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Holdback formula
penalizes low billers,

MRG says

The Medical Reform Group’s
Steering Committee issued a state-
ment opposing the “holdback” for-
mula adopted recently by the Ontario
Medical Association Council. The
MRG’ s statement as it was released to
the media appears below:

n a decision as undemocratic as it
Iis unwise, the Ontario Medical

Association Council has decided
on a formula for a Social Contract
“holdback” which penalizes lower-
billing physicians, including those
who take extra time with their patients.

The holdback flows from the
OMA’s agreement with the Ontario
government. This agreement stipu-
lates that physicians must adhere to a
billing cap of approximately 3.9 bil-
lion dollars. Physicians’ billings are
expected to be about 2 per cent over
that cap in the 1994-95 fiscal year, and
so a holdback is required. It is up to
the OMA to determine how this hold-
back should be distributed among
physicians.

The OMA surveyed its member-
ship regarding distribution of the
holdback. Over 10,000 members re-
sponded. The membership strongly
supported a sliding scale based on in-
come. This would mean that higher-
billing physicians would have more
than 2 per cent of their billing held
back, and lower-billing physicians
less than 2 per cent.

OMA council ignored the results
and chose an across-the-board hold-
back based on gross OHIP payments.
This means that each physician will
lose 2 per cent of her or his gross
income.

Continued on Page Two

Giving birth
to propaganda

One of the tactics of the anti-medi-
care campaign being waged by the
corporate media in the United States
is to publish “exposes” of the alleg-
edly disastrous Canadian health care
system. These exposes are eagerly
picked up by Canada’s corporate
press as they press on with their own
campaign to bring the benefits of pri-
vatization and the free market in
health care to skeptical Canadians.

One recent example was an article
in the Wall Street Journal, titled
“Don’t Give Birth Up Here” , which
claimed that conditions in Canadian
maternity wards are primitive. The
article was picked up and given
prominent play by the Globe and
Mail.

Two MRG members wrote a reply
which appears below:

s two physicians involved in
Athe care of mothers and infants

in Ontario — one a family
practitioner with a large obstetric
practice in Toronto, the other a spe-
cialist in neonatal intensive care in
Hamilton — we were appalled by the
distortions about health care in Can-
ada in a recent Journal article (Don’t
Give Birth Up Here). As your readers

Continued on Page Two
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Atticles and letters on health-related is-
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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 physi-
cians, should seek out and recognize the
social, economic, occupational, and envi-
ronmental causes of disease, and be di-
rectly involved in their eradication.

3. The Institutions of the Health System
Must Be Changed

The health care system should be struc-
tured in a manner in which the equally
valuable contributions of all health care
workers in recognized. Both the publicand
health care workers should have a direct
say inresource allocation and in determin-
ing the setting in which health care is
provided.

Giving Birth to Propaganda
Continued from Page One

consider the options for health care re-
form, we certainly hope they look to
more reliable sources than the Journal
for their facts about the Canadian system.

Canada has one of the finest records
for maternal and infant care in the
world. Epidurals for pain during labour
are routinely given, as they are in the
U.S. However, U.S. statistics on prena-
tal care, infant mortality, and maternal
mortality are the worst of any developed
nation other than South Africa. Whose
system is “primitive”?

We are happy to hear that one U.S.
writer had private insurance that paid
for her delivery and epidural. Millions
of women of reproductive age in the
U.S. have private insurance policies
that specifically exclude maternity
care. Many more have threadbare
policies that exclude coverage of new-
borns, putting a family at risk in the
case of a problem.

In Ontario, every woman is cov-
ered for comprehensive medical care
during pregnancy and delivery; all in-
fant care — from the most highly spe-
cialized intensive care to routine
immunizations — is also covered.

The expansion of midwifery and
birthing centres is aimed at improving
our already enviable record in deliver-
ing outstanding medical care during
pregnancy and delivery. Recent cost-
control measures have not affected the
availability of proven beneficial

Holdback Formula Penalizes
Low Billers
Continued from Page One

The Medical Reform Group, a
group of physicians which is critical
of the distorting effects of the fee-for-
service system of physician remu-
neration, strongly condemns this
undemocratic decision by the OMA
Council. “The decision will be demor-
alizing for the most conscientious
physicians who are already under
considerable stress,” said MRG
spokesperson Dr. Gordon Guyatt,
“and therefore could potentially com-
promise patient care.”

For the Hamilton's Spectator's
coverage of the issue, see page 4. ¥

measures. The same cannot be said in
the U.S., where the tragically high in-
cidence of low birthweight babies is
directly linked to your lack of early
prenatal care.

We suggest that the Journal carry
a series of articles with more accurate
information about the Canadian
health care system. We would be
happy to facilitate this urgent task. W

Haresh Kirpalani BM, MRCP,
Associate Professor of Pediatrics
McMaster University Medical Centre,
Hamilton

Rosana Pellizzari, MD, CCFP
Davenport Perth Community

Health Centre

by Nicole Hollander
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The political
use of patients

embers of the Ontario Col-
lege of Family Physicians
were recently sent a letter

by Dr. Rick Mann, President of the
College, expressing concern about
proposals regarding the utilization of
nurse practitioners. Dr. Mann sug-
gested that physicians talk to their pa-
tients about this issue, and make
petitions and sample letters available
in their offices for patients to sign.

The Medical Reform Group was
asked to respond to this suggestion
that physicians should enlist their pa-
tients in a political cause. (See letter
by Alba Mitchell in this issue.)

The Steering Committee’s discus-
sion quickly yielded stories of other
incidents involving the political use of
patients. Steering Committee mem-
bers view such activities as an inap-
propriate overstepping of the
boundaries of the doctor-patient rela-
tionship.

To get an idea of how extensive
this kind of thing is, we are asking
MRG members and readers of Medi-
cal Reform to send us examples which
they have encountered. Your stories
are solicited. We would also espe-
cially welcome examples of posters,
letters, and other propaganda aimed at
patients in doctors’ offices. Your
thoughts and comments about what is
appropriate and what is inappropriate
would also be appreciated.

Send your stories, thoughts, post-
ers and other materials to:

Medical Reform, Box 158,

Station D, Toronto, Ontario M6P 3J8,
Fax: (416) 588-3765;

E-Mail: udiemer@sources.com

Welcome Nurse

Practitioners

R he Minister of Health recently
announced that Nurse Practi-
tioners would be trained and

licensed in Ontario. This development
has come in the wake of increasing
scientific support for the role of Nurse
Practitioners and the growing mo-
mentum for primary health care re-
form in this province.

The Medical Reform Group of On-
tario, representing 200 physicians, ap-
plauds this move by the Ministry as a
significant step towards a system
which promotes wellness and imparts
the skills and knowledge necessary
for consumers to make better deci-
sions and choices. We also support the
College of Family Physicians’ asser-
tion that “well-trained nurse practitio-
ners can and, in some cases already
do, complement the comprehensive
care provided by physicians in com-
munity and family practices” (Press
release, March 2, 1994)

Many Ontarians have already ex-
perienced the benefits of an interdisci-
plinary primary health team. Users of
Community Health Centres(CHCs)
and Health Service Organizations
(HSOs) are familiar with Nurse Prac-
titioners, whom they may see for mi-
nor illnesses, family planning, health
education, and “wellness” care such
as annual pap tests for healthy
women, well baby visits etc. Current-
ly, in these settings, Family Doctors,
in turn, address the more complex di-
agnostic and treatment issues.

Symptoms of illness and disease
are often provoked or amplified by
emotional and psychological over-
lays. Whether people have jobs, the
quality of their relationships, their

housing, their coping mechanisms all
impact on their perception of well-be-
ing or illness. Regardless of the “pre-
senting complaint” or the “reason for
the encounter”, we all share a respon-
sibility to address these determinants
of health as we work with and care for
individuals and families.

Deploying health professionals in
settings which recognise and utilize
their training, skills and knowledge in
the best match with consumer needs
results in a more efficient, more effec-
tive primary care system. Emphasiz-
ing health education and health
promotion should also reduce the
overdependency on the illness system
for medical solutions to trivial or inap-
propriate problems. Committing re-
sources and creating strategies to
address the determinants of health
should help to prevent problems be-
fore they arise. The “medical model”
of the past just doesn’t make the grade
for the 21st century.

The challenge, as the College of
Family Physicians clearly identifies,
is to “facilitate integration” by trans-
forming our present unsystem of pri-
mary care into a coordinated and
accountable system which will foster
health and treat illness effectively and
appropriately. This new system will
look very different. To Nurse Practi-
tioners, we say “Welcome!”V¥

Rosana Pellizzari, MD, CCFP
Member of the Steering Committee,
The Medical Reform Group

The above was sent as a letter to the
editor of the Globe & Mail
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Questionable tactics on nurse practitioner issue

tion of the Medical Reform

Group a letter from Dr. Rick
Mann, President of the Ontario Col-
lege of Family Physicians to the mem-
bers of the College. His letter is in
response to Ruth Grier’s an-
nouncement about the utilization of
nurse practitioners in Ontario.

Dr. Mann’s major concern with the
announcement is the Minister’s sup-
port for nurse practitioners working
“independently”. While I can under-
stand his concern about this issue, it is
not one worth much time and effort
because very few nurse practitioners
will choose to set up private practices.
In the United States, less than 3 per
cent of all nurse practitioners work
independently. Those currently work-

I would like to bring to the atten-

ing independently in Ontario are those
in underserviced areas working alone
not through choice but because few
physicians choose to work in these
remote areas.

My specific concern with Dr.
Mann’s letter is his recommendation
to his colleagues that they talk to pa-
tients “who can be tremendous allies”
and his offer to provide a sample cpen
letter to patients as well as a petition
which physicians might make avail-
able in their office and then forward to
the Minister. It is this issue I would
like to draw to the attention of the
Medical Reform Group. I am con-
cerned that the strategy of enlisting
patient support through the physi-
cian’s practice might exploit the pa-
tient-physician relationship and leave

patients vulnerable to feelings of pres-
sure to sign a petition even if they may
not entirely agree with it.

I would appreciate the MRG’s
opinion of whether it is a violation of
the patient-physician relationship for
physicians to talk with their patients,
to give them a letter and/or to make a
petition available in their offices, re-
lated, in this case, tc concerns about
non-physician health care providers.
If so, I would like to recommend that
the MRG be the group to respond to
Dr. Mann to help him understand the
possible impact of his suggestions on
patients. ¥

Alba Mitchell

2% billing holdback undemocratic:

By Suzanne Morrison

plan by the Ontario Medical
AAssociation to ask all doctors

in the province to contribute
equally to overbilling under the social
contract is undemocratic, say mem-
bers of the Medical Reform Group.

In a news release yesterday, the
MRG said, even though OMA mem-
bers had strongly supported a sliding
scale based on income, the OMA
council still decided on a 2 per cent
holdback for all doctors.

“OMA council ignored the results
and chose an across-the-board hold-
back based on gross OHIP payments.
This means that each physician will
lose 2 per cent of her or his gross
income,” it says.

The MRG argues this formula for
a clawback of doctors’ earnings pe-

nalizes those who bill OHIP the least,
including those who take extra time
with their patients.

Dr. William Orovan, past presi-
dent of the Hamilton Academy of
Medicine and delegate to the OMA
council, said it’s not true some doctors
will be hit harder than others because
those earning less will pay less.

A sliding scale was one of several
options council debated strongly for a
full day, Dr. Orovan said, adding it
felt a sliding scale would be “ex-
tremely punitive to some hard-work-
ing doctors and would drive away
from the province many of the spe-
cialists who we are already losing in
large numbers.”

Other choices, he said, had serious
problems and would have required
government legislation.

The 23,000 physicians in Ontario
earn an average of $180,000 a year.

There are about 1,000 doctors in
Hamilton, which could mean a signifi-
cant clawback from the area, beginning
this month, Dr. Orovan said (rough esti-
mates, based on 2 per cent holdback
each month for 1994-95, suggest it
could add up to over $3 million).

Dr. Gordon Guyatt of Hamilton, an
MRG spokesperson, believes young
physicians just starting to build prac-
tices, or people taking time off, will
suffer most.

He said the OMA turned down al-
ternative proposals that would exempt
some physicians, in favour of the
across-the-board formula.

If nothing else, the OMA decision
“has the merit of simplicity,” he said.

Continued on Page Five
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2% Billing Holdback...
Continued from Page Four

Dr. Jennifer Everson, a family
physician in Ancaster, said the whole
system of clawbacks is wrong and the
OMA has to start looking at it with the
government.

“I think over the next couple of
years there will be a completely dif-
ferent system because this isn’t going
to work.”

The holdback issue stems from the
OMA'’s agreement with the Ontario
government that stipulates doctors
must adhere to a billing cap of $3.8
billion a year.

Jean Chow, OMA director of pub-
lic relations, said under the social con-
tract there has been a 4.8 per cent
holdback of doctors’ monthly billings
to OHIP from October 1993 to March
1994, the end of the fiscal year, to
meet the cap.

Although final figures won’t be
available until November, it’s antici-
pated that doctors have exceeded their
cap by 0.5 per cent and will have to
pay it back.

The coming year’s 2 per cent hold-
back is an effort to keep doctors’ bill-
ings within the $3.8-billion cap for
fiscal 1994-95.¥

Reprinted from the Hamilton
Spectator, July 8, 1994

Do YouU Minp if T BURN 3 HoLe iN YouR
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Costly drugs overprescribed,

study finds

By Rod Mickleburgh

TORONTO—Ontario physicians
are prescribing vastly more expensive
drugs for the elderly, often with little
regard to their relative effectiveness,
according to a landmark study re-
leased yesterday into medical prac-
tices in the province.

Spending on gastrointestinal. and
cardiovascular drugs for the elderly
more than tripled in Ontario from
1985 to 1993, while spending on
drugs to treat prostate cancer among
the elderly virtually doubled from
1990 to 1993.

The study said the introduction of
new, expensive drugs accounted for
most of the increase, yet there was
little evidence that these drugs were
significantly better than existing
medications.

Joel Lexchin, an expert in drug-
prescribing practices, said the find-
ings indicate the success of promotion
and marketing techniques by pharma-
ceutical companies.

“Doctors are willing to prescribe
drugs which are more expensive, but
which aren’t any better medication,”
Dr. Lexchin said. “I think doctors are
very influenced by the promotion of
these drugs. ”

David Naylor, president of the In-
stitute for Clinical Evaluative Sci-
ences, which conducted the study,
said rising drug costs require urgent
attention. “Spending on drugs is
growing faster than any other health-
care sector. But remarkably few new
drugs are breakthrough drugs. There’s
a pressing need to get at the matter of
drug utilization. ”

In the report’s chapter on prescrip-
tion drugs for the elderly, researchers

used data from the Ontario Drug
Benefit Plan, which pays for all ap-
proved drugs for residents over 65.

In an interview, Dr. Lexchin said
the “grossest example” of inappropri-
ate prescribing uncovered by the insti-
tute occurred among five specific
drugs used to treat stomach ulcers and
esophagitis.

The study found that spending by
the provincial drug plan on the oldest
and cheapest drug, cimetidine (14
cents a dose), actually declined from
$2.41-million in 1985-86 to $1.53
million in 1992-93.

Meanwhile, spending on the most
heavily prescribed drug, ranitidine
(90 cents a dose), shot up from
$10.35-million in 1985-86 to $39.04-
million in 1992-93. The most recent
and expensive drug, omeprazole
($2.28 a dose), cost the drug plan
more than $ 12-million in 1992-93 up
from $2.45-million two years earlier.

“Cimetidine has been out the long-
est,” Dr. Lexchin said. “It’s the cheap-
est of the five drugs.

“And for 85 per cent of patients,
there’s no reason to prefer any of the
others over cimetidine.” Side effects
of cimetidine are worrisome for the
remaining 15 per cent, Dr. Lexchin
said, but it is relatively easy to deter-
mine which patients shouldn’t use the
drug.

“ However, the marketing cam-
paign of Glaxo [which manufactures
ranitidine under the trademark Zan-
tac] has been very effective at con-
vincing doctors to switch,” he
charged. “They’ve played on the side-
effects issue.”

Continued on Page Six
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Costly Drugs
Overprescribed
Continued from Page Five

Dr. Naylor noted that shifting only
50 to 60 per cent of prescriptions from
ranitidine to cimetidine would save $
15-million a year.

The study also looked at four ma-
jor categories of drugs used to treat
hypertension and overlapping forms
of heart disease.

Diuretics and angiotensin-conver-
ting-enzyme (ACE) inhibitors are pre-
scribed for hypertension and
congestive heart failure, while beta-
blockers and calcium-ion antagonists
are used to combat hypertension and
angina.

As with the gastrointestinal drugs,
the more expensive drugs are now
prescribed much more frequently than
cheaper medications."

Five times more calcium-ion an-
tagonists were prescribed in 1992-93
than in 1985-86, boosting their total
cost to $92-million from $14.64-mil-
lion.

Spending on beta-blockers, on the
other hand, rose only from $12.74
million in 1985-86 to $19.75-million
in 1992-93.

During the same period, spending
on diuretics dwindled to $6.21-mil-
lion from $7-million, while the pro-
vincial drug plan forked out $48.3
million on ACE inhibitors in 1992-93,
compared with only $2.19-million in
1985-86.

Yet, according to the study, recent
treatment guidelines by the Canadian
Hypertension Society recommend
diuretics as the first-line therapy for
elderly hypertension, followed by
beta-blockers as the second line.

Calcium-ion antagonists or ACE
inhibitors were recommended only if
the patient did not respond to first-line
or second-line therapy.

While acknowledging there are
times when calcium-ion antagonists
and ACE inhibitors are appropriate,
Dr. Lexchin said he believes rational
prescribing patterns would greatly in-
crease the use of beta-blockers and
diuretics.

“They are the only ones shown to
reduce morbidity...the cheaper ones,”
he said. “The other ones reduce blood
pressure, true. But they’ve never been
shown to reduce mortality.”

Concerning prostate cancer, the re-
port noted that a number of new hor-

monal therapies have been introduced
in the past few years, driving the pro-
vincial drug plan’s costs for drugs for
the condition from about $8-million in
1990 to $15.4-million in 1992. “These
new therapies are expensive, [but]
there is no clear agreement as to which
new drugs or drug combinations may
be most effective.” ¥

Reprinted from the Globe & Mail,
May 26, 1994

PHYSICIAN

$85,648 to $117,766
PLUS Excellent Benefit Package

The Barrie Community Health Centre provides primary

and community health care to a mixed population in the
downtown area of the city. We are seeking an additional full
time permanent physician to join our interdisciplinary team
and focus on health promotion, illness prevention and l
primary health care. You should have experience with

women’s issues and demonstrated commitment to serving

marginalized groups.

We offer an enthusiastic and creative team of fifteen
professionals in a user directed organization committed
to serving our members and working with community

partners.

Barrie is a picturesque waterfront city of 70,000 people,
45 minutes north of Toronto with excellent recreational

opportunities.

For more information, or to apply contact:

Carla Palmer
Executive Co-ordinator

80 Bradford Street, Suite 117
Barrie, Ontario L4N 6S7
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A triangular concept of the ethics of health care
delivery: Access, Autonomy, and Cost Containment

By Jason J S Barton

ealth care is not a typical eco-
nomic commodity. It is also
considered a human right, a
status acknowledged by the World
Health Orgamzauon and the Univer-
sal Declaration of Human nghts2
This status creates ethical dimensions
in the provision of health care that are
distinct from the provision of other
goods and services in our society. Un-
derstanding why health care is a right
and what ethical issues are involved is
the key to the creation and mainte-
nance of a good health care system.
Many of the ethical controversies
regarding health care delivery can be
conceptualized in terms of a triangular
relation between three primary issues:
access, autonomy, and cost contain-
ment. Each issue places demands on a
health care system which may conflict
with the demands of the other issues.
A successful health care system must
achieve a satisfactory balancing of the
tensions generated by such conflicts.
Possible changes in our system such
as user fees, imposed clinical guide-
lines, and multitiered care should be
analyzed in terms of their impact upon
the tensions of this triangle.

I. Why is health care a right?

This has been discussed in detail
elsewhere>. The first point to estab-
lish is that health care systems do not
provide health as defined broadly by
the World Health Organization: “a
state of complete physical, mental and
social wellbeing, and not merely the
absence of disease and injury.” This
state of well-being requires the in-
volvement of other societal agencies
concerned with education, environ-

ment, the economy, and so on: in fact,
it could be stated that this ‘complete
well-being’ of citizens is the proper
aim of all structures of society. The
mandate of health care systems is
more hrmted to dealing with disease
and mjury both through prevention
and treatment.

The argument for health care as a
human right is approximately as fol-
lows. Human rights in general con-
cern the preservation of both life and
freedom of choice in life. This self-de-
termination can be restricted if oppor-
tunities for exercise of free choice are
limited. Inequalities in opportunity
are a form of injustice: ‘all men are
created equal’ refers to all persons
having equal opportunity for self-ful-
fillment. Disease and injury can both
threaten life and impose limitations on
the possibilities in life (i.e. blindness,
paraplegia). All persons are therefore
entitled to measures that can mitigate
against these effects of disease and
illness. When health care became ef-
fective against disease and injury (a
relatively recent phenomenon”) it be-
came aright.

This argument implies two ele-
ments to health care as a human right.
First there is preservation of life.
Death is an absolute loss’ of freedom
of choice. Life-saving health care
must have absolute priority in any sys-
tem. Second, there is preservation of
opportunity. The ’relative loss’ of op-
portunity from non-fatal disease or in-
jury is a spectrum ranging from the
temporary and trivial (i.e. common
cold) to the permanent and tragic (i.e.
quadriplegia). “Relative need” argu-
ments say that greater impairments
have greater claims on limited re-

sources, when resources are effec-
tive”. Thus this second element of
health care may have a utilitarian view
not applicable to the first. Weighing
need by the handicap caused by dis-
ease is a complicated means of allo-
cating scarce resources, but it is
censistent with the reasons why health
care is aright.

2. Access

If we accept the argument that
health care is a universal human right,
then it follows that access to health
care should be available to all people.
All industrialized nations except the
US and South Africa have recognized
this by providing a national health
care system for their citizens. The Hall
Report, the foundation of our health-
care system, urged that “...we now
take the necessary...decisions to make
all the fruits of the health sciences
available to all our residents without
hindrance of any kind. All our recom-
mendations are directed towards this
objective.”

The Universal Declaration of Hu-
man Rights gives health care equal
status to food, shelter and clothing.
The supply of the latter in our society
is through the free market (with short-
falls made up by charitable or govern-
mental organizations). However,
health care differs from food and
clothing in several ways. Health care
is an episodic and unpredictable need.
Individuals are seldom responsible for
incurring this need, with heredity, en-
vironmental factors and ’chance’
playin g a large part in bringing on
illness”. Health care is expensive: as a
result its supply is limited and asking
charity and government to provide for
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those who can’t pay is unrealistic and
creates other inequalities. The costs of
health care can be as unpredictable
and catastrophic as the illness.

As a result, third-party payment
must ultimately be involved in a
health care system that guarantees
universal access. In our expensive
times, universal access is universal in-
surance, despite claims to the con-

10

trary . However, the cost-benefit
judgments that occur in market pur-
chases arc distoried with third-party
systems, since at the point of utiliza-
tion one consumer (patient) compares
benefits without regard to cost and the
other (insurer) compares costs with-
out regard to benefit. Increasing costs
and competition drive American pri-
vate insurers to minimize expenses by
denying insurance to and excluding
conditions in people most likely to use
health care. The interests of private
insurance do not lie in providing uni-
versal access to health care. Such ac-
cess requires either laws to force it on
profit-motivated insurers (i.e. Dutch
or German regulation1 1 or a service-
motivated and publicly accountable
insurer (i.e. the Canadian govemn-
ment).

Access is also more than moneylz.
The Canadian system has removed fi-
nancial barriers but other problems re-
main. The under-supply of health care
in rural areas is another ethical issue
of access. Racial and cultural barriers
among immigrants and natives may
exist_in areas with adequate serv-
Sao s i 3
ices °, which may be improved
through social services and education.

The ethical drive from ’access’ is
towards equal provision of health care
to all persons, in respect to need and
regardless of ability to pay. Equal ac-
cess must be provided to services that
preserve life or improve opportunity
in life effectively.

3. Autonomy

Individuals should be free to deter-
mine their course in life and partake of
the consequences of their actions. If
health care is seen as important in
maintaining opportunities for this ex-
ercise of free choice, it is also impor-
tant that individuals be allowed free
choice within the health care system.
First, patients deserve autonomy. In
practice the most important choice pa-
tients make is often their choice of
heaith care provider. In contrast to
other market transactions, where con-
sumers make their own cost-benefit
judgments, the knowledge of benefits
and costs in health care lies primarily
with the providers rather than the con-
sumers. The complexities of medicine
guarantee that the provider has great
influence in the treatment decisions of

the patiem”. Medical codes of ethics
and the concept of physicians as pa-
tient advocates are responses to this
fact. Thus patients must have the right
to choose their provideri 2 right recog-
nized in the Hall report™~.

Second, health care providers re-
quire autonomy in directing care
freely in concert with and on behalf of
patients. This is a consequence of the
role of physicians as patient advocates
and in part an extension of patient
autoniorny. Providers must be free to
select care according to the needs of
the patients, without reference to ex-
ternal considerations. A full range of
effective therapeutic options should
also be available if such freedom is to
have real meaning.

The ethical drive from "autonomy’
istowards providing patients with free

PATRICK CORRIGAR / TORONTD STAR
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choice of practitioners and providing
patients and physicians with unlim-
ited supply of effective health care
services for opportunity-limiting con-
ditions, without external constraints
on choice.

4. Cost containment

Ethics often concern hard choices
among limited options: when re-
sources are finite and needs or wants
seldom are, ethics inform our alloca-
tion of these resources. Cost contain-
ment becomes an ethical issue as any
dollar spent on health care is a dollar
taken away from other social pro-
grams, and any dollar spent on trans-
plants is a dollar taken away from
dialysis and prenatal care. Economic
cost-benefit analyses must be placed
in an ethical context, as a branch con-
cerned with the efficient use of re-
sources.

A good health care system should
provide all persons with access to life-
preserving treatments. However,
many diseases reduce opportunity
(morbidity) without being fatal. The
cost of providing all conceivable
therapies that could restore opportu-
nity may well be infinite. How do we
decide what to provide? The principle
of relative need is likely the only ra-
tioning coherent with the ethical basis
of health care. Those with the greatest
reduction in opportunity and for
whom resources are most effective
have the greatest claim’. In practice,
though, there are daunting obstacles.
How does one compare the impact of
diseases and therapies on opportunity
without dealing in apples and or-
anges? How do we measure efficient
use of resources? Yet the price of ig-
noring this part of the triangle has
been the rapid escalation of health
care costs to the point where universal
access and autonomy may be imper-
iled by proposed changes.

There are two considerations. One
is the “cost-efficiency” of our alloca-
tions: how much service do we get for
our dollar? The single payer Canadian
system offers significant savings in
administrative costs when compared
to a system of multiple payers“"’l s
Yet, despite the hopes of some! #1719
it is unlikely that efficiency savings
alone will banish rationing. The sec-
ond consideration is the “cost-effi-
cacy” of our allocations how
effective is the service we get ? If we
cannot afford everything, we cannot
afford ineffective therapies. Tests and
treatments of dubious benefit are pro-
vided today, yet the use of new and
expensive technologies grows with-
out systematic analyses by the health
care system of the costs and benefits
of such use.

Ideally cost-efficiency and cost-ef-
ficacy should factor into decisions of
what services are provided. Lacking
these measures, systems can control
costs by providing all services only to
some (access rationing) (USA), or by
providing all services to all, but in
limited amounts (queue rationing)
(Canada). Queues have been de-
fended as indications of efficient re-
source use?’ (idle machines or empty
beds imply redundancy). The length
of queues may also gauge the demand
for services and aid in directing re-
source allocations. However, this ap-
proach to cost-containment fails
ethically because of its confusion of
efficiency with efficacy. It assumes
that demand is correlated with benefit,
whereas in truth there is only a rough
approximation. The expenses in-
volved in health care make queuing
no substitute for real cost-benefit
studies: the most coherent means of
rationing is still by proven benefits for
those most limited by ill health.

The ethical drive of ’cost-contain-
ment’ is towards the provision of the

least amount of services necessary at
the least amount of cost to achieve the
goals of the system.

5. Tensions within the triangle

Access demands that health care is
universally available. Autonomy de-
mands that patients and providers be
free to determine the care undertaken.
Cost-containment requires that re-
sources be used effectively and effi-
ciently. Any health care system can
easily accommodate any two of these
requirements. Without demands of
equal access the constraints of cost are
relaxed because there are fewer users
and free choice of care isreadily avail-
able to those who can afford access.
Without cost-containment pressures
(as in the past when medical care was
much less expensive) many systems
can deliver easily on both access and
autonomy. It is only the introduction
and growth of a third apex in both
these scenarios which generates ten-
sion and conflicting demands that re-
quire balancing. Three short examples
follow of how issues in health care
delivery can be formulated in terms of
this triangle.

a) Choice of care

One of the arguments against
egalitarian health care systems in that
they infringe upon freedom of choice.
Currently the Canadian system does
not exercise direct control over the
decisions of providers or patients.
However, when the single payer is
also the single provider of the technol-
ogy and facilities that generate cost,
there is pressure to reduce costs by
limiting facilities. Limiting services
can be an indirect means of limiting
autonomy, if effective services are not
provided or not available in timely
fashion. The control of the availability
of services thus develops into an ac-
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cess-imposed tension between cost-
containment and autonomy.

Free market systems are seen as
the best means of promoting freedom
of choice. Such schemes preserve
autonomy while relaxing cost-con-
tainment pressures by sacrificing uni-
versal access. Once universal access
is introduced into such market sys-
tems, however, the pressures for cost-
containment increase again. In
practice the freedom of the market is
aiso limited when third-party payers
are involved. Those without insurance
do not have the option to choose care.
The micro-management policies of
insurers can limit the options avail-
able to providers. Ultimately any
thirdparty has an interest in containing
costs by limiting services. The true
contrast is between limitations ap-
plied unevenly to the populace by
profit-motivated bodies versus uni-
versally shared limits set by publicly
accountable bodies.

b) Multitiering

One proposal to ease cost-contain-
ment tensions between universal ac-
cess and autonomy is a multitiered
system, with a basic level of health
care for all and other levels with more
choice for those who can pay. For
example, the Oregon experiment has
created universal rationed care to sup-
plement private (unrationed) care’!"3,
However, if health care is a right be-
cause it can restore or maintain oppor-
tunity in life, it is unjust to deny some
people access to care which is avail-
able to others, since this distributes
opportunity within society21 accord-
ing to ability to pay. Such tiering can
only be contemplated when health
care is viewed as a commodity without
ethical repercussions on opportunity.

It also logically follows that serv-
ices provided by health care providers
which do not improve health might be

provided outside the health care sys-
tem. Such services should not be con-
sidered health care. Cosmetic surgery
is one example, since in most cases we
do not consider the defect’ a signifi-
cant handicap. Treatments shown to
be ineffective for significant diseases
should also be excluded from access.
In fact, cost-containment considera-
tions make it unethical to provide such
services within the health care system.
If these services are made available
for private payment, though, it must
be asked whether the system’s facili-
ties or providers trained at society’s
expense should be used in providing
these nonhealth care services, since
resources are scarce. The ethical issue
thus switches from access to cost-con-
tainment.

¢) Responsibility for rationing

In any system that deals responsi-
bly with all three ethical issues of
health care, decisions have to be made
regarding what services should be
available and who should use them.
Who should decide?

Doctors, for example, already
make decisions regarding who needs
investigations and therapies. Ideally
they weigh the costs and benefits to
the patient’s health as part of this
process. Some suggest that they
should also incorporate the economic
costs to society in these decisions.
However, cost-containment consid-
erations may conflict with the physi-
cian’s responsibility as patient
advocate, to determine what would
best improve the patient’s health. Im-
posing the burden of this tension be-
tween cost-containment and autonomy
on physicians is ethically question-
able”, as well as ineffective®. Al-
though physicians should be held
responsible to desist from useless
practices, asking them to balance cost

against the patient’s interests may
place them in unresolvable dilemmas.

Another candidate in a third-party
payer system is the payer, since the
provision of services is dependent
upon someone willing to pay for their
use. In contrast to providers, the
payer’s chief interest is cost-contain-
ment. In a multipayer system, this in-
terest is balanced by the competitive
pressure to maintain as many services
as possible to attract and keep income
from enrolled members. How can a
competing payer keep down costs and
still maintain services to attract in-
come? The escape valve is access.
Limiting enrollment to members not
likely to use the system enables the
payer to escape the tension. ’Access
rationing’ is inevitable in the unregu-
lated multiple third-party payer sys-
tem.

In a single-payer system, cost-con-
tainment interests are not balanced by
a competitive pressure to maintain
services. A single payer could curtail
services while maintaining universal
access to whatever services remain.
At some point the restrictions on serv-
ices will have a significant impact on
the freedom of patients and providers
to choose care. How can a single
payer be brought to respect the auton-
omy of patients and providers in its
rationing decisions? Most commonly
the answer is to make the single payer
a publicly accountable body. The
payer’s service mandate and the inter-
ests of the voting population (to which
patients and providers belong) in
maintaining services will balance
cost-containment interests.

Given the importance of public ac-
countability in balancing cost-con-
tainment pressures in a singlepayer
system, it is important that the impact
of the payer’s fiscal policy on provi-
sion of services be clearly outlined to
the public. The system will not work

10 Medical Reform

Volume 14, Number 3 - July 1994




if elected decision makers try to di-
vorce cost reductions from benefit re-
ductions. For example, it is not clear
what impact arbitrary across-the-
board cuts in hospital budgets will
have on services: the government
contains costs but the onus of reduc-
ing services is passed to hospital
boards. The responsibility for benefit
reduction thus diffuses away from the
politicians who reduced payments.
The efforts of elected officials to
camouflage the impact of their deci-
sions, while politically expedient, are
ultimately unethical and irresponsi-
ble. A system that divides responsi-
bilities and spending power between
provincial and federal levels is inher-
ently susceptible to such ’passing the
buck’.

6. Conclusion

The variations between the health-
care systems of different nations can
be seen as various solutions to the
tensions between the issues of access,
autonomy, and costcontainment.
Problems arise when the balance tilts
too far away from one or more of
these points. The Canadian system
heavily weighted access and con-
sciously protected autonomy; however,
the relative neglect of cost-contain-
ment has begun to strain the system. If
this neglect continues the survival of
the whole system may be endangered.
The system requires better efforts at
systematic cost-efficacy analysis and
implementation to supplement the
current cost-efficiency, as well as
continuing improvements in non-fi-
nancial aspects of access. W'

10.
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New Challenges for Vietnam

etnam is in the midst of a ma-
‘; jor economic renovation. Al-
though the party maintains
political control, the country is fol-
lowing China in replacing its socialist
command economy with a market de-
mand one. Its leaders and people hope
that the country of seventy million
people with a per capita income of just
$200 a year will achieve rapid eco-
nomic growth. What will these rapid
changes mean for the health of Viet-
namese people?

The Socialist Republic of Viemam
has made remarkable improvements
in health since the end of the civil war
in the mid seventies. In the years
shortly after Alma Alta, when “Health
For All” was a meaningful promise,
the Vietnamese primary health care
system was lauded as a model for re-
source-poor countries who wanted to
stretch their health care resources to
obtain greatest effect. Health workers
in every one of the almost ten thou-
sand communes in the country pro-
vided primary care, there were many
well functioning district hospitals, and
health care was provided free of
charge. Even in areas of the south long
neglected by the former government
and devastated by the war, health care
services became available and peo-
ple’s health improved. Annual gov-
ernment health expenditure per
person in 1990 was just 83 US cents,
lower than Nepal and Bangladesh.

The infant mortality rate in Viet-
nam has dropped from one hundred to
fifty over the past forty years. This is
about half of the rate expected for an
Asian country with the same gross
domestic product. UNICEF’s “The
Progress of Nations™ report last year
praised Viemam for leading the world

in the prevention of under-five deaths.
Vietnam has led the “world child sur-
vival revolution” without any West-
em economic aid. Half of neo-natal
deaths have been due to neo-natal
tetanus; recent improvements in im-
murisation delivery to women of
child-bearing age may cause the IMR
to fall further.

There are several other health indi-
cators to demonstrate that Vietnam
has achieved a lot for the money it has
spent. It has a measles immunisation
rate of 88%, rising from just 20% ten
years ago. UNICEF reports Canada’s
rate to be 85%. Vietnam has one fully
trained doctor for every three thou-
sand people, and a large cadre of as-
sistant doctors and auxillary health
workers. There is one in-patient bed
for every three hundred people. The
birth rate of thirty per thousand has
been falling since mid-century and it
is clear that a demographic transition
is underway. Vietnam boasts a re-
markable female literacy rate of 84%.

One might expect that with such
excellent indicators of health status,
the health of Vietnamese people
would simply improve further as high
economic growth rates turn one of the
world’s very poorest countries into
the newest “East Asian Tiger”. The
scenario is not likely to be so simple.

As the People’s Republic of China
initiated market reforms, it held health
and education services in the public
sector until reforms were well under-
way. An educated and healthy popu-
lation was seen as an essential
prerequisite for economic reform to
be successful and economic growth to
take off. Vietnam has taken another
direction. The government withdrew
financial support for the system of

health workers at the periphery, initi-
ated user fees for health services,
opened up the drug manufacturing
and supply system to the market, and
legalised private practice for health
workers.

The results of these changes have
been predictable. User rates at com-
mune health centres dropped, as pa-
tients left public sector health services
to attend private practitioners. With so
many doctors and paramedical work-
ers trained in the country, health care
workers in private practice began to
work almost everywhere except re-
mote areas. Many under-paid govern-
ment health workers in the periphery
have abandoned their posts, leaving
under-serviced areas with fewer staff
than before reforms were initiated.

The pharmaceutical manufactur-
ing and supply system is in disarray.
There is in Vietnam as yet no legisla-
tion for the regulation of retail phar-
macies, so untrained tradespeople act
as health workers in medical shops
that have sprung up in both cities and
rural areas. Adulteration of pharma-
ceuticals is believed to be common
and national essential drug policy has
all but been abandoned.

User fees and insurance systems
funding government health care and a
vigorous private health care system
should lead in time to more stability in
the health care delivery system. The
current turmoil and lack of direction
will make it difficult for Viemam to
face several major health challenges
in the years ahead.

Malaria is the number one cause of
both morbidity and mortality in the
country, and Vietnam is experiencing
a major epidemic of this disease. Ma-
laria has now become more prevalent

12 Medical Reform

Volume 14, Number 3 - July 1994




than it was at the country’s reunifica-
tion almost twenty years ago, after a
long war period without regular ma-
laria control. Just as suppliers of So-
viet DDT for residual insecticide
spraying began to run out, many
nonimmune people from the over-
populated plains began to migrate into
malarious hilly areas. Drug resistant
falciparum malaria has increased dra-
matically.

Insecticide-impregnated mosquito
nets are a new twist to an old technoi-
ogy that Vietnam has chosen as one of
its strategies for malaria control. Nets
may also decrease the incidence of
two other common diseases, dengue
and arbovirus encephalitis. World-
wide efforts to eradicate malaria have
failed, so an effective system of rapid
treatment for malaria cases is also
needed. The health care delivery sys-
tem in the hills of north and central
Viemam will need more financial and
managerial support if malaria is once
more to be controlled.

Diarrheal diseases still cause much
morbidity and even mortality in a
country where primary health care is
reported to be successful. Rural peo-
ple in Vietnam have their own ver-
nacular terms for the syndromes
induced by the common conditions of
shigellosis and amebiasis. Only half
of city dwellers and a third of people
who live in rural areas have access to
safe drinking water. The national diar-
rheal disease control programme has
just received an excellent evaluation
by the World Health Organisation; it
is being expanded. For further control
of diarrheal diseases a major invest-
ment in clean drinking water supply
and rural sanitation will have to be
made. Financial resources for these
programmes must be raised by the Vi-
emamese revenue collection system
which requires a major overhaul it-
self.

Vietnam’s wartime emphasis on
regional food self reliance has led to
both military victory and a situation
where some areas have food surpluses
and other areas food deficits. Al-
though Vietmam is a leading rice ex-
porter, almost half of the-Country’s
children under five are under-nour-
ished. Iodine deficiency is common in
the highlands, and there are areas with
major problems of vitamin A and iron
deficiency. This situation invites com-
parisons to other Asian countries with
chronic national food deficits and
high degrees of social inequity.

The solutions to the problem of
under-nutrition are not simple. The
country has set itself a goal of elimi-
nating vitamin A deficiency and io-
dine deficiency by 1995. Periodic
vitamin A supplement is being tacked
on to episodic National Immunisation
Day programmes and plans have been
made for universal salt iodisation. Vi-
emam’s transportation system needs
extensive renovation before it can be
used to move rice efficiently between
food surplus and food deficit areas.
Finding effective ways to reduce un-
der-nutrition in a situation of extreme
resource limitation provides eco-
nomic planners and nutritionists with
many challenges but relying on the
market economy to improve the situ-
ation may simply allow it to become
worse.

Tuberculosis is near the top of the
list of causes of mortality nationwide.
The incidence of this disease will
probably increase dramatically when
AIDS begins to make its presence felt.
Fewer than two thousand people in
Vietnam have tested HIV positive so
far, but Vietnam has the same explo-
sive combination of factors that has
led to a decimating epidemic in neigh-
bouring Thailand. With urban in-
jected drug use, ulcerating sexually
transmitted diseases, and an active

sexual service industry, it is only a
matter of a few years before Viet-
nam’s heterosexual HIV epidemic be-
gins to have an economic impact.

Vietnam’s population growth rate
is currently 2%. The national family
planning programme has for many
years depended almost solely on in-
trauterine devices and early abortion.
About half of women of reproductive
age use one of these methods. Con-
doms and oral contraceptives are just
becoming available in parts of the
country; barrier methods are espe-
cially needed as HIV begins to spread.
Simply supplying contraceptives to
increase the range of contraceptive
choices and meet the current unmet
needs will require massive doses of
capital for Vietam’s family planning
programme. The United Nations
Family Planning Association will not
be able to keep up supply and the
market is not yet ready to take over.

The people of Vietnam have faced
many challenges in their long history.
In the last few years of the millenium
they have a few new ones to face be-
fore they achieve Health for All. After
years of isolation, they deserve West-
emn support in their struggle to im-
prove their health. W

Jamie Uhrig
Hanoi
January 1994

Jamie Uhrig is a member of the
Medical Reform Group working
in Hanoi.
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OHIP curbs

Ontario’s NDP government has acted
to exclude temporary residents from
OHIP coverage. Among those who are
no longer covered are about 22,000
foreign workers and their families liv-
ing in Ontario, and about 19,000 inter-
national students. New residents will
be subject to a three-month wait be-
fore coverage begins, and Ontario
residents who have been out of the
province for more than 183 days will
also have to wait before coverage re-
sumes unless they made prior arrange-
ments with OHIP. People arriving in
Ontario who don’t plan to live in the
province permanently are no longer to
be covered. The province is also con-
tinuing to press the federal govern-
ment to pay the health care costs of
refugee claimants, but has agreed to
1 reinstate the coverage of refugee
claimants whose time-dated health
cards expired July 1. Ontario becomes
the sixth province to adopt similar
measures. Critics have questioned the
legality of some of the measures, as
well as the practical difficulties of en-
forcing them. Howard Greenberg,
chairman of the immigration section
of the Canadian Bar Association, said
that he objects to the changes because
the workers involved pay taxes in
Canada. The Ministry subsequently
announced that pregnant women who
arrived in Canada before April 1
would be exempted from the policy.
April 2, 1994

Workers compensation
reforms

Reforms to the Workers’ Compensa-
“tion Board remain controversial with
“both labour and employer organiza-

tions. The reforms were agreed to by

a special labour-management com-
mittee created by Ontario Premier Bob
Rae to sort out the WCB’s problems.
The changes, which are supposed to
reduce the Board’s long-term deficit,
were supported by Gord Wilson, head
of the Ontario Federation of Labour, a
member of the committee, and by On-
tario Labour Minister Bob Mackenzie,
as well as by employer representatives
on the committee.

The effect of the reforms, accord-
ing to the committee members, would
be that injured workers will lose
money to inflation, but will gain a
better chance of returning to their
jobs. Under the formula that is at the
heart of the changes, workers’ benefit
gains would lag 25 per cent behind the
cost of living, and in addition would
be docked 1 percentage point of the
inflation rate. Stopping the full index-
ing of benefits was a key goal of em-
ployers in the negotiations.

Wilson said that workers gain be-
cause the agreement contains a strong
commitment to rehiring injured work-
ers. The fully disabled and some
workers with the lowest pension in-
comes are to keep their indexed bene-
fits. The WCB provides about $2.4
billion in benefits and services to
more than 200,000 injured people
yearly.

Some business leaders were criti-
cal of the provisions requiring em-
ployers to take back injured workers.

Buzz Hargrove of the Canadian
Auto Workers Union criticized the ac-
cord’s rewriting of the WCB’s pur-
pose. “They’re shifting the emphasis
away from a program to benefit work-
ersand they’re emphasizing the finan-
cial end of it,” he*said.

Injured workers’ organizations
were critical of both the terms of the

agreement and the process used to ar-
rive at it. “I don’t want somebody else
speaking for me. I want a repre-
sentative of mine at the table,” said
Don Comi, head of the Niagara Dis-
trict Injured Workers’ Organization.
“We want to be part of the process”.

Mandatory reviews
Alberta doctors will become the first
in Canada to undergo regular manda-
tory evaluations. “It seems pretty clear
we’re being too reactive instead of
being proactive in terms of stopping
potential problems,” said Larry Ohl-
hauser, registrar of the Alberta Col-
lege of Physicians and Surgeons. “The
goal here is to fix things before there’s
a complaint... There’s no point look-
ing at a pilot’s performance after a
crash.” The College has yet to deter-
mine how it will conduct the evalu-
ations, which each physician will
undergo every seven to 10 years.
Evaluations will not begin until 1996
at the earliest. Other provinces such as
Ontario conduct random peer reviews.
Ontario evaluates about 400 doctors
each year.

April 6,1994

Cancer strategy announced

The Ontario Ministry of Health has
ammounced a cancer strategy to combat
waiting lists for treatment and to estab-
lish plans for cancer prevention. The
cancer strategy, called Life to Gain,
includes provisions for an additional
$8 million for 100 more bone marrow
transplants each year, which is ex-
pected to eliminate the existing back-
log. Additional operating funds will be
made available toregional cancer cen-
tres to operate radiation equipment. A
task force to recommend “appropriate
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next steps” for cancer prevention is to
be set up. A provincial cancer network
which will include health care provid-
ers, hospitals, agencies, community
groups, and patients, is being set up to
link services. Ontario Cancer Treat-
ment and Research Foundation presi-
dent Dr. Charles Hollenberg said he
was “very pleased” with the new strat-
egy, calling it “very imaginative and
very badly needed.”

April 9,1994

Law could free criminally
insane

An Ontario court is being asked to
force Ottawa to proclaim a law that
would limit the length of time a person
can be held in a psychiatric hospital
after being found not guilty of a crime
because of mental illness. If success-
ful, the constitutional challenge could
lead to the release of mental patients
who have spent more time in hospital
than the maximum sentence for the
crimes they were accused of. Advo-
cates for the mentally ill say the law is
long overdue, calling the current sys-
tem of indeterminate incarceration
discriminatory. However, Peter In-
sley, a lawyer representing the British
Columbia government, which has
been asking the federal government
not to proclaim the law, said that
“whether a mentally disordered ac-
cused should be on the streets boils
down to a medical decision. To adopt
a legal model undermines that.” The
case is being brought on behalf of
Denis LePage, who has been in the
Oak Ridge facility for the criminally
insane since 1977.

April 11,1994

Out-of-country coverage cut
The Ontario government has reduced
itscoverage of out-of-country hospital
stays from $400 a day to $100 a day,
saying it needs to save the money. The
$400 figure was based on the esti-
mated cost of a one-day stay in an
Ontario hospital. “I think that anybody
would be very foolish to leave Canada
without health insurance,” said On-
tario Health Minister Ruth Grier in
announcing the move. Ontario’s ac-
tion, which violates the Canada Health
Act, is being challenged in court by a
“snowbird” group, and federal health
minister Diane Marleau has said she
will takes steps to enforce the Act.
Grier said the reduced coverage is in
line with coverage provided by Al-
berta and Saskatchewan, and higher
than B.C.’s $75 a day. She said that
140,000 Ontarians received out-of-
country hospital care last year. Eric
Izzard of the Canadian Snowbird As-
sociation said that “The Canada
Health Act has a portability clause that
says a province must pay the same for
health care outside of Canada as they
do inside Canada.... "Right now, we
feel betrayed by the NDP govern-
ment."

April, 1994

Pay at the door

A report by the Toronto Star indicates
that some Toronto hospitals are in-
creasingly asking patients for cash up
front. In several hospitals, patients ar-
riving without a health card are asked
to pay $25 on the spot — the payment
being refundable if you show your
card to hospital officials within 24
hours. Patients arriving by ambulance
are hit with an immediate $45 charge
rather than being mailed a bill. Non-
residents are also being charged a

hefty up front fee for the emergency
room. Hospitals charging the fees in-
cluded Toronto East General, North
York General, and Scarborough Cen-
tenary. Debra Bloomfield, spokes-
woman for North York General, said
“This is not a revenue-generating
thing. We don’t even like to process
the $25. What we really want is the
health card number.” East General’s
controller, Al Kramer, said that each
year, about $70,000 worth of admis-
sion, emergency and ambulance serv-
ices at East General are never paid by
patients, which means the hospital has
to absorb the loss. Non-residents at
East General now have to pay a flat
$200 fee for the emergency room,
which doesn’t include doctors’ fees,
diagnostic tests or anything else asso-
ciated with the visit. Scarborough
Grace charges out-of-country patients
$110 up front for an emergency room
visit; North York General asks $225.

April 13,1994

Marleau to enforce

Canada Health Act

Federal Health Minister Diane Mar-
leau has cut British Columbia’s fed-
eral transfer paymenis because the
B.C. governmeni is allowing a groups
of doctors in the nrovince to extra-bill,
and is looking at similarly penalizing
Alberta and Outaric for violations of
the Canada Health Act. Extra billing
is not allowed undei ihie provisions of
the Canada Health Act. Marleau said
that B.C.’s ransfer payments are be-
ing cut by an amount equal to the
extra-billing taking place. She is also
pressing the Alberta government to
account for violations of the Canada
Health Act taking place in that prov-
ince. Alberta has private eye clinics
which charge large “facility fees” of
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$1,000 or more cataract surgery, and
has allowed the establishment of pri-
vate MRI clinics.

“Services have to be given to peo-
ple based on need, and not on the size
of their pocket-books,” Marleau said.
“I am adamant there will be no extra-
billing.”

Ironically, however, Ms Marleau’s
get-tough approach is being rapidly
undermined by her government’s fail-
ure to reverse cutbacks in federal
transfer payments brought in by the
previous Progressive Conservative
government. The result of these cut-
backs will be to eliminate all federal
transfer payments for health care
within a few years, thereby removing
the federal government’s enforcement
mechanism to ensure adherence to the
Canada Health Act.

April 23,1994

HIV tests for immigrants
Immigration Minister Sergio Marchi
says that the government is consider-
ing whether to test all potential immi-
grants for HIV and then deny entry to
those who have the virus. At present,
people with serious medical condi-
tions like cancer or advanced AIDS
may be denied entry to Canada on the
grounds that their condition would put
a burden on the health-care system.
April 26, 1994

Manning defends

extra-billing, user fees

Reform Party Leader Preston Man-
ning has said that he supports the right
of provinces to establish private clin-
ics without interference from the fed-
eral government. He said provinces
should have more flexibility to raise
money from private sources. “There is
a two-tier system already, not just in

Alberta butall across the country. Peo-
ple with money are going to these
high-powered clinics in the United
States. We’re losing them anyway.
We're saying, ‘improve it, by allow-
ing them to do it in Canada instead of
somewhere else.’”

April 28,1994

Drug legislation at issue
Generic drug companies are pressing
the federal Liberal government to
make good on its promises to reverse
or amend the drug patent legislation
(Bill C-91) passed by the former Pro-
gressive Conservative government in
1992. The generic industry is engaged
in a media and lobbying campaign to
show that the legislation is costing
Canadians hundreds of millions of
dollars in additional drug costs.

Among the provisions they par-
ticularly want revoked is one that
made the terms of the legislation ret-
roactive to December 1991, two years
before it came into effect. That provi-
sion alone cost consumers and provin-
cial governments as much as $2
billion, according to the Canadian
Drug Manufacturers Association.

Industry Minister John Manley
says that the government is looking at
the effects of the legislation on prices,
and to see if the industry has lived up
to its investment promises.

For their part, the multi-national
brand-name drug manufacturers are
once again threatening to pull invest-
ment out of Canada if the legislation
is changed. However, the new invest-
ment promised at the time the legisla-
tion was being discussed is proving to
be less than a sure thing. In April, Eli
Lilly Canada Inc. said it would not be
proceeding with the $170 million ex-
pansion it announced when Bill C-91

was being passed. John Pye of the
Pharmaceutical Manufacturers Asso-
ciation of Canada, which speaks for
the brand-name multinationals, said
that “forces in the marketplace” are
responsible for the fact that the prom-
ised investments are not materializ-
ing.
Bloc Quebecois House Leader
Michel Gauthier condemned the Lib-
eral government for even discussing
the legislation. He said that just the
suggestion of a review of the legisla-
tion has caused some companies t0
put investment plans on hold.

April 28,1994

Safety inspections called
inadequate

A decline in enforcement of work-
place safety by the Ontario govern-
ment is resulting in more injuries and
deaths, a union leader has charged.
Fred Upshaw, president of the Ontario
Public Service Employees Union,
says that by significantly reducing the
number of inspectors and the number
of inspections, the NDP government
“comes close to giving employers a
license to kill”. Government safety in-
spection staff have been reduced by 25
per cent since 1989, and the number of
inspections in the same period has
dropped by 40 per cent. The number
of directives against employers and
stop work orders has dropped signifi-
cantly, and financial penalties against
employers and supervisors declined
69 and 33 per cent respectively. Two
figures showed an increase: the num-
ber of fines against workers jumped
more than 400 per cent over the last
four years, while the number of work-
ers killed on the job rose from 232 in
1992 to 292 in 1993.

16 Medical Reform

Volume 14, Number 3 - July 1994




Business leaders immediately lashed
out at Upshaw, saying his comments
were “irresponsible” and didn’t make
sense since it is in the interests of
companies to reduce job accidents. “I'm
offended,” said Ian Howcroft of the
Canadian Manufacturers’ Association.

April 29, 1994

Benefits ruling reversed
Ontario’s Divisional court has over-
turned a decision and ruled that the
Ontario Blue Cross does not have to
provide family benefits to the lesbian
partner of a Toronto nurse. A human
rights board of inquiry had ruled last
year that Blue Cross had to offer the
benefits.

May 3, 1994

Photo ID cards coming
Ontario’s Ministry of Health is intro-
ducing new OHIP cards that will bear
the card-holder’s photograph, signa-
ture, birth date, sex, name, and ad-
dress. A magnetic strip will carry the
same information in machine-read-
able form. The new cards are intended
to help prevent fraud and misuse.
Health Minister Ruth Grier said that
the cost of the new cards will be $30
million annually for three years, and
then $19 million a year.

May 4, 1994

Payroll tax cut

The Ontario government gave compa-
nies a break on employer health taxes
in its spring budget. Employers will
not have to pay an increase in the
health tax if wages are raised or work-
ers added. Instead, a company’s tax
will be limited to last year’s total. The
saving will amount to about $600 for
a worker being paid $30,000. Finance

Ministry officials estimate that the tax
break will be worth about $200 mil-
lion a year, and express hope that the
money will be used to create new jobs.

May 6, 1994
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Private firms eye medicare
gaps

The move by governments across the
country to cut back on publicly fi-
nanced health care is leading private
insurance companies to move back
into the field of providing health care
coverage. Blue Cross launched its
campaign in May with full-page ads
showing a picture of an Ontario health
card with a caption below it reading
“This card is full of holes.” The ads
suggest that costs not covered by
OHIP can amount to thousands of dol-
lars a year.

Ontario Health Minister Ruth
Grier said she welcomed the Blue
Cross campaign. “I welcome this de-
bate. It’s important for people to have
all the information about how much
health care should be paid for by taxes
and how much paid for by individu-
als.”

“There’s a buzz out there. There’s
a lot more interest,” said Robin Ingle,
president of John Ingle Insurance, in
announcing that his company will be
offering a comprehensive plan to Ca-

nadians providing extended health-
care benefits not covered by medi-
care. “As the gap widens between
what the government pays for and
what the patient pays for, there’s more
room for private insurers, and we
want to be there with a product. This
will be our first such package in 30
years.” Mr. Ingle said he believes
Canada is headed for a two-tier
health-care system, and that he has
noticed more and more physicians of-
fering services not covered by medi-
care. “I’ve never seen so many
entrepreneurial doctors in Ontario be-
fore,” Mr. Ingle said. “They’re open-
ing rehabilitation clinics... providing
special cosmetic surgery and other
specialized treatments, even penis-
lengthening. And they’ve got people
willing to pay.”

May 7, 1994

Poor dying younger
Life expectancy for some groups in
Britain has worsened for the first time
in 50 years, research published in the
British Medical Journal shows. The
study says there is clear evidence that
poverty rather than personal behav-
iour is the greatest risk to health. The
study shows that mortality rates in the
most deprived areas of the North are
now as bad for some age groups as in
the 1940s, and are four times higher
than in the most affluent areas. In the
poorest areas, mortality rates have
risen in absolute terms in men under
45 and women aged 65 to 75, revers-
ing previous improvements.

May 8, 1994

Nova Scotia restructures

Nova Scotia’s Health Minister Ronald
Stewart has announced a restructuring
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of the province’s health care system.
Three hospitals will be closed and
services will be cut at 29 others. Some
hospitals will lose departments and
have to close beds, while others will
be converted into community health
centres. Hospital workers, like other
public sector workers, are being hit
with a three per cent rollback in wages
and a suspension of collective bar-
gaining.

May 13,1994

Nurses win racism case

Toronto’s Northwestern General Hos-
pital has agreed to pay seven nurses a
total of $320,000 and overhaul its
management practices to ensure the
institution is free of racism, in a settle-
ment reached with the Ontario Human
Rights Commission after nurses al-
leged that assignments, disciplinary
actions and promotions were based on
racial factors, with white nurses re-
ceiving preferential treatment. The
hospital did not admit guilt or issue an
apology, but agreed to pay the settle-
ment, establish an internal human-
rights committee, and give race
relations training to its nearly 1,000
staff and volunteers.

May 13,1994

Hospitals suing gas firms

Hospitals in Ontario and British Co-
lumbia are suing five foreign-owned
gas firms which were convicted of
conspiring to rig prices for com-
pressed gases in Canada. The five
companies, Union Carbide Canada
Ltd., Air Products CanadaLtd., Liquid
Carbonic Inc., Canadian Oxygen Ltd.
and Canadian Liquid Air Ltd., paid
fines totalling $6 million after they
were convicted. Federal competition
branch investigators found evidence

that the compressed-gas conspiracy
existed as far back as 1954, but after
plea-bargaining, the companies each
pleaded guilty to operating it for one
year. The companies admitted to con-
spiring to adopt a common price
schedule; raising prices for existing
customers to the agreed-upon level;
always quoting prices for prospective
customers from the price schedule; re-
fusing to give prices below those on
the price list; adopting common trans-
portation prices, and offering no vol-
ume discounts. 53 B.C. hospitals and
eleven Ontario hospitals have so far
launched damages suits against the
companies. An industry analyst
quoted in the Globe and Mail esti-
mated that the over-charging
amounted to $80 million a year across
Canada.

May 14,1994

Drug tab triples

The cost of prescription drugs used by
Ontario seniors more than tripled be-
tween 1985 and 1993, according to a
report, Patterns of Health Care in On-
tario, released by the Ministry of
Health. Prescription costs for seniors
paid for the province’s Ontario Drug
Benefit Plan (ODBP) rose from $212
million in 1985-86 to $646 in 1992-93.
Among the factors responsible for the
increase were increased drug use, in-
creased prices, and the replacement of
older drugs by newer more expensive
medications. Drugs not available in
1985 accounted for almost two-thirds
of total expenditures in 1992-93. Ac-
cording to the author of the report’s
chapter on drug use, Geoffrey Ander-
son, some of the new drugs, especially
those used for cardiovascular condi-
tions, may be less effective and more
expensive than those they replaced.

“There’s some real breakthroughs but
there is also a push to use more expen-
sive medications,” Anderson said. The
Teport covers prescriptions but not
drugs administered in acute-care hos-
pitals. The ODBP now accounts for
about six per cent of Ontario’s health-
care budget, double the share 10 years
ago. Other provinces have seen simi-
lar increases in the costs of their drug
plans. Saskatchewan, the only prov-
ince whose plan coversits entire popu-
lation, recently introduced graduated
user fees.

MRG member Dr. Joel Lexchin
said that “asking people to pay more
or just not covering their drugs any
more are pretty crude methods.”
“Rather, governments should put their
resources into rational prescribing
habits. There has to be some mecha-
nism to do this. Newer drugs should
only be used when they have clear,
demonstrated benefits, and not be-
cause they’re new.”

May 26, 1994

Air ambulance reforms
recommended
A panel reviewing Ontario’s air ambu-
lance system has said that the system
is basically safe, but recommended
changes in the way air ambulances are
dispatched, in the training and deploy-
ment of attendants, and in the avail-
ability of aircraft for emergency
flights. The panel found that the way
paramedics are recruited and trained
has led to chronic staff shortages.
May 27,1994

Unemployment drives

health costs

Stress-related illnesses suffered by
Canada’s unemployed cost the gov-
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ernment $1 billion in extra health-care
costs last year, according to a study by
Dr. Chandrakant Shah of the Univer-
sity of Toronto’s preventive medicine
and biostatistics department. Shah,
who presented his paper at a meeting
of the Ontario Medical Association,
said that the unemployed are more
likely than those with jobs to suffer
from heart disease, hypertension, sti-
cidal tendencies, depression, insom-
nia and other problems. Increased
health-care costs come from increases
in prescription drugs, such as tranquil-
lizers, hospital visits and trips to the
doctor’s office, he said. Spouses of
unemployed people often have similar
health problems and children may
show their distress through behav-
ioural problems like hyperactivity or
depression, said Shah.

May 28, 1994

Ambulance system said
mismanaged
Toronto ambulance workers say that
poor management, budget cutbacks,
and the effects of the province’s social
contract are creating serious problems
in the ambulance system. Appearing
before a Metro Toronto committee,
the workers said that response times
are increasing and that staff shortages
are resulting in attendants and para-
medics being required to work longer
hours, leading to physical and emo-
tional burnout. Ambulance commis-
sioner John Dean acknowledged that
his department is “getting close to cri-
sis” and that many of the workers’
complaints are justified. “We have
less staff to do the job. We have less
cars on the road,” he said. But Dean
insisted that the system still works and
that the public is not in jeopardy.
June 1,1994

Third-party billing criticized
The Ontario government’s decision to
require those who request third-party
services that are not medically neces-
sary — specifically sick notes for ab-
sences from work — to pay for them
is being criticized by both employers
and union leaders. The Human Re-
sources Professionals Association of
Ontario says that “transfeiring respon-
sibility for third-party medical serv-
ices to employers — at an estimated
annual cost of $75 million — would
seriously impair the ability of Ontario
business to regain its prerecession vi-
tality and create jobs.” The association
says that if employers are required to
pay, they will want the right to choose
their employees’ doctors and to re-
ceived a detailed report from the phy-
sicians so they will know that an
employee’s absence is justified. “Phy-
sicians who issue certificates paid for
by employers should be required,
when requested by employers, to pro-
vide more detailed information, and
employees should be deemed to con-
sent to release of such information.”
Labour leaders say that employees
now often end up paying for sick notes
demanded by their employers. Julie
Davis, secretary-treasurer of the On-
tario Federation of Labour, said that
many employers routinely demand
sick notes after three-day absences,
forcing employees suffering from
colds or flu to make unnecessary visits
to the doctor, and then to pay for them.
June 8, 1994

Controversy over
incorporation

The NDP government’s promise,
made at the time of its social contract
agreement with the Ontario Medical
Association, that it will introduce leg-

islation to allow doctors to incorporate
is coming under attack from a number
of directions. The Health Professions
Regulatory Advisory Council has re-
leased a report strongly opposing in-
corporation. The report concludes that
incorporation of any regulated health
profession is not demonstrably in the
public interest, and is in fact poten-
tially contrary to the public interest on
a number of grounds. The OMA is
insisting that a deal is a deal and that
the government is obligated to pro-
ceed. Financial analyses have sug-
gested that physicians earning more
than $200,000 are the ones who will
benefit from the tax breaks associated
with incorporation, and that the prov-
ince stands to lose upwards of $80
million a year in lost income tax reve-
nue. The figure would be likely to
increase rapidly since the government
would be forced to extend the same
privilege to other professionals such
as dentists. At present, doctors in Al-
berta and British Columbia are al-
lowed to incorporate. The Medical
Reform Group issued a statement op-
posing incorporation.

June 16, 1994

AIDS reporting contentious

Physicians who treat AIDS patients
have said they will not comply with a
controversial new policy of the Col-
lege of Physicians and Surgeons of
Ontario which requires them to report
physicians infected with the HIV vi-
rus. Under the new policy, doctors
treating physicians infected with HIV
or Hepatitis B must provide a report to
the College, stating whether the in-
fected physician’s medical practice
should be modified. According to the
College’s director of policy, Janet
Ecker, the College council formed the

Volume 14, Number 3 - July 1994

Medical Reform 19




policy because it feels it needs to “as-
sess whether action needs to be taken
to protect the public.” Dr. Philip Ber-
ger, an MRG member who is on the
executive of the Toronto HIV Primary
Care Physicians group, said “I won’t
comply; this is totally unjustifiable.”
According to Dr. Berger, there have
been no documented cases of a physi-
cian fransmitfing HIV to a patient.
“They’ve singled out HIV alone for
this type of monitoring,” he said. “We
don’t have to report doctors who have
seizure problems, diabetes, untreated
mental illness. All of those things can
fiercely impinge on how a physician
practises medicine, yet none of them
have to be reported.” Dr. Berger said
that “it will drive physicians who may
be at risk for HIV underground.” Phy-
sicians who discover that they have
the AIDS virus will forgo treatment,
he said. Dr. Berger also noted that
nurses and other health care profes-
sionals are not subjected to this policy.

June 17,1994

Consent Act called flawed

The College of Physicians and Sur-
geons of Ontario is calling on the pro-
vincial government to amend certain
provisions of the new Consent to
Treatment Act which require a “rights
adviser” to be called in whenever a
patient is deemed incapable of con-
senting to treatment. College registrar
Dr. Michael Dixon said that, while the
College supports the principle of the
act, its legislative flaws will work
against patients. The College wants
the act amended so physicians can im-
mediately seek the consent of a family
member or substitute decision maker
if the patient is incapacitated and the
patient doesn’t object. As presently
drafted, the legislation requires that a

rights adviser must be called in first.
The College says that it doubts that
rights advisers will be available
around the clock in hospitals, nursing
homes, and clinics, and suggests that
the legislation will result in a cumber-
some expensive bureaucracy and
lengthy delays in treatment.

June 20, 1994

TB on rise in Eastern Europe

After nearly forty years of steady de-
cline, the death toll from tuberculosis
is increasing dramatically in most
countries of the former Communist
bloc. The World Health Organization
warns of an impending epidemic, es-
timating that more than two million
Eastern Europeans were infected with
TB bacteria in the past five years, and
that 29,000 people died from TB last
year in Eastern Europe and the former
Soviet Union. In Moscow, the inci-
dence of TB has almost doubled in the
last two years alone. “This is clear
evidence of the failure of TB control
programs, which is a real tragedy be-
cause TB is so curable,” said Kathryn
Wilkins, a senior analyst with Statis-
tics Canada who has been monitoring
international TB developments.

June 22,1994

Hospital plans to bill

patients for beds

Toronto East General and Orthopae-
dic Hospital says it intends to begin
charging patients who are occupying
acute care beds while they wait for a
space to open up in a nursing home or
a chronic care facility. Patients who
don’t belong in an acute-care hospital
will have to pay $149 a day after they
have been in the hospital 21 days.
After 29 days, the rate goes to $298 a
day, and after 37 days the rate will go

to $447, according to hospital spokes-
person Sheila McEachen. The hospital
saysthe charges are necessary because
the provincial funding formula does
not cover the costs of patients’ stays.
“Wehave been trying to work with the
Ministry of Health on this issue for
over a year,” hospital president Gail
Paech said. “The ministry’s response
has been silence.” Because the gov-
emment has allowed long-term facili-
ties to increase the number of
semi-private and private beds, those
who can’t afford them end up staying
in hospital until a funded bed opens
up, Paech said.

The Ministry of Health has told the
hospital that its planned course of ac-
tion is illegal.

There was outrage among those
who would be affected by the pro-
posed policy. “It could take up to six
months to get my 85-year-old mother
into a nursing home,” said Heikki Ni-
htila, whose mother Marta recently
had her right hip replaced at the hos-
pital. “We’ll refuse to pay the bill.
What are they going to do? Throw her
in jail? Make her do community
work?”

The hospital subsequently issued a
statement saying that the policy would
be applied to elderly patients who re-
fuse to go to a nursing home that has
accepted them. “As soon as someone
refuses, the charges go into effect,”
Paech said.

June 22,1994

Drug stores fight tobacco ban
Ontario drug store owners are plan-
ning to take the province to court to
overturn a new law which would bar
them from selling tobacco. The legis-
lation introduced by the NDP govern-
ment would make it illegal to sell

20 Medical Reform

Volume 14, Number 3 - July 1994




cigarettes to anyone under 19, orto sell
them in drug stores or in vending ma-
chines, as of December 31, 1994.
Health Minister Ruth Grier said that
her Ministry is banning tobacco from
all health-care facilities. Drug stores
are considered to be health care facili-
ties because they earn 40 per cent of
their profits from the Ontario Drug
Benefit Plan, Grier said.

Larry Rosen, co-owner of five
drug stores, said that “we feel the pro-
vincial government doesn’t have the
right to criminalize the sale of a legal
good in only one portion of the retail
sector”. He said that the bill is dis-
criminatory because 120,000 other
outlets will continue to sell tobacco.
Rosen said tobacco sales account for
10 to 15 per cent of drug stores’ over-
all sales, but without cigarettes,
spinoff sales will also be lost. He said
sales losses could force 140 pharma-
cies to close and layoffs at many
more. About half on Ontario’s 2,500
drug stores sell tobacco. An estimated
23 per cent of tobacco sold in the coun-
try is distributed through drug stores.

“Here we have pharmacists going
to court to protect the right to sell the
Number 1 cause of disease and death
in this country. We think this is noth-
ing short of pathetic,” said Michael
Perly of the Campaign for Action on
Tobacco. Gar Mahood of the Non-
Smokers’ Rights Association argued
the challenge is essentially driven by
Shoppers Drug Mart, a subsidiary of
Imasco Ltd., a major tobacco manufac-
turer.

June 22, 1994

Money for community care

The Ontario government has an-
nounced that it isdiverting $29 million
from institutional care for people with

developmental disabilities to commu-
nity care and local support services. At
present, the government operates nine
institutions for the developmentally
disabled, serving 2,571 people at a
cost of $286 million. 30,000 people
with developmental disabilities and
their families use government-funded
services provided by more than 380
non-profit agencies, at a cost to the
government of $609 million. “This is
not going to solve the problem, but it
will help,” said Ken Haggerty, direc-
tor of an advocacy agency for the de-
velopmentally disabled. “The most
significant part of the announcement
is that money saved from the shut-
down of institutions will stay in the
sector.”

June 22, 1994

Call for assisted suicides

The AIDS Committee of Toronto
(ACT) s calling on the federal govern-
ment to amend the Criminal Code to
allow for assisted suicides. ACT board
member Alan Stewart said that only a
small proportion of the AIDS sufferers
he has known choose suicide, but the
availability of the option provides sol-
ace that they can end the pain and
indignity if it gets too severe.

July 6, 1994

Hospital cuts called

haphazard

Cuts to hospital operating budgets
have been haphazard and have re-
sulted in longer waiting lists, elderly
people being stuck in acute care beds
while waiting for chronic care beds to
become available, and families being
burdened with sick parents at home,
according to a review by the Metro-
politan Toronto District Health Coun-
cil, which reviewed the operating

plans of 43 hospitals. The review said
that many administrators did well at
making cuts to their institutions, but
since no one was co-ordinating the
cuts over-all, hospital administrators
unwittingly left gaps in services, often
affecting the most vulnerable. Ac-
cording to Lorne Zon, executive direc-
tor of the Council, the result has been
growing waiting lists for those seek-
ing help in mental health and addiction
services; major problems with access
toradiotherapy, chemotherapy, pallia-
tive care for the dying and bone mar-
row transplants; insufficient
paediatric and adolescent services;
and extensive waiting lists for dialy-
sis. Patients are being discharged from
hospital sooner, leaving parents look-
ing after sick parents and children in
their own homes. A growing number
of elderly patients are being housed in
acute care hospitals while waiting for
spots in chronic care facilities.

July 7, 1994

Morgentaler in court again

Dr. Henry Morgentaler is going to
court to challenge the New Brunswick
government’s ban on free-standing
abortion clinics. Dr. Morgentaler per-
formed five abortions at his new
Fredericton clinic at the beginning of
July in defiance of the law. The New
Brunswick College of Physicians and
Surgeons then restricted his license
after being requested to do so by
Health Minister Russ King and called
a board of inquiry to determine
whether Dr. Morgentaler committed
professional misconduct. Under New
Brunswick law, abortions are permit-
ted only in three accredited hospitals
and only with the approval of two
physicians. “I blame the government
for this absolutely useless fight and
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waste of taxpayers’ money”’, Morgen-
taler said.
July 14, 1994

Plain packaging

Tobacco companies are mounting a
vigorous campaign to derail proposed
plain packaging regulations. Federal
Health Minister Diane Marleau an-
nounced in April that she planned to
introduce legislation requiring plain
packaging for cigarettes. The move
was seen by anti-smoking activists as
an attempt by the Liberal government
to regain some of the credibility it lost
with public health groups after it low-
ered cigarette taxes earlier this year.
They caution, however, that Marleau
will need to line up other cabinet mem-
bers behind her initiative if legislation
is to be introduced.

Tobacco industry executives like
Michel Descoteaux of Imperial To-
bacco Ltd. insist that plain packaging
is a futile measure that “will have no
impact on our sales”, but are simulta-
neously lobbying furiously to stop the
plan dead in its tracks. The industry
argues that a plain-packaging law
would violate “corporate freedom of
speech” and would amount to a state-
sponsored seizure of a company’s
trademark.

Proponents of the legislation say
that such a law would be a reasonable
limit on tobacco companies, given
that an estimated 40,000 people in
Canada die prematurely each year
from illnesses caused by tobacco.

MEETINGS AND
CONFERENCES

Independent Living

The Canadian Independent Living
Movement is holding a national con-
ference in Winnipeg from August 24
- 27 on the theme “Progress Through
Partnerships: The 1994 National Inde-
pendent Living Conference”. The
conference is billed as an occasion at
which delegates will discuss past ac-
complishments ¢f the “Independent
Living philosophy” and determine the
best route for its future development.
Contact Canadian Association of In-
dependent Living Centres, 350 Sparks
Street, #1004, Ottawa, Ontario K1R
7S8, (613)563-2581, Fax: (613)563-
2580.

Healthy Aging

One Voice, the Canadian Seniors Net-
work, is sponsoring a national confer-
ence on protecting and improving
Canada’s health care system, Septem-
ber 8 - 10, in Montreal. Titled “Healthy
Aging: A Canadian Commitment?”,
the conference is billed an “an oppor-
tunity for seniors to come together
with researchers, policy makers and
health professionals to develop inno-
vative, workable solutions for today
and tomorrow”. Contact One Voice,
1005 - 350 Sparks Street, Ottawa, On-
tario K1R 788, (613)238-7624.

MRG Fall General Meeting

The Medical Reform Group’sfall gen-
eral meeting has been scheduled for
Thursday September 29.

It’s Never OK

The Canadian Health Alliance to Stop
Therapist Exploitation Now (CHAS-

TEN) is holding a conference on sex-
ual exploitation by health profession-
als, psychotherapists and clergy on
October 13 - 15 in Toronto. Contact
Temi Firsten, c/o CHASTEN, P.O.
Box 73516, 509 St. Clair Avenue
West, Toronto M6C 4A7, (416) 656-
5650.

Palliative Care Conference

Caritas Health Group is holding its
sixth annual Palliative Care Confer-
ence on October 24 - 25, in Edmon-
ton. The four key speakers will be
Margaret Somerville, Director of the
McGill Centre for Medicine, Ethics
and Law; Josephine Flaherty, Princi-
pal Nursing Officer of Health and
Welfare Canada; Ronna Jevne, of the
Department of Educational Psychol-
ogy of the University of Alberta, and
Eduardo Bruera, Director of the Pal-
liative Care Program at Edmonton
General Hospital. For more informa-
tion contact Linda Aubrey, (403) 930-
5852, fax: (403) 930-5970.

Mental Health Ministry

A workshop on the theme “Mental
Health Ministry in Your Neighbour-
hood” will be conducted at Whitby
Psychiatric Hospital on November 1.
The workshop will be a celebration of
the forty-fifth anniversary of full-time
hospital-employed mental health
chaplaincy in Canada. The main re-
source person will be Rabbi Jeffrey
Cohen, Director of the Division of
Pastoral Resources, Department of
Mental Health for the State of Mis-
souri. There will be an opportunity to
network with other people who are
concerned about institutional chap-
laincy and community based mental
health ministry. Contact Pastoral
Care, Box 613, Whitby, Ontario L1N
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589, (416)364-4526 or (905)430-
4026, fax: (905)430-4032.

Caring for a Nation

Caring for a Nation is a film project
being developed by Erudite Cultural
Products. The film is described as an
important tool in the battle for a decent
and equitable system for health in
Canada. The documentary would
critically examine the delivery of
health care in Canada and the United
States as seen by two community
health clinic doctors, one in Ottawa
and the other in San Francisco. Film-
maker Linda Gouriluk is looking for
support for the project, in the form of
endorsements, distribution of public-
ity, and financial support. For more
information contact Erudite Cultural
Products, Box 3997, Station C,
Ottawa K1Y 4P2, (613)722-8512.

PUBLICATIONS

Poverty certain indicator of
high mortality risk

Researchers at Simon Fraser Univer-
sity found a significant correlation be-

SYLVIA

tween poverty and mortality. This as-
sociation is independent of race.

The authors gathered U.S. govern-
ment mortality data for about 18,000
individuals of all racial origins who
had died as well as about 110,000
living person. They found that, while
mortality of blacks was initially
higher than of whites, the figures
evened out when individuals of simi-
lar income were compared.

According to the researchers, the
mortality rate for people who live in
poverty is about four times that of
those who are above the poverty line.

Sterling, T., Weinkam, J, Rosen-
baum, W: “health may be wealth, but
poverty is surely sickness.” J. Natl
Med. Assoc 85:906.

From the Canadian Journal of
DIAGNOSIS April, 1994

User fees hyped

The C.D. Howe Institute has joined
theranks of those advocating neo-con-
servative reforms to Canada’s health
care system. A book of essaysreleased
by the institute, Limits to Care: Re-
forming Canada’s Health System in

an Age of Restraint, edited by Ake
Blomgvist and David M. Brown, ar-
gues that the health care system must
be reformed to improve Canada’s
“competitive edge” by reducing the
costs of social programs. Citing sug-
gestions that “as much as 30 to 40 per
cent of health care spending goes to
pay for inappropriate procedures”, the
book says that the fee-for-service sys-
tem must be changed and that “lim-
ited” user fees should be instituted. As
proponents of user fees commonly do,
the book’s authors argue both that user
fees will reduce health care spending
and that they will provide badly-
needed revenue (i.e. increase health
care spending). Limits to Care also
proposes a new contractual corporate
model for relationships between fund-
ing agencies (primarily government)
and health service providers such as
doctors and hospitals. Under a con-
tract system, hospitals would compete
for patients and referrals.

by Nicole Hollander
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“ ..a gem in the resource world...an important and usefil
eniry point info the Third World™ lnn
Kofi Kumado, Chairperson
HURIDOCS (Geneva)
“Succeeds in awe-inspiring fashion. . . highly recommended.”

Chris Dodge, Editor, MSRRT Newsletter RES
Unique and comprehensive, the 800-page Third World Resource Direc- DI REC'%EY

tory 1994-1995 is the premier resource for up-to-date and hard-to-find

information on the peoples and nations of the so-called Third World. 1994-1995
| The directory assembles and makes accessible information and per- A Guide to Print, Audiovisual and
spectives often overlooked in other reference sources: grassroots 2,’,.9,,‘?,\,,,,"“"""',,%""”“ e
me Middle East

lysts, and peace and social justice advocates.

A over 2.550 Anotated Erries

Contents: irecacey of 2,305 smromatione!
O Annotated and cross-referenced listings of some 2,500 books, (4 Comptete. Up-Te - Dute intommation
periodicals, pamphlets, films, videos, slideshows, audio tapes, I Croes- indened for sase of wee
and other resources. A DataCerner Guide
compied and ediied by
O Regional and country subdivisions for Africa, Asia, Caribbean, Thomas P. Fenton and Mary J. Heffron

Latin America, Middle East, and the Pacific.

O Thirty-nine topical divisions, including children, development,
human rights, labor, militarism, population, refugees, and women.

Compiled and edited by
O A Directory of Organizations with full contact information Thomas P. Fenton and Mary J. Heffron
for some 2,300 inhanati@ publishers and distributors of 800 pages 5 indexes 7x 10inches
Third World-related print and audiovisual resources. ISBN 0-88344-941-2 ISSN 1074-3145
O Five detailed indexes, by organization name, title, individuals $64, postpaid in North America
(e.g., authors, filmmakers, etc.), geographical areas, and subjects. (Calif. residents add $5/book sales tax)

Comes with commitment from Third World Resources to keep information in the Third World Resource Directory ac-
curate and up-to-date. Registered buyers qualify for a computerized update of the Directory of Organizations in
January 1995 (in a variety of disk formats) and hard-copy printouts of resource recommendations on particular
countries and /or topics. The 1994-1995 edition of the Third World Resource Directory will be updated by Third

movements, human rights activists, progressive public policy ana- tin America & Caribbean, and
World Resources and re-published in spring 1996.

|

|

Please send copy/copies of Third World Resource Directory 1994-1995. $64 each, postpaid (add $2 per book
outside North America). California residents add sales tax of $5 per book. Allow 4-6 weeks for delivery.

NAME

ADDRESS
ciy. : STATE/PROVINCE
POSTAL CODE COUNTRY

CHECK/MONEY ORDER ENCLOSED FOR:
CREDITCARD: __MasterCard —_Visa

CARD NUMBER: EXP. DATE:
SIGNATURE:

Please pend arders to: Third World Resources, 464 19 Street, Rm. 105, Oakland, CA 94612-2297 USA
Toll-free number for credit card orders: 1-800-735-3741. Tel: (510) 835-4692, ext. 113. Fax: (510) 835-3017.
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