- MEDICAL REFORM

Newsletter of the Medical Reform Group of Ontario
Medical Reform Group of Ontario, P.O. Box 366, Station J, Toronto, Ontario M4J 4Y8 (416) 588-9167

Volume 11, Number 2, April 1991

“The Third Principle” focus of MRG
Spring General Meeting, April 27, 1991

““The Institutions of the Health System
Must Be Changed”

The Spring General Meeting will be
held Saturday, April 27 at the South
Riverdale Community Health Centre,
1091 Queen St. East, Toronto (just
around the corner from the usual loca-
tion at 126 Pape Avenue). The meeting
will begin at 10:00 a.m. with brunch
followed by the business meeting and
discussion of a proposed resolution on
Bill C-69. The actual wording of the
resolution was not available as this
newsletter went to press; however, the
proposed resolution is based on the
position taken in the article by Michael
Rachlis on Bill C-69 in this issue.
Registration for the meeting will be
$25.

Beginning at 1:00 p.m. there will be
a panel discussion of democratization
in the health care system, focusing
specifically on the MRG’s third prin-
ciple in relationship to hospitals and
hospital workers. The panel will in-
clude Michael Hurley, President of the

Occupational Health

Group

An MRG Occupational Health
Working Group was set up in
November to develop MRG policy
in occupational health that we
could present to the Ministry of
Labo;ur (and, if relevant, the Min-
istry of Health). The group has
been meeting regularly since
December and would welcome
any other MRG members who are
interested. For more information
call Maritza Tennassee 416-572-
4524 or Susan Stock 416-527-0149.

Ontario Council of Hospital Unions
(CUPE), Janet Wright of the Ontario
Public Service Employees Union
(OPSEU), and Elsabeth Jensen, Im-
mediate Past President of the
Registered Nurses Association of On-
tario (RNAO).

The Ontario Council of Hospital
Unions represents over 20,000 support
and clerical workers including medical
technologists, clerical staff, registered
nurse assistants, nurses’ aids and allied
help. OPSEU represents 100,000

employees of the provincial govern-
ment, including hospital, ambulance,
and social service workers. The RNAO
is a professional organization repre-
senting registered nurses in Ontario.
The Ontario Nurses’ Association
(ONA), which is a registered uniom,
will not be represented on the panel.
The panel members will present
their perspectives on the current situa-
tion with respect to decision-making in
hospitals and their views on how the
health care system should be changed
to make it more democratic, particular-
ly with respect to ensuring that health
care workers have a direct say in
decision-making and that the equally
valuable contribution of all health care

Continued on Page Two

Democratizing the health care system:
A proposal for discussion from the
Resource Allocation Working Group

A DEMOCRATIC FORUM
FOR DECISION-MAKING

Based on the general principles dis-
cussed at the last semi-annual meeting,
the Resource Allocation Working
Group has formulated a series of
specific policy proposals. Democratic
decision-making has been emphasized
as a key element of many of these. The
reasons why a democratic forum for
resource allocation decision-making is
needed are briefly summarized below
as background to a proposed resolu-
tion that specifies the characteristics of
a democratic forum that we believe the
MRG should advocate.

THE NEED FOR A
DEMOCRATIC FORUM

1. Inappropriate incentives and
disincentives

Currently key decision-makers are
likely to be motivated in ways that are
in conflict with public interests. For
example, politicians’ electoral con-
cerns often constrict their vision to a
time frame that is limited by the next
election and their financial alliances
prompt them to focus on cost-contain-
ment rather than cost-effectivencss;
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workers is recognized, as stated in the
third principle:

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 al-
location and in determining the settingin
which health care is provided.

Following a brief presentation by
each of the panel members there will be
an open and lively exchange of ideas
and an opportunity to explore ways in
which the MRG might put the third
principle into practice, including
prospects for working together with
other organizations like the ones repre-
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The Medical Reform Group of Ontario is an
organization of physicians, medical students,
and others concerned with the health care
system. The Medical Reform Group was
founded in 1979 on the basis of the following
principles:

1. Health Care is a Right

The Universal access of every person to high
quality, appropriate health care must be
guaranteed. The health care system must be
administered in a manner which precludes
any monetary or other deterrent to equal
care.

2. Health is Political and Social in Nature
Health care workers, including physicians,
should seek out and recognize the social,
economic, occupational, and environmental
causes of disease, and be directly involved in
their eradication. -

3. The Institutions of the Health System
Must Be Changed

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

sented on the panel. Questions which
we might want to address include:

How should the health care system
be changed so as to allow health care
workers and the public to have a direct
say in resource allocation and how
health care is provided?

Who should represent health care
workers in determining health policy,
who should represent the public, and
how should they be held accountable?

How should pay equity be achieved?

Is de-institutionalization likely to
make the health care system more or
less democratic? ’

Is decentralization of health care
planning likely to make the health care
system more or less democratic?

Are elections feasible and desirable
for hospital boards, district health
councils or other health care institu-
tions? If not, how should decision-
makers in hospitals and elsewhere in
the health care system be selected?

Does the current NDP government
present health care workers with new
opportunities for democratizing the
health care system?

What, specifically, should the MRG
be doing to put the third principle into
practice?

£

Democratic Forum... p
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bureaucrats’ career concerns often
motivate them to focus on internal
political demands rather than health
needs; and physicians’ economic inter-
ests often come in conflict with public
interests.

Although conflicting interests are,
tosome extent, inevitable in any system,
a democratic forum in which decision-
makers are directly elected to repre-
sent the health interests of the publicis
the best way of ensuring that the
decision-makers’ interests are con-
gruent with the interests of the people
they represent.

2. Inappropriate influence

Various interest groups, particular-
ly affluent ones, have a dispropor-
tionate influence on decisions. Maki::
decision-makers directly accountab.:
to those whose health interests they are
elected to represent can serve to

reduce the potential for wielding finan-
cial resources to sway decisions.

3. Need for scrutiny

Many resource allocation decisions
are now being made behind closed
doors. An open democratic forum is
essential if decision-makers are to be
held accountable.

PROPOSED RESOLUTION

Given this background, it is
proposed that: '

Resource allocation decisions
should be made in an open democratic
forum which is characterized by:

1) open channels of communication for
input from all health workers and
the lay public in a representative
fashion;

2) elections, similar in nature to educa-
tion board elections, of grass roots
representatives organised at places
of work, health care institutions and
at a neighbourhood level;

3) elections among the grass roots rep-
resentatives of centralized review
boards with the following mandate:
to set priorities for health expendi-
tures, to ensure traceability of
redistributed funds, to critically
review government policies regard-
ing resource allocations, and to
meet with special interest groups to
hear their views and adjudicate be-
tween differing points of view;

4) empowerment of the review boards
with the right to veto Ministry of
Health decisions;

5) all decisions made openly and back-
ground information made readily
accessible to all interested parties;

6) all elected representatives subject to
removal by the right of instant recall
by their constituency.
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Summary of Presentation to the Standing
Committee on Health and Welfare,
Social Affairs, Seniors and the
Status of Women

By Michael Rachlis
January 22, 1991

I am honoured to have been asked
to appear before this committee and I
sincerely hope the members will not
think ill of my presentation because I
have not strictly kept to the agenda.

The Committee’s Agenda is
Irrelevant

The Standing Committee on Health
and Welfare, Social Affairs, Seniors
and the Status of Women has chosen to
study the funding of the health care
system. In particular, the committee
has chosen to investigate the impact of
the aging population on the health care
system, the problems with accessibility
of health services for certain
Canadians, and the human resources
for health care. I suggest that it is ir-

-relevant for the committee to be dis-

cussing these issues while the Federal
Government is denying itself a role in
Canada’s Health Care system. In fact,
the Committee’s agenda is worse than
irrelevant. The Committee is guilty of
the most grievous negligence by refus-
ing to act while the Federal Govern-
ment allows medicare to slowly die.

Why is Medicare in Trouble

Medicare has many problems but
Canadians have created a health care
system that is the envy of most of the
rest of the world. Canada has achieved
universal coverage for hospital and
medical care without charging users at
the time of service. We spend much less
of our gross national product on health
care than the United States and rough-
ly the same portion as the other wealthy
industrialized nations.

On the negative side, we have a sys-
tem tilted towards care within institu-
tions provided by physicians and we
have not carefully evaluated most inter-
ventions for their effectiveness or ef-
ficiency. We also know that hospital
and physicians services are much less
important for the health status of
Canadians than the public currently
believes. The Committee has heard
many learned witnesses discuss these
issues with little disagreement amongst
them. However, the system of public

financing for hospital and physicians
care without user charges is fundamen-
tally sound and the previous witnesses
have also made this point.

Medicare isin trouble because some
groups and some provincial govern-
ments have never accepted the basic
principles of Medicare and the present

Federal Government refuses to protect ;.

what has become Canada’s best-loved
social program. It may be hard for the
members of this committee to believe
that a Federal Government which con-
tinues to publicly profess its interest in
Medicare (and when in opposition
voted unanimously for the Canada
Health Act) could actually be destroy-
ing it. Some brief history may assist the
members in understanding the subtlety
of this issue.

A Brief History of Medicare

Canada’s health care system was in
its infancy when the Saskatchewan
Government of Tommy Douglas im-
plemented public hospital insurance in
1946. The program was a great success
both in humar and financial terms. This
resulted in some other provinces im-
plementing similar programs. The
Federal Government was somewhat
concerned about entering into this area
because the British North America Act
had given the provinces the respon-
sibility for health care. However, even-
tually, it was concluded that the
Federal Government could use their
fiscal power to influence the Provinces.
In 1957 the Federal Government
passed the Hospital Insurance and
Diagnostic Services Act. This Act al-
lowed the Federal Government to pay
for half the costs of hospital care if the
provinces implemented a hospital in-
surance plan which met certain condi-
tions.

Saskatchewan again led the way with
public medical insurance, implement-
ing such a plan in 1962. Justice Emmett
Hall’s Royal Commission recom-
mended a Federal medical insurance
program in 1964 and the Medical Care
Actwas passed in 1966. Like the Hospi-
tal Insurance Act, with the Medical
Care Act, the Federal Government
agreed to pay one-half the costs of
medical care if the provinces estab-

lished public medical insurance

programs with certain conditions:

1. The plan was to be administered on
a non-profit basis by a public
authority appointed or designated
by the provincial government.

2. The plan was to provide for a) the
furnishing of insured services upon
uniform terms and conditions, b)

Continued on Page Four

Health Care
Reform: Issues for
the 1990s

The Medical Reform Groupisto be
commended for its choice of prin-
ciples. The values inherent in these
principles are in harmony with the
health care reform policy that has
guided the activities of the Registered
Nurses Association of Ontario since
the 1970s.

As the last decade of the twentieth
century dawns, the restructuring of the
health care system is possible.

It is now possible to see a system in
which various professional groups
work with each other and the public as
partners. The legislative institutions
have the capacity to change the fun-
damental values related to health and
health care. The very culture of the
health care system could be quite dif-
ferent by the turn of the century.

At this time, when the ideals are
within reach, it is essential to exert the
final effort needed to ensure the full
step forward. Many vested interests
still fear the coming change. Helping
them along will be important. Keeping
the movement going in the face of such
resistance is also important. Building
bridges to supportive partners is an es-
sential strategy for managing change,
and marketing the vision is key. Al-
though small in number, the MRG has
akeyrole to playin shaping a preferred
future for the health of Ontario.

Elsabeth Jensen, R.N., B.A.,
B.Sc.N,, SRS

Immediate Past President, Re-
gistered Nurses Association of Ontario

Elsabeth Jensen will be-a speaker at
the Medical Reform Group’s Spring
General Meeting, April 27, 1991.
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