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MR
Resource Allocation Provokes
Vigorous Debate

The Medical Reform Group’s And whereas the mechanisms for health professionals and consumer
General Meeting on October 14 began public funding of health professionals choice;
with further discussion of the Health who are non-physicians are much Be it resolved that the Medical
Professions Legislation Review. more restricted than for physicians; Reform Group supports the im-
Don Woodside introduced his And whereas the licensed acts ap- plementation of the licensed acts ap-
proposed resolution endorsing the proach has the potential to enhance proach to health profession regulation
licensed acts approach of the Health opportunities for non-physician put forward by the Health Professions
Professions Legislation Review. Some
questions were raised about the Continued on page 2 . . .
resolution.

th rganizatns ‘

Would the effect of the resolution s

be to commit the MRG to the position Com prehenSive H eal

that procedures should either be

covered by OHIP, or prohibited? and Resource Allocation
Should there still be room for people
g?éggffssg{ﬁ%mggﬁfg rtoci%t;g dm;t; By Bob Frankford ¢  currentaverage per capita payment by
prohibited? On the one hand, we want After a considerable amount of dis- the system fo.r health care.
to discourage privatization of health cussion and uncertainty the Govern- The principle of the new arrange-
care, and care outside of OHIP: on the ment of Ontario has announced plans ment has much to be said in its favor.
othe’r hand, we want there to b,e some for the introduction of Comprehensive Since government is already paying
room for people to choose treatments Health Organizations (CHOs). At the out the $1,600 in a poorly planned sys-
even though they are not recognized present time it has stated that CHOs tem with numerous inefficiencies, it
by OHIP, and don’t want to shut off are to be developed in Toronto as part can be anticipated that a more effec-
experimentation and the development of the Toronto Hospital (i.e. Toronto tive system could be produced by
of innovations and alternatives. General/Toronto Western) and in two prowdlngdt}l;e dfur.}ds toa commumt)i
. smaller northern communities. A sponsored body for a more rationa
palzﬁ;ﬂp:i\xlzcrzgegﬁt ztilr:;lt I})iz:)r;ihogllé; grant of $250,000 has also been given system of care. It is probably fair to say
than physicians are qualified to make to Kingston to study a CHO there. that this approach is fqndam;ntally
diagnoses in their area of expertise The characteristics of a CHO will fescplih e il pics, inchuy imgor-
(e.g. lab technicians and blood tests). be an arrangement whereby an en- gt s digiis,
The resolution was amended and 72164 Pationt popu ation recelves Not Without Problems
sz}ilsizidv.v;()lgliz;gg R an organization which is funded on a The implementation of CHOs,
p ; per capita basis. Services should in- however, appears to present many
Whereas the health care system clude all medical services, including problems. It is assumed that enrol-
must be changed to respect the exper- hospitalisation. The CHO will include ment in the CHO will be voluntary.
tise and»contrlbutlon Of all health care hospitals and Will be run by a non- How then can it be assumed that
workers; profit corporation. The amount of enough members will choose to enroll
And whereas the licensed acts ap- funding, like many other questions, to make the CHO viable? How can it
proach ;ecommqnded by the Health has not been definitely resolved but it be ensured that a sufficient mix of
Professions Legislation Review has is believed that it would be around population will be enrolled? A
the potential to promote democratiza- $1,600 per individual member per population that was skewed to the
tion of the health care system; year. This figure is equivalent to the healthy or the unhealthy might well

Continued on page 2. . .
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Legislation Review. Effective services
provided by alternative health care
professionals should be funded within
a universally insured health care sys-
tem,

Toronto Chapter Report

Mimi Divinsky reported that the
chapter has some new life. It had a
meeting last week with Dilin Baker, a
registered nurse who works with
homeless street people. (See item on
health care for homeless elsewhere in
thisissue.) The chapter hopes to make
more contacts with students at the
University of Toronto. People with
ideas or energy for the Toronto chap-
ter are asked to contact Mimi Divinsky
or Haresh Kirpalani or contact the
MRG number at (416) 588-9167.

Report from Primary Care
Working Group

Bob James reported that the group
has been meeting about once a month.
They have been looking at CHO’s,
HSO’s, community clinics, etc. to see
how they meet the criteria of the
World Health Organization (WHQO)
for primary care.

The group has also been looking at
other issues around the delivery of
primary care, especially ones in the
realm of public health. They are as-
king, what is effective, and how can it
be delivered?

One issue identified is that at
present there is no incentive for
HSO’s to do obstetrics. One solution
would be to have a portion of capita-
tion go to obstetrics and have that go
to pay a midwife on staff.

Financial Report

Fred Freedman gave a financial
report for the past fiscal year, October
1, 1988 to September 30, 1989. The
MRG had a surplus of about $1,000 on
its operating expenses for the year, but
had to dip into its reserve fund to pay
Ulli Diemer for additional hours
worked. Fred pointed to printing ex-
penses as the area of expense which
needs to be watched most closely be-
cause it has undergone some major
fluctuations. On the income side,
membership has to be watched care-
fully since nearly all of the MRG’s in-

Continued on page three . . .
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Comprehensive Health Organizations
Continued from page one.

lead to a ‘profit’ or ‘loss’ situation
financially. Will enrolment limit mem-
bers choice of physician or hospital
and reduce the Canada Health Act’s
guarantee of universality of access?
The answers to these questions are not
yet clear.

It seems likely that the implemen-
tation problems will be least in
smaller, relatively isolated centres.
The CHO could represent the com-
munity and might find it a positive
challenge to be allocating the revenue
for its local well defined population
amongst the local hospital(s), medical
group(s) and other institutions. Par-
ticular local needs could be identified
and planned rationally under
democratic control.

Patient Loyalty

At the other extreme, a CHO
originating in a teaching hospital and
with the possibility of enrolling only a
small proportion of the population of
a metropolitan area is problematic.
The population would likely be atypi-
cal in one or other respect. It is not
clear how patient loyalty would be
maintained with today’s highly mobile
populations. The relationship be-
tween patients and existing health ser-
vices by other doctors or hospitals
would change and it is not clear that
the overall effect would be to produce
a general rationalisation of services.
Not even mentioned is the effect on ex-
isting health centres (CHCs and
HSOs) which have alreadybeen estab-
lished with alternative funding and
have been around for a number of
years trying to implement a more ap-
propriate, community based ap-
proach to care.

The 1989 fall meeting of the Medi-
cal Reform Group discussed and
passed resolutions on resource alloca-
tion. One of the thrusts of discussion
was whether the system generally is
over- or under-funded. As presently
proposed, CHOs seem to avoid ad-
dressing this question and would ap-
pear to be a means of reallocating
existing funding levels. (There would
seem to be nothing however to stop
governments in the future to use them
as vehicles for restraining or increas-
ing funding as the mood takes them.)

A resolution also called for finan-
cial and professionalincentives for ad-
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ministrators and providers to en-
courage the equitable, efficient and
humane care. There are risks in what
appears to be the proposed CHO
funding arrangement that this may not
always be possible. The per capital
funding arrangement will essentially
be a form of global funding in which
true health care needs may be delayed

or rationed because of unavailability
of funds.

Democratic Control

Resolutions of the MRG did
strongly identify the need for
decentralized, democratic forums for
decision making. The resolutions ad-
vocate a modified version of district
health councils. The proposed
method of organizing CHOs was not
mentioned. It would appear that a
CHO in a small remote community
might become the democratic body
that is envisaged, ideally more respon-
sive to local needs than district health
councils that, whatever their other vir-
tues or failings, cover large geographic
areas. An imaginative government
would take the opportunity to estab-
lish local democratic control,
analogous to local school boards in
education.

It is hard to be as optimistic about
the Toronto Hospital proposal. Why
would it be expected that a tertiary
care institution with an elite board
would be an appropriate vehicle for
resource allocation?

The long time that it has taken for
CHO proposals to get anywhere near
implementation (and the various
changes in designation — at one time
they were called HMOs) indicate dif-
ficulty deciding within the Ministry as
to whether the change is the real solu-
tion for the future. A carefully thought
out approach to implementation cer-
tainly has the potential of working well
for the benefit of both population and
providers, at the same time allowing
the Ministry to work with predictable
budgets.

This writer would be glad to see
well planned pilot projects but sees
the likelihood that the successful ones
should start small and develop from
the bottom up or the periphery inward
rather than from the top down.
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come comes from memberships. A
loss of only a few members could send
the MRG into a deficit position, so
renewals and possible new members
need to be pursued diligently.

Steering Committee Report

Haresh Kirpalani said that much of
the Steering Committee’s work had
been summarized in Jim Sugiyama’s
letter to the membership. Activities in-
cluded appearing before the Lowy
Commission on Pharmaceuticals; par-
ticipating in the Ministry of Health
Focus Group on Comprehensive
Health Organizations; speaking out
strongly on the possible effects of free
trade on the health care system; sup-
porting the introduction of no-fault
medical insurance; opposing
proposals contained in the Ministry of
Health commissioned report on
Home Care; making a presentation to
the legislative committee on the In-
dependent Health Facilities Act.
Haresh also pointed out that there are
vacancies for new members on the
Steering Committee.

Physicians and the Drug
Industry

Catherine Oliver announced that
the College of Physicians and Sur-
geons of Ontario has struck a commit-
tee to look at the relations between the
drug industry and physicians. Joel
Lexchin is one of the five members of
the committee. The MRG will
probably have the opportunity to
make a submission to the committee at
some later point. It was suggested that
the MRG could endeavour to collect
individual experiences and use them
to compile a brief focusing on
physician behaviour. (The College has
no jurisdiction of what drug com-
panies do.) A few minutes were spent
sharing atrocity stories regarding drug
company behaviour. Roseanne Pelliz-
zari and Bob Frankford agreed to be
the contact people on this issue. Bob
mentioned that his office is the dis-
tribution centre for MLAM materials.
(MLAM is Medical Lobby on Ap-
propriate Marketing.)

Mimi Divinsky announced that the
Choice in Health Clinic is asking
people to lobby the government to
keep it open under the Independent
Health Facilities Act. At present, the
proposed legislation would allow the

Morgentaler and Scott clinics to
remain open, and become fully
funded, under a grandfather clause,
but would force the Choice in Health
Clinic to close. Fred Freedman ex-
pressed reservations. People will
decide individually whether to par-
ticipate in the lobbying; forms were
handed out. Haresh said that he would
like to devote to bulk of an issue of the
newsletter to questions regarding the
Independent Health Facilities Act.

Phillippa Tattersall reported on the
Hamilton chapter. She said that atten-
dance had been dwindling, and the
chapter has decided to re-focus itself
to try to have more of an active par-
ticipatory approach. Members will
especially be looking at issues relating
to the role of drug companies in medi-
cal education. The next chapter meet-
ing is in November.

Health Professions Legislation

Two additional resolutions regard-
ing the Health Professions Legisla-
tion Review were passed:

Whereas diagnosis is a licensed act
under the Health, Professions Legisla-
tion Review recommendations, be it
resolved that the MRG supports the
licensing of health professionals to
make a diagnosis within their area of*
expertise.

Whereas we support community
involvement in the governing bodies of
College Councils we support that one
third of the members on the governing
bodies be lay representatives and urge
that a method for public account-
ability of these lay representatives be
identified.

Resource Allocation

The afternoon session, on
Resource Allocation, was chaired by
Andy Oxman.

Haresh Kirpalani made some in-
troductory comments about the
deliberations and proposals of the
Resource Allocation Working Group,
(see the October newsletter).

A good deal of the ensuing discus-
sion and questions focussed on the
“democratic forum” proposed by the
working group. People asked how
such a democratic forum would be dif-
ferent from what we have now? Would
it be similar to existing district health
councils? Should the district health
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councils be given a greater role to
make them into these "democratic
forums"? Jack Micay stated that he felt
the current system is already
democratic. Haresh Kirpalani said
that he felt the system is not respon-
sive; decisions are made behind closed
doors.

On the issue of spending, Gord
Guyatt said that real suffering is
resulting from the current push from
the Ministry of Health to reduce ex-
penditures. We should oppose indis-
criminate cuts to health care budgets
but we can support specific cuts
directed at inappropriate expendi-
tures. Catherine Oliver said that we all
know of places where money is being
wasted. How do we get at those things
without hurting other areas?

Discussion then focussed on the
specific proposed resolutions. On the
question of funding effective but ex-
pensive interventions, most people
seemed to agree on the following
points: We should fund expensive in-
terventions if they are effective..We
shouldn’t spend money on useless,
harmful, or inefficient things within
the health system. We should also op-
pose useless and harmful spending
outside the health budget. Resources
should be allocated equitably and effi-
ciently.

Gord said that we should be
making the point that it is not neces-
sarily true to say that there is a crisis in
health care spending. We could easily
be saying instead that there is a crisis
in corporate profits or in society’s
luxuries. He argued in favour of link-
ing health care spending issues to such
issues outside the health care system.
Jack Micay disagreed, arguing that the
health care budget is already too big,
and that it would make it seem that we
are pushing for even more spending
on health care. Several people main-
tained that we should make the point
that we should simultaneously look at
inefficiencies in health care and at in-
appropriate spending outside the
health care system.

Two of the four proposed resolu-
tions were amended and passed as fol-
lows: (There was not time to deal with
the other two).

Continued on page four . . .
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Resolution on Funding for
Effective but Expensive
Interventions

Decisions regarding the funding of
effective but expensive interventions
should be made in the context of the
entire health budget and the total
economy. The onus is on the govern-
ment to find the money by:

1) Reallocating money from within the
health care system (e.g. by reducing
unnecessary hysterectomies or use-
less pharmaceutical advertising)
or,

2) Reallocating money from within the
total economy (e.g. by raising cor-
porate taxes, taxing luxury items,
reducing tax shelters, or reducing
military spending).

Resolution on closing and
building new hospital beds

Decisions regarding the allocation
of resources to both acute care and
longterm hospital beds should not be
made on an ad hoc basis. They should
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be made within decentralized,
democratic forums (e.g. by modifying
district health councils), based on an
integrated approach to the delivery of
health care that takes into account
both institutional and community-
based delivery of care. Funding for
new hospital beds should be sup-
ported, provided there is evidence of
need, and bed closures should be op-
posed if there is evidence that people
will suffer as a consequence (e.g. due
to early discharge, prolonged waits for
surgery such as hip replacements, or
transport to distant medical centres).
More specifically:

1) Regionally-based democratic dis-
trict health councils should have
the mandate to determine and plan
for present and future needs for in-
stitutional beds.

2) The provision and utilization of
hospital beds should be assessed
and monitored on a scientific basis
by the district health councils. This
evaluation should include the
evaluation of all hospital-based in-
terventions, based on a review of
evidence of effectiveness and need.
Resources should be allocated for

ssions

synthesizing the available research
and commissioning new research
to address important gaps in the
current state of knowledge.

3) Financial and professional incen-
tives for administrators and health
care providers should be designed
to encourage the provision of equi-
table, efficient, and humane care,
including the rehabilitation and
community-based care of the
elderly and chronically ill.

4) Decisions regarding overall expen-
ditures on hospital beds should be
made within the context of total
societal expenditures. Thus, money
should not arbitrarily be trans-
ferred from institutional to com-
munity-based care, but should be
allocated to both based on
evidence of effectiveness and need.

5) Because they are inequitable and
inefficient solutions for financing
institutions the MRG opposes user
fees and hospital fundraising. (See
previous resolutions on user fees
and hospital fundraising.)

The meeting was adjourned at 5

p-m.

Legislation scrutinized

The “professional acts approach”
proposed by the Schwartz Commission
in its review of Health Professions
Legislation was the topic of discussion
at the Medical Reform Group’s meeting
on Friday October 14. Three speakers
looked at aspects of the proposed legis-
lation.

The first speaker was Alan Bur-
rows, Director of the Ministry of
Health’s Professional Relations
Branch, who is heading the team im-
plementing the Health Professions
Legislation Review. Alan Burrows
said that the review (aka the Schwartz
Commission) was done because
regulation of the health professions
had become a mess. There was old, in-
flexible legislation in place, and
groups on all sides were lobbying for
new legislation.

After an extensive process of study
and consultation, the review team
recommended that 24 professions
should be self regulating, as opposed

to the current 19. About 300 groups in
all had wanted to be recognized as self
regulating professions. The legislative
structure to be put in place is to have
one overall piece of legislation, with
separate pieces of legislation attached
to it covering each individual profes-
sion.

The approach being adopted
proposes that acts, not persons, be
licensed, i.e., potentially harmful acts
will be licensed. Some acts will be
licensed to more than one prac-
titioner, e.g. childbirth will be licensed
to both physicians and midwives. Six of
the 24 professions will have no
licensed acts at all. Physicians will be
licensed to perform them all.

The legislation is being attacked
from two sides. The College of
Physicians and Surgeons of Ontario
says that it will lead to rampant quack-
ery. Alternative healers are saying it
will put them out of business.

Competency reviews under the
new legislation are supposed to be
compulsory, but remedial and non-
punitive. The aim is to produce pres-
sure to keep standards high, not just
to find "bad guys".

The second speaker was Margaret
Risk of the Ontario College of Nurses.
She said that under the new legisla-
tion, the public will have more choice
over whom they access for health care.
Exclusivity will be reduced. She said
there was a question about only tech-
nical acts being seen as risky; it can be
argued that anyone can be trained to
perform a technical act, while the
decision-making process about
whether or not to perform a given act
contains the greater risk.

Continued on Page 5 . . .
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Continued from page 4.

Always some quackery

She said that there will always be
some quackery out there; it can’t be
completely regulated.

How do you deal with someone
performing a licensed act that they are
not supposed to be doing? Whose
responsibility is it to go after them?

The final speaker was Bob James.
He pointed out that the discipline
provisions being proposed are very
close to what the MRG proposed in its
submissions; not a lot of problems
there.

He asked whether the government
is going to be saying that if it’s not a
licensed act, then it won’t be a paid-for
act? E.g. will it take counselling out of
OHIP coverage because counselling
will not be a licensed act?

He said that without a team ap-
proach, there may be less efficiency,
not more, under the new system, be-
cause more people are involved in
care. It will be more difficult for any
practitioner to have an overview of a
patient’s care.

He said that there is some reason to
be concerned that the public may turn
out to be less well protected under the
new legislation than under the current
legislation.

The three presentations were fol-
lowed by questions and comments.

Fred Freedman said that he was
concerned about a possible loss of
communication under the new system.
At present, the physician plays a use-
ful role as a gatekeeper or central co-
ordinator of a person’s care: someone
who knows what treatment the patient
is getting where.

Margaret Risk said that teamwork
and co-ordination are desirable, but
they can’t be legislated.

Don Woodside said that he was
concerned about non-doctors doing
point-of-entry diagnoses of un-
specified ailments.

P

e R R

al ys

o Provide Health Car

Medical Reform 5

to Homeless People

e make sure the treatment is feasible
given the clients’ living situation —
otherwise it can’t and won’t be
done.

e write everything down,; it helps for
two reasons a) if the person doesn’t
understand someone can explain it
to them; b) agencies and welfare
workers are always asking for
paper, this group of people is sel-
dom believed

e have OHIP forms in the office and
use them

e know what is covered by welfare;
bandages, asa, cough syrup, etc.
aren’t, tensors are not covered and
they are expensive. Write a note
with the script, it may help the per-
son obtain a drug card

e use samples or at least give the per-
son enough pills to get the person
through until they can get to the
welfare worker. The social systems
are all but closed on the weekend -
starting Friday at 2 or 3

e think homeless when prescribing
the drugs or recommending the
treatment — think no bathroom, no
sink, no tub, no privacy, no bed or
quiet space

e make sure your follow up appoint-
ment is necessary, make sure the
time you give them is appropriate
and manageable by the client; shel-
ters and feeding programs have
very strict hours and you may force
a person to chose between eating
for the day or your appointment

e allow and encourage questions;
more time will be needed if you
rush or try to brush off the client;
allow and encourage questions;
physical touching and kindness
cures or at least certainly helps the
process; don’t be afraid of the
client, if you don’t know, ask and be
supportive

e talk to and educate; people want to
know; explain procedures, talk
about their body, assume they are
interested, they usually are!

— Prepared by Dilin Baker
of Street Health

THE SCIENTIEIC COMMUNITY
is DIVICED.

SOME SAY THIS STUFF IS

PANGEROUS, SOME SAY
1T ISNT.
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Independent Health Facilities Act:
Submission to Legislature Committee

on Bill 147

Medical Reform Group
of Ontario
August 16th, 1989

Summary

Use of the term “facility fee” in the
proposed legislation appears to be a
step towards the reintroduction and
legitimation of extra-billing. In-
creased privatization of the health
care system is anticipated; a profit in-
centive is likely to lead to over-use.

Ministerial discretion as to pay-
ment of independent facilities will
lead to their being outside the overall
health insurance system. It is doubtful
if the profession would be able to
tolerate arbitrarily variable payment
rates and methods within the province
wide insurance plan. A piecemeal
range of facilities will lead to erosion
of an equable system for all citizens. A
profit incentive will encourage the
over-use of procedures.

Little encouragement to members
of the health professions or the public
to develop innovative proposals is
seen. It is also noted that there ap-
pears to be norole allocated to district
health councils, which might usefully
provide input into the service and
planning implications of any new
facilities.

Provisions for assessment, inspec-
tion and disciplining of licenced
facilities establish new mechanisms
which appear onerous and a disincen-
tive to the establishment of facilities.

Free-standing abortion clinics and
birthing centres are facilities that
should be encouraged, fill areal public
need, may at the present time be
forced to charge facility fees and could
be facilitated by the passage of Bill
147. Such facilities however could
more simply be developed by legisla-
tion allowing for capital funding
grants,

The Medical Reform Group of On-
tario is glad to have the opportunity of
making a presentation to the commit-

tee on Bill 147. We have previously
discussed some of our concerns with
officials of the Ministry of Health.

The Medical Reform Group of On-
tario is a democratic, non-sectarian
organization of physicians, working in
a variety of settings, and medical stu-
dents. The following are its founding
principles:

1. Health care is a right.

The universal access to every per-
son to high quality, appropriate health
care must be guaranteed. The health
care system must be administered in a
manner which precludes monetary or
other deterrent to equal care.

2. Health is political and social
in nature.
Health care \;/orkers, including

physicians, should seek out and recog-
nize the social, economic, occupation-

al and environmental causes of °

disease, and be directly involved in
their eradication.

3. The institutions of the health
care system must be changed.

The health care system should be
structured in a manner in which the
equally valuable contribution of all
health care workers is recognized.
Both the public and health care
workers should have a direct say in
resource allocation and in determin-
ing the setting in which health care is
provided.

These principles have led us to be
supporters and proponents of the
Canada Health Act and the Health
Care Accessibility Act. We have
philosophical and pragmatic beliefs
that lead us to advocate a health care
system that is universally accessible
without financial barriers to care.

We have therefore noted with dis-
may the persistence of some direct
charges to patients since the introduc-
tion of Bill 64. Some of these charges

may be allowable since they are pay-
ments for items not covered by exist-
ing legislation regarding their
insurability. The Committee should be
aware that ready acceptance of such
extra charges is likely to lead to
proliferation by those who read fee
schedules creatively.

We are aware that payment of
medical fees according to existing fee
schedules may make it virtuallyimpos-
sible to provide certain services and
procedures for which there is a clear-
ly articulated need, such as abortions
or births in free standing facilities,
without extra payment by the patient.
We would caution the Committee not
to believe that these or other proce-
dures constitute a major portion of
medical care. We have reservations
about the use of the term “facility fee”
in the proposed legislation in that it
appears to be a step towards the
reintroduction and legitimation of
extra-billing.

Section 23 of the draft legislation
states that the Minister may pay all or
part of the costs of services provided
in an independent health facility ac-
cording to whatever method the Min-
ister may decide on. This appears to
allow the proposed facilities to be out-
side the overall health insurance sys-
tem. It is doubtful if the profession
would be able to tolerate a system of
arbitrarily variable payment rates and
methods within the province wide in-
surance plan. This could alsolead to a
piecemeal range of facilities leading to
erosion of an equable system for all
citizens of the province.

The Medical Reform Group would
not advocate further privatization of
the health care system and the draft of
Bill 147 seems to clearly recognize the
possibility of profit making corpora-
tions running Independent .Health
Facilities. It is stated in the Toronto
Star of August 9th 1989 that the bill is
aimed at clinics that perform proce-
dures as diverse as in vitro fertiliza-
tion, laser surgery and cataract
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removal. The Committee should con-
sider the likelihood of a profit incen-
tive encouraging the over-use of these
or other procedures. There appears to
be no requirement for Independent
Health Facilities, whether run as non-
profit or private entities, to submit an-
nual audited statements. This would
be a prudent requirement for facilities
inreceipt of public funds. A precedent
for this exists in the Health Service Or-
ganization program,

The proposed act appears to
generally envision facilities being es-
tablished in response to the Minister
requesting proposals. Some criteria
for deciding to request proposals are
stated. As written, the act appears to
give little encouragement to members
of the health professions or the public
to develop innovative proposals. It
should also be noted that there ap-
pears to be no role allocated to district
health councils, which might usefully
provide input into the service and
planning implications of any new
facilities. There have been criticisms
in the past that the ministry plans com-
munity based care with inadequate
databases. Itis surprising that this new
legislation would not take the oppor-
tunity for the development of a plan-
ning process with broadly based input.

Considerable misgivings have been
expressed by physicians and their rep-
resentative bodies about the inspec-
tion and assessment provisions of the
act. The act devotes a large part of its
text toinspection and the proposed ar-
rangements appear to mark a sig-
nificant change from the traditional
self regulation of health care. We note
that some revisions were made, giving
greater involvement to the College of
Physicians and Surgeons. It would
seem preferable to be moving towards
a unified system of assessment of
health care and health facilities and
the proposed legislation seems to
move in the opposite direction. Some
of the types of service considered ap-
propriate for independent facilities
(such as abortion clinics, IVF and bir-
thing centres) would appear well
suited to an assessment of outcomes,
but there appears to be no encourage-
ment of this type of assessment in the
legislation.

It is simplistic to believe that mere-
ly by moving the provision of proce-
dures out of hospitals into community
out-patient facilities costs will be
saved. Without going into the com-
plexities of medical economics, it is
obvious that existing hospitals have
large fixed operating costs. The com-
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mittee should recognize that the legis-
lation could lead to procedures being
done both in hospitals and inde-
pendent facilities. There may be ex-
ceptions and we would note again the
case for free-standing abortion and
birthing facilities. Recent entrench-
ment of women’s rights to abortion
demands improvement of access
which will best be encouraged by
wider availability of free-standing
facilities. The growing demand for al-
ternative settings for childbirth, along
with the anticipated arrival of mid-
wifery makes the provision of birthing
centres desirable on a widespread
basis. A