and/or physician access to private practice in private facilities.  

What would be the net effect on the publicly funded health care system of relaxing current controls on the purchase of private insurance for necessary medical and hospital services in Canada?  There are very strong feelings on both sides of this issue, but only a limited amount of objective data, as the questions are not amenable to the usual methods of scientific inquiry.  Information and data that are available have been compiled for discussion in this brief.  

I-
The principles UNDERLYING the Canadian Health care system

A)
Current Legislation

Canada’s health care system is founded on certain values and principles that are clearly enunciated in the Canada Health Act1: 

· Public Administration

· Comprehensiveness

· Universality

· Portability

· Accessibility

Uniquely among developed nations, Canadians decided that equity was a very high level value and consequently the Canadian system imposes controls on the establishment of privately financed health care systems for necessary medical services, although provincial legislation on this issue varies in detail.  It is also very important to note that these values and principles have been repeatedly endorsed over the last two decades by the Canadian people.

The Canada Health Act was a seminal piece of legislation defining the values on which the system would be built, expressly seeking equity and social justice and denying priority access to health care services by ability to pay.  

The public administration criterion renders the Canadian Health Care System one of the most efficient in terms of the ratio of productivity to administrative costs in the world.  The Canadian system has succeeded in making health care universally available.  The requirement for portability has been substantially achieved although some difficulties do remain among the various provincial paying agencies in the administration of the portability provisions.  Of the five stated principles, the two under most serious pressure are comprehensiveness and accessibility.

The Canadian public health care system was built (first in Saskatchewan and then across the country) 20 to 30 years ago at a time when many of the high technology, highly expensive medical services now offered were simply not available.  It is therefore inevitable that the system would be under stress now that we have so many more valuable health care services to offer, for example open heart surgery, major joint replacement, cataract surgery, transplantation, and new and expensive diagnostic tests such as computerized tomography (CT) scanning and magnetic resonance imaging (MRI).  Finally, the principle of reasonable access in the presence of an apparently infinite potential expansion of health care services that might help someone somewhere sometime requires better management within the publicly funded system.  With few exceptions, the management of waiting lists and access to health care issues in general has been left to independent professional health care providers with little or no direction or systematic management.  The recently published in-depth report on waiting lists in Canada, with a review of the world literature, makes it clear that we have very little credible information on waiting times2.  This is discussed further below.

In addition to the federal legislation, most of the provinces passed further legislation restricting physician’s ability to practice both within and outside the public system.  In British Columbia the Medical and Health Care Services Act (1992)3 reaffirmed in different language the previous Medical Services Plan Act of 1982.  Under the Act a physician is prohibited from direct billing if he/she is enrolled under the Act and if the billing is for an insured benefit.  The Act does not prohibit a practitioner from billing a patient directly if he/she is not enrolled or if the medical service provided is not covered under the publicly funded health plan.  The Act does prohibit a practitioner from carrying on a mixed billing practice so that some of his/her patients are covered under the plan and some billed privately.  In other words, the practice of the physician with respect to insured services must be conducted entirely either within or outside the publicly funded system.

Similar legislation exists in most Canadian provinces, although with varying detail on the provisions dealing with the billing options and private insurance.  British Columbia, Alberta, Manitoba, Ontario, Quebec, Prince Edward Island, the Yukon and the Northwest Territories all have legislation prohibiting the option of additional private insurance for services that are currently publicly insured.


B)
The Opinion of the Canadian Public

Numerous polls suggest that any change to these underlying principles would be vigorously opposed.  The 1991 Gallup poll showed that 71% of Canadians rated the Health Care System as good or excellent.  An Angus Reid poll in 1992 recorded 86% of Canadians expressing the view that the system was good or excellent.  The 1993 Gallup poll found 89% now rating the system as good or excellent and 96% of Canadians preferring Canada’s system to the one in the United States4.  The National Forum on Health Values Working Group5 (National Forum on Health report, volume II, p. 6) reported on the overwhelming support for the prime value of ‘Equality (or fairness)’ in the Canadian Health Care System.  High approval ratings have been maintained in spite of the campaigns by many of the Provincial Medical Associations and the Fraser Institute, for example, seeking an alternative private system.  The recent cuts in federal transfers did create some anxiety and the October 1997 Angus Reid poll6 showed that 71% of Canadians wanted health care cuts restored.

The United Nations annual report on human development has repeatedly (including 1998)7 ranked Canada first among all nations of the world in the "Human Development Index" which is derived from statistics on population health, adult literacy, educational enrolment and per capita income.  It would be difficult not to include the health care system in Canada as a major contributor to this remarkable achievement.  It is interesting to note, for example, that the USA has more physicians per capita than Canada, but has poorer results in every measurable indicator of health – infant mortality, proportion of low birth weight babies, life expectancy and years of potential life lost.

II-
WAITING LISTS – SOME WIDELY HELD MISCONCEPTIONS

A)
What are the Advantages and Disadvantages of a Waiting List?

Waiting lists have been demonized by the media, the medical associations and the health insurance industry in the United States.  In fact, waiting lists for elective procedures (which are by definition not urgent) are quite essential in providing appropriate and efficient health care.  The only alternative to having waiting lists is to have a substantially overbuilt health care system which has capacity to lie idle waiting for patients.  As well as being inefficient, this creates a potentially dangerous situation especially when there is no formal monitoring or assessment system for the appropriateness of procedures.  The indications for elective surgery are often very ill-defined, and the more surgical resources are made available, the more surgery is performed.  This gives rise to serious questions about what is the optimal allocation of resources for elective surgery.  Some of the surgical procedures now consuming large proportions of our health care resources are among those most subject to patient and provider judgment: hysterectomies, prostatectomies, hip and knee replacements, cataract operations and even heart angioplasties and by-passes.

Waiting lists provide time to review the indications for surgery carefully.  They also permit greater efficiency in hospital management because predictive scheduling is possible.  If and when we start to manage waiting lists properly in the Canadian system, it is likely that we will move towards an “advanced booking” system rather than a “waiting list” system.  That is, each patient requiring surgery is given a definite advance booking time for the procedure (after objective assessment of priority need) rather than simply going on a waiting list  which is managed exclusively by individual surgeons.

Patients may also benefit from a reasonable wait for treatment, although the word “reasonable” is subject to many different interpretations.  They are given an opportunity to consider whether they actually wish to proceed with the surgery.  They also have time to make important personal arrangements that may be necessary in preparation.  The fact is that many medical conditions fluctuate in severity with time and a decision made for rapid access to treatment following one visit to a specialist may not always be appropriate.  

Finally, if we were to begin to manage waiting lists properly, they offer the opportunity to prioritize patients on the basis of social factors in addition to clinical need, thereby ensuring that the patients who are most likely to get the greatest benefit from the procedure receive the highest priority.


B)
The Need for Accurate Waiting List Information

Without some kind of formal monitoring and assessment of the appropriateness of patients going on to waiting lists and having procedures in the first place, it is impossible to assess whether or not waiting times presently exceed what would be accepted as being reasonable.  The indications for surgery are subject to varied judgements, i.e. they are subjective, and when patients on a waiting list are reviewed in detail it has been found that up to 1/3 of them should no longer be on the list for a wide variety of reasons including:

· the procedure has already been done elsewhere.

· the patient was already admitted as an emergency but never removed from the list.

· the patient no longer wishes the procedure performed.

· the procedure is no longer medically indicated.

· the patient is deceased from other causes.

· the patient has already been called in to have the procedure but refused for personal reasons of inconvenient timing.

· the patient is on multiple waiting lists in different hospitals thereby inflating the numbers.

These data are from a study in the UK8 and a similar study is currently underway in British Columbia.  

Provincial Ministries of Health have not (with the exceptions of Nova Scotia and British Columbia) put in place the necessary organisation and resources to compile and publish credible waiting list information.  Meanwhile, the Canadian public is regularly subjected to the bulletins issued by the Fraser Institute purporting to contain information concerning the length of waiting times for consultations and procedures 9.  What is not generally realized by the public is that these reports, claiming to describe waiting lists in Canada, are in fact nothing more than opinion surveys of specialists in general and surgeons in particular.  The information is based on no formal structured data collection of any kind and has no credibility whatever with any health service researcher or epidemiologist.  The Fraser Institute survey asks questions like “from today, how long (in weeks) would a new patient have to wait for the following types of elective surgery or diagnostic procedures….”.  The accurate answer to this question would be a wide range of waiting times related to a multitude of factors, but none of this is systematically examined or analyzed.  This lack of rigor in the project design renders the results erroneous at best and mischievous at worst.  It is obviously not in a surgeon’s best interest to minimize the size of his or her waiting list and by implication his or her need for resources.  This was the only firm conclusion of the recent Health Canada study2 (summary is appended to this document), namely that there is a desperate need for organized, standardized, accurate, and meaningful information about waiting lists for us to understand them properly and to prevent waiting list claims being used as weapons in the constant fight over the allocation of health care resources.

For all these reasons, the nationally funded Canadian study that is about to get underway10 is of vital importance before any decisions based on a perceived waiting list problem can be made.


C)
Waiting Lists are not properly managed by Surgeons

Although we have no data on the true waiting times in Canada, we know that waiting lists are almost completely unmanaged in any systematic way.  Waiting lists are kept (with few exceptions) individually by individual surgeons with no reference to any standards for priority, no group collaborative management, and with no pooling of energy and resources. It is not unusual for patients with identical problems to have vastly different waiting times for procedures depending on the surgeon involved.

The Canadian system deals well with emergencies and high acuity urgent problems.  Waiting for elective surgery prolongs some patients’ suffering but the need is for good waiting list management and prioritization rather than a private health care system.  In fact, a private alternative would do nothing to address the questions about appropriate overall prioritization of cases according to need – it would simply allow priority access by ability to pay or buy insurance, thus violating the prime ranked value preference expressed by Canadians about their health care system.  Until we have accurate information (which does not currently exist) about, and proper management of, waiting lists it will not be possible to prioritize patients appropriately.  This work is underway10 and is certainly necessary to minimize potential suffering on waiting lists.   


D)
Are Waiting Lists Reduced by Adding Resources?

On the surface, it seems a reasonable argument that adding more resources to the health care system would reduce waiting lists.  This can occur when specific waiting list problems are targeted, especially in conjunction with careful management of the indications for surgery and the hospital process etc.  For example, Ontario successfully attacked the coronary artery bypass problem this way in 199011.  Studies suggest, however, (somewhat counter-intuitively) that simply adding money for surgical services does not cause a reduction in waiting lists and may in fact cause an increase.12,13,14,15
This apparent paradox is explained by a better understanding of how subjective the decision is to carry out so many elective surgical procedures.  That is, there is a wide range of the extent of disease that different surgeons will accept as being indications for operation.  As resources available for any particular surgical procedure expand, it is likely that the indications for choosing that procedure rather than an alternative treatment choice expand also.  It would be surprising if surgeons did not respond to normal human incentives16 when confronted with uncertainty about how best to manage a patient but yet with training and incentives that emphasize intervention.  There are very large variations in surgical rates in different areas of the country even after the data are corrected for age, sex and residence.  These variations are not explicable on the basis of the differences in any patient characteristics.  The driving factor in the differences appears to be related mainly to physician choice, and to some extent patient choice, in the subjective areas of elective surgery 17,18.  

III-
The Pressure for Change

Some investment entrepreneurs and health care providers, especially some medical and surgical specialists, are now clamouring for the creation of an alternative private health care system for acute care services.  Indeed, in spite of the legislation, some of these have already begun operations on the fringe of conformity with current legislation.  The arguments put forward for the necessity of this development can be grouped as follows:

A.
Building private facilities will cause a net addition of dollars to the system, which is currently under financial siege.

B.
The facilities will create a “release valve” for the waiting lists for many procedures.

C.
They will take resources from people who can afford it and these people will therefore take less from the public system.

D.
The development of private facilities is necessary to permit the survival of Medicare with the public funds currently available.

E.
This change would enhance our ability to recruit the most desirable physicians in the super specialty areas.

Let us examine each of these arguments and bring to bear what information is available, although information on these questions is much more difficult to find than opinions that tend to reflect vested interests.


A)
More Total Funding for Health Care?

The Royal Commissions (or equivalent bodies) reporting from Newfoundland to British Columbia, the 1997 National Forum on Health, health economists and observers of the international health care scene, have concluded that the Canadian Health Care system does not require more money as a proportion of the gross domestic product.  It does require better management and better resource allocation and distribution decisions, but the total resources currently available within the public system are sufficient to meet the health care needs of the community.  The Director of the Institute of Health Services Management in the UK19 noted that:

“… it is worth remarking on the excellent relative position of the Canadian Health Care system.  There is lots of money in the system, services are of high quality and generally accessible.  If Canadians cannot get anywhere from here, the rest of us have little chance.”

Canada currently (1998) ranks 5th in the world for health care spending, as a percentage of GDP, after the USA, Germany, Switzerland, and France20 (see Table) with a large proportion of the difference between Canada and the highest (USA) for example accounted for by the expense of the private insurance industry.  The National Forum on Health21, taking into account both the public and the private funding presently existing stated: "We believe that in Canada we spend enough money on health care", although the Forum recommended some re-allocation of the resources.

COUNTRY
% GDP* spent

on health

United States of America
14.0

Germany
10.4

Switzerland
10.2

France
9.9

Canada
9.3





*GDP = Gross Domestic Product

It is remarkable that we are now worrying that we cannot afford a generally accessible social program when that seems unattainable within the political climate of the much more expensive system in the USA.  There is no reason whatever to think that the more expensive hybrid form of system would be an improvement.  In fact, the experience from the U.S. suggests quite the opposite.  Such a dual system would “significantly redistribute wealth from ill to well, high risk to low risk people, and patients to providers.  It would probably expand the volume of services provided, while making access more dependent on income.  The key thing it would not do however is constrain expenditure.  It would not answer the question of how much to spend, other than by the professionals' answer – more.”22
There is no link between measurable population health outcomes and the amount of a society’s resources spent on health services.  There is a link between health outcomes and many social factors such as income, housing, hygiene, education etc.  It is prudent to constrain total health expenditures in Canada (especially as we are already in the top 5 world spenders on health) because of the lack of data that more spending produces more health and because of the huge opportunity costs involved, that is the more valuable social programs that would inevitably have to be forgone the more that is spent on health care intervention services.

B)
Would Private Health Care Cause a Reduction in Public System Waiting Lists?
In theory this could be an important result of making more services available through a private system.  Unfortunately, there is substantial information which suggests the contrary.  For instance, in those countries that have experience with a hybrid system (in which physicians are permitted to work both in the public and in a private system), there is a progressive deleterious effect on access within the public system.  There is diversion of energy, commitment, and funding into the private facilities.  A recent in-depth investigative report in Britain23 reveals the extent to which physicians progressively favor the private system and divert their commitment into it and away from the public system.  Interviews with family practitioners and patients revealed that there are waiting lists for up to a year to be seen in the public system by a specialist, but almost immediate ‘private’ treatment by the same specialist for those prepared to pay.  People were often given the “choice of long waits or the loss of life savings”.  The report concludes that “there is a danger that some doctors are allowing their greed to distort health care in Britain.  Either we as a profession accept this (as in the United States) or we put a stop to it from within the profession”.

A report issued in Australia “A Cutting Edge:  Australia’s Surgical Work Force 1994”24 concludes that delays in elective surgery in the public hospital system are caused largely by surgeons' reluctance to work in public hospitals and the fact that they encourage their patients to use the private system preferentially.

In an analysis of the situation in Israel, it was noted that:

“the final layer in the black market is the duplicate clinics run by some of the physicians employed in the public clinics.  The incentive for those physicians to maintain queues at the public clinics is obvious”25.

This report goes on to state “what seems clear is that there has been a considerable shift of burdens, from the public purse to the private, as the unofficial private and black markets have flourished.  The fifth and final warning for the policy maker and the general public is the imaginative ways in which physicians cope with a patient shortage.  As noted above, the average patient in Israel appears to require at least twice as many physician visits as the average patient in Canada – are they really that much sicker?”.  This last comment touches on the subject of the appropriateness of health care services and how over servicing may occur where excess health care resources exist.  This is discussed further below.

In the UK, the Audit Commission of the National Health Service conducts detailed analyses of health care services and health care providers' activities.  The 1995 report on the work of hospital doctors in England and Wales26 is a damning indictment of the system that permits surgeons to work in private health care alongside the public system.  The commission’s data indicate that surgeons do on average “a third to half again as many operations for large private fees” than they do in the publicly funded system and that they deliberately spend less time than they are contracted for working in the public system in order to conduct private practice. “We have systematic evidence that British surgeons and anesthetists are short changing their patients and the National Health Service in order to stuff their pockets with gold.” 

Here in Canada the 1998 study of waiting lists in Manitoba27 found that for cataract operations, patients who went to surgeons who also worked in private clinics waited far longer than patients whose surgeons worked only in the public system. The median wait for a public system patient whose surgeon also worked privately was 23 weeks compared with 10 weeks for patients whose surgeons worked only in the public system.  It may be noted incidentally that 10 weeks is an entirely reasonable length of time to wait for an operation like lens replacement for cataract.

C)
Would a Private System Relieve Pressure on the Public System?

Once again the experience is contrary to the blandishments of those wishing to permit physician access to an alternative private system.  The “cream skimming” that goes on in the United States proprietary hospitals and in the health care insurance industry in the USA is well recognized.  Certain occupations are blacklisted, and high-risk patients often refused coverage completely.  In the hybrid system these costs would of course be borne by the public sector.  In Britain, where there is no legal impediment to access to public or private systems, the private hospitals are definitely not the preferred place of treatment for complex or risky surgery or serious illness28.  They rarely have students or residents, nor do they have a full range of complex supporting services.  In another analysis29 it was noted that for-profit hospitals do not provide care anymore efficiently or with greater public benefit than do nonprofit institutions, but they definitely distort service delivery patterns.  They siphon off high revenue patients and vigorously try to avoid providing care to patient populations who are a financial risk.  In the 1991 prestigious Shattuck lecture30, Dr. Arnold Relman, the editor of the New England Journal of Medicine, stated that “… the investor owned hospitals did not use their alleged corporate advantages for the public benefit.  In fact, by seeking to maximize the revenues and avoid uninsured patients, they contributed to the problems of cost and access our health care system now faces.”

None of this should be surprising, namely that physicians and surgeons are normal human beings that are driven by the normal incentives that are well known to drive human behavior.  The issue is not that they are deliberately practicing badly or performing inappropriate services, the issue is the presence of systematic incentives toward behaving in this way.  The fact that this incentive does not exist within the Canadian system is a fundamental strength, not a weakness that should be eliminated.

In summary, the existence of a dual system permits some insurance companies, business investors, and health care providers to reap more profit on the basis of the lower acuity level of the services that they provide.  This shifts the overall load on the public system to the more complex high acuity end of the health care spectrum with consequent increased rather than decreased demand in the public system for certain services.  

D)
Will the Public Health Care System Collapse Unless a Private System is Introduced?
It has been observed that prediction is exceedingly difficult - especially about the future.  However, some of the basic facts about the Canadian public health care system must be emphasized:

· It is rooted in clearly stated and enacted public values of equity and social justice.

· It is the envy of the world.  Obviously there can be no perfect system in such a complex enterprise as health care delivery, but the Canadian system is regarded as excellent19, not only in world opinion, but also in terms of the actual statistics on the health of Canadians as measured by all the usual population health indices.

· It deals with emergency health care competently and promptly.  Some waiting time for elective surgery which is, by definition, not life or limb threatening is inevitable, but  many shortcomings with the current  waiting times could be resolved by appropriate management and intervention.

· The data and information presented to the National Forum on Health5 were that Canadians would much rather work to improve and support the public system than develop a private alternative.

E)
Would a Private System Enhance Recruiting Potential for Highly Trained Specialists

On this question there is no firm data whatever one way or the other, and we are left to speculate on the relative attraction of different incentives for different individuals.  It is certainly arguable that some specialists would be attracted to a position that permitted private system access because of the greater personal earning potential.  On the other hand specialist earnings within the public system are already high, although not excessive, and many physician groups are now actively seeking a more stable compensation system (rather than fee for service) to avoid the insecurity, inequity and perverse incentives that exist in the fee for service system. 

It is arguable that we shall see increasing numbers of physicians wishing to return from the USA over the next few years as the scope, power and penetration of the 'Managed Care' Organizations there expands, with physicians as employees and with increasing controls on medical practice, especially for specialists.  

IV-
Inevitable Consequences of an Alternative Private Health Care System Not Mentioned by the Proponents.

A)
The Effect on the Appropriateness of Services Provided

How do we analyze the need for health care services as opposed to the demand for them (whether generated by the patient or the physician)?  The medical market place is like no other in business.  Health care choices among alternative options are more often made by the service provider than by the patient.  In a normal market the consumer generates the specific demand, but in health care the consumer currently has little to do with choices of therapy among different options.  This is gradually changing with the advent of interactive patient information and with increasing patient sophistication, but treatment choices and directions are still made overwhelmingly by physicians.  

Fortunately, evidence-based medicine is going to drive progressively the agenda for acute health care.  The development of clinical practice guidelines and care protocols is no longer a fringe activity by a few clinical epidemiologists interested in the subject, but rather a mainstream activity which is beginning to form the basis of “best practice” in delivering quality care to patients.  Is practice within a private system more or less conducive for physicians not only to comply with best practice guidelines, but to participate in their development (a time consuming and intensive process)?  It is not a specific criticism of the medical profession, but rather an observation on the human condition that incentives influence behavior.  A commentary in the British Medical Journal 199431 notes that “giving doctors economic incentives to remove parts of bodies or interfere with chemicals is not always good.  It is not necessary to assume bad faith on the part of doctors; they naturally assume that their own and their customers interests coincide”.  Another commentary in the New England Journal of Medicine32 notes that most physicians offer their best professional judgment on the preferred course to follow in terms of tests, consultations and procedures, but “there are many cases on the margin, where physicians are likely to make recommendations about next steps and diagnosis and therapy from which they, as well as their colleagues, stand to gain a monetary or other advantage.  The fact that so much of medical diagnosis and therapy falls within the range of uncertainty makes the issue of agency that much more critical.”

The issue of the need for health care versus the demand for health care is complex.  People want health care because they want to be healthy but there are so many areas in which the relationship between the health care intervention and a benefit in terms of health outcome is not clear.  Appropriateness of health care services is now at the cutting edge of health care research, and we must question what effect increased access to an alternative private health care system would have in this crucial area.  It is concluded that it is even more difficult to create and monitor standards of practice in medicine and surgery in a parallel private access system than in the public system in terms of the ability and willingness of physicians to comply.

B)
Diversion of Energy and Commitment from the Public System

This has been discussed above under the section dealing with the specious argument about waiting lists.  The experience from all jurisdictions where a dual system exists, for example Britain, Australia, New Zealand, Israel demonstrates the understandable but unfortunate diversion of energy and commitment by physicians and surgeons into the more lucrative private option. 

C)
Will Access to a Private Alternative System Enhance or Inhibit the Caring Ethic of the Medical Profession?

Many commentators have noted a shift in the fundamental ethic of the medical profession in the last two decades33,34,35.  Physician status in society has been changing, and with it the traditional relative disinterest in wealth.  This progressive change is chronicled in “The profit motive and patient care:  The changing accountability of doctors in hospital” 36 .  This records the progressive growth of the profit motive and the corresponding decline in professionalism and philanthropic ethic among physicians in hospitals.  Fortunately, this is not yet the norm but we need not enable this trend by deliberate system changes.  It would be unrealistic to imagine that hospitals and physicians, presented with the opportunity to increase incomes in the private sector would not begin to favor the more profitable clientele.

Summary and Conclusion

Our current system is based on values that were enunciated at the inception of Medicare and that continue to be supported by the Canadian public today.  Any introduction of private facilities for insured services or change in physician practice options must surely require a major expression and redefinition of Canadian public opinion.  The current data suggest that it would be opposed.  The current demand to open the public system to permit a private alternative is not coming from a public outcry but rather from those private interests among investors and physicians, some of whom would be best served by such a change.  There is no doubt also that any relaxation of Canadian legislation in this area would be followed by expansion of the private health care insurance industry which currently accounts for so much non-productive ‘health care’ cost in the United States.

The principal argument for permitting a second tier private alternative system,  namely that this would cause better overall access to care and relieve pressure on the public system, is not supported by any data.  The information and studies compiled here suggest the opposite, namely that the major effect of allowing a private alternative would be to shift energy and resources from the public system into the private system, causing deterioration of public system access. This would only be to the advantage of those who could afford to pay or to purchase additional private health care insurance.

On the other hand, there is no doubt that the Canadian public system is only now beginning to invest in solutions to the shortcomings surrounding access to health care in general and surgical waiting lists in particular.  There are existing tools and strategies that could bring about better waiting list management, but they have been little used until recently.  The Canadian system is remarkably responsive to urgent and emergency medical needs.  Almost all of the perceived problems are for elective services, where there is the greatest need for standards and monitoring of appropriateness and prioritization of access.

Are we capable of introducing the reforms that are necessary to deal with waiting lists and to guarantee the public system’s future: evidence-based medical practice; active collaborative management of waiting lists; appropriateness monitoring; more precise designation of insured services within the subjective areas; revised resource distribution mechanisms?  I think that we are, and that we are capable of doing it without either rejecting the most important and powerful principles underlying the entire system, namely equality of access and public administration, or reversing the requirement for undiluted physician commitment to the public system.





Charles J. Wright, MB,ChB,MSc,FRCS(C,E,Ed)
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