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INSIDE

Canada’s Medicare system
grew from a deep yearning
for equal access to health

care. Tommy Douglas suffered from
osteomyelitis as a child in pre-World
War One Winnipeg.1  Just before his
leg was amputated, a prominent sur-
geon offered to treat him with deb-
ridement for free if he agreed to be
a teaching patient. Almost all Cana-
dians knew those who went bank-
rupt paying family health care bills.
Many suffered and died because they
feared wracking up large debts as did
one farmer with terminal cancer in
Saskatchewan:

“This young woman refused to
leave her home and as the dis-
ease progressed the pain was ex-
cruciating. When her husband
went to work she had him lock
the door, so no one could come
in answer to her screams of
pain. Her screaming and suffer-
ing lasted for two months, but
she never gave in. Her whole
being was dedicated to saving
her husband and family the debt

of medical care that would have
ruined him.”2

Medicare made a tremen-
dous difference in improving access
to physicians and hospital services
regardless of  ability to pay. And, Ca-
nadians know deep in their hearts that
no matter Medicare’s woes, we took
the right track when we veered off
the path we were on with our Ameri-
can cousins fifty years ago. Despite
the lies of  Medicare’s enemies, Medi-
care has been good to all Canadians,
but especially to the poor and other
disadvantaged groups. Health status

OPERATIONALIZING HEALTH EQUITY: HOW
ONTARIO’S HEALTH SERVICES CAN CONTRIBUTE
TO REDUCING HEALTH DISPARITIES
Michael Rachlis, based on work for the Wellesley Institute – http://wellesleyinstitute.com/

and health care access for vulnerable
groups have both improved relative
to the US since we implemented
Medicare.3,4 However, we still have
disparities in health and access to
health care. This paper briefly out-
lines how the Ontario health sector
could operationalize a health equity
agenda.

Disparities in health
Of course, publicly funded

health care does not eliminate dispari-
ties in health status. Poorer Canadian
men are twice as likely to die within
the first five years of their retirement
as are richer men.5 Poorer women are
25 per cent more likely to die of heart
attacks every year and poorer men
are 35 per cent more likely to die of
heart attacks each year.6 Aboriginal
health is improving in Canada. But,
aboriginal men and women still have
life expectancies six and one-half
years less than non-aboriginal Cana-
dians.7

Disparities in health care
Despite over thirty years of

universal coverage for physicians and
hospital services in Ontario there re-
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The Medical Reform Group is an organi-
zation of physicians, medical students and
others concerned with the health care sys-
tem. The Medical Reform Group was
founded in 1979 on the basis of the fol-
lowing principles:
1. Health Care is a Right. The univer-
sal access of every person to high qual-
ity, appropriate health care must be guar-
anteed. 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 Na-
ture. Health care workers, including phy-
sicians, should seek out and recognize
the social, economic, occupational, and
environmental causes of disease, and be
directly involved in their eradication.

3. The Institutions of the Health Sys-
tem Must Be Changed. The health care
system should be structured in a manner
in which the equally valuable contribution
of all health care workers is recognized.
Both the public and health care workers
should have a direct say in resource al-
location and in determining the setting in
which health care is provided.

EDITORIAL NOTES
Janet Maher

Despite the earnest promises of
our provincial government, it
is clear that much remains to

be done to ensure that more than lip
service is paid to their election com-
mitment to move forward on poverty
reduction, to say nothing of poverty
elimination in the near future.

The Medical Reform Group has
joined more than 100 other commu-
nity groups across the province in en-
dorsing the call for clear targets, time-
tables and accountability with the ob-
jective of achieving a reduction of
poverty in Ontario by 25 per cent in 5
years and 50 per cent in 10 years.

We also participated in a day of
mobilization by the 25in5 in mid-April,
and will continue to work with part-
ners there to maintain the pressure on
the province to improve on the down
payment they made on this promise in
the 2008 budget. For more informa-
tion on some our members’ involve-
ments in this campaign, see the websites
at  www.25in5.ca or www.healthpro-
vidersagainstpoverty.ca. We also under-
stand that the Ontario Medical Review
and the Ontario Medical Association
may be preparing to join the call  for
poverty reduction shortly.

In order to education ourselves,
we have two upcoming events for
members.

On May 29th,  Steering Com-
mittee members Arlene Bierman and
Gary Bloch will summarize some of
the work they have been doing on
the poverty agenda over the past year
or so, with a view to preparing mem-
bers for a presentation at the already
scheduled fall meeting

At the second meeting, Assist-
ant Deputy Minister of Health and
Long Term Care will give a presen-
tation and answer members’ ques-
tions on the government’s equity and
access agenda.

Be sure to make a note now
of  the fall meeting date--Wednesday,
September 17th at a location to be
announced.

As promised in issue 143, an
ad hoc committee of the Steering
Committee has been reviewing our
founding documents, constitution
and bylaws, and in this issue, we have
summarized changes which will also
be dealt with at the May 29th mem-
bers meeting.♦
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main inequalities of access to these
services. For example, in Ontario
heart attack victims who are wealthier
and better educated are more likely
to receive specialized investigations,
rehabilitation, and specialist follow
up.8 Health care disparities are asso-
ciated with education,9,10 race,11,12 gen-
der,13,14 geography,15,16 reduced
education,17 and lack of English pro-
ficiency. There is also some evidence
that gay, lesbian, and transgendered
Canadians face barriers to accessing
health care services.18,19

While Canada’s system deliv-
ers more equitable care than the mainly
privately funded US system, we in the
middle range for countries with pub-
licly funded systems.20  As in most
other countries with universal systems,
lower income Canadians use less
specialty care than their needs for care
would predict. And, there are even
greater disparities in access to those
services for which there is not uni-
versal coverage, such as dental care.21

How can Ontario’s Health Services  re-
duce health disparities more effectively?

Disparities in health persist
because certain groups are less resist-
ant to illness because of their social
and economic circumstances and be-
cause prevention is always more ef-
fective than the best treatment. 22,23,24

But, as the Canadian and US
data show, effective affordable health
care can reduce disparities. A recent
Federal Provincial Territorial Health
Disparities Task Group noted25 that
“The health sector has an important
role to play in mitigating the causes
and effects of  other determinants of
health through interventions with dis-
advantaged individuals, populations
and communities.”

The Ontario Health Quality
Council identified equity as one of

its nine attributes of  a high perform-
ing health care system in its first re-
port in 2006:

“There should be continuing ef-
forts to reduce disparities in the
health of those groups who may
be disadvantaged by social or eco-
nomic status, age, gender, ethnic-
ity, geography, or language.”

This definition can be broad-
ened further to include health dispari-
ties related to racism and
discrimination, culture, citizenship sta-
tus, sexual orientation, and ability.  In
their second report in 2007, the
OHQC identified a three pronged
approach to developing a more eq-
uitable system based on maximizing
three of the other attributes:

1.   Improving the accessibility
of the health system through
outreach, location, physical design,
opening hours, and other policies.
2. Improving patient-
centredness of the system by pro-
viding culturally competent care,
interpretation services, and assist-
ing patients and families surmount
social and economic barriers to
care.
3.    Cooperating with other sec-
tors to improve population
health.

           This section identifies exam-
ples of front line innovations which
address health disparities.

Improving Accessibility
The OHQC defined accessi-

bility as:
“People should be able to get the
right care at the right time in the
right time by the right health care
provider.”

The OHQC suggested that
improving accessibility could enhance
equity through outreach, location,

physical design, opening hours, and
other policies.
CAISI strikes out inappropriate care for
the homeless

In the Toronto Client Access
to Integrated Services and Informa-
tion (CAISI) Project, homeless per-
sons give permission to a variety of
agencies including shelters, drop in
centres, outreach teams, hospitals,
public health and Toronto ambulance,
to link their electronic records using
an enhancement of the OSCAR
freeware McMaster system.26 The
health record is accessed through the
internet so it allows multiple provid-
ers to communicate with each other
about a very ill group of  clients.

The CAISI project recently
won the Canadian Information Pro-
ductivity Silver Award for Not for
Profit Efficiency and Operational
Improvements.27

Advanced Access opens doors to ambula-
tory care

Another example of innova-
tion is the implementation of Ad-
vanced Access by some Community
Health Centres and private practices.
With Advanced Access, many pri-
mary health care practices find they
can eliminate weeks long waits for
care for routine appointments.28 The
Saskatoon Community Clinic imple-
mented Advanced Access in 2004
and reduced the wait time to the third
next available appointment29 from 36
days for a complete physical and 8
days for a regular appointment to 2
days for both30 The Saskatoon Clinic
has since been a leader in the Saskatch-
ewan Health Quality Council’s prov-
ince-wide implementation of
Advanced Access.31

Advanced Access increased
practice capacity. Eventually, these

OPERATIONALIZING HEALTH EQUITY (continued from page 1)
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facilities achieved new equilibrium,
but the new enrolments are signifi-
cant, up to 500 patients per doctor.
To quote Dr. Jeff  Harries, a
Penticton, B.C., family physician, “If
every family doctor in the country
went to advanced access, there would
be no Canadian who didn’t have a
family physician.”.

Improving patient-centred care
The OHQC defined patient-

centred care as:
“Health care providers should
offer services in a way that is sen-
sitive to an individual’s needs and
preferences.”

The OHQC suggested that
improving patient-centred care could
enhance equity through providing
culturally competent care, interpreta-
tion services, and assisting patients and
families surmount social and eco-
nomic barriers to care.

Access Alliance CHC Peers reach out to
their communities

Toronto’s Access Alliance
Community Health Centre Peer
Outreach Worker Program greatly
enhances health care access for new
immigrant and refugees mothers and
their children.32 The CHC uses neigh-
bourhood ethno cultural networks
and local and ethnic media to recruit
and hire peer outreach workers who
deliver 20 education programs. The
outreach workers also facilitate well
child and women clinics conducted
by the CHC’s clinicians. Access Alli-
ance has trained over one hundred
peer outreach workers who have pro-
vided health care to over 10,000
women and their children while
building community capacity.33

Improving the effectiveness of the health sys-
tem’s work with other sectors to achieve popu-
lation health goals

Intersectoral action for health
has been described by the World
Health Organization as34:

“A recognized relationship be-
tween part or parts of the health
sector with part or parts of an-
other sector which has been
formed to take action on an issue
to achieve health outcomes, (or
intermediate health outcomes) in
a way that is more effective, effi-
cient or sustainable than could be
achieved by the health sector act-
ing alone.”

Complicated social problems
require an intersectoral approach.
Unfortunately, intersectoral action has
proven much harder to fulfill in prac-
tice than to describe in theory.35

The key barriers to effective
intersectoral action addressing health
disparities are:

♦ Not everyone places a high value
on health.
♦ Information on the scientific re-
lationship between a social deter-
minant and health status is a weak
factor for making policy.
♦ The key people interested in so-
called healthy public policy come
from the health sector. But the de-
cisions about the social determi-
nants of health are made in other
sectors, e.g. housing, employment
or by central agencies of govern-
ment, e.g. cabinet office, depart-
ment of finance.

There needs to be a four
staged approach to promoting more
effective intersectoral action for
health. First, the health sector needs
to engage communities to develop
local projects. Second, successful lo-
cal efforts must work their way up
to policy makers in senior levels of

government. Third senior govern-
ments need to spread local policy and
innovation. Finally, senior govern-
ments need to support community
engagement.

Regent Park blazes a pathway to education
In the late 1990s, The Regent

Park Community Health Centre iden-
tified education as the major deter-
minant of the future health of
neighbourhood children. In 2001, the
health centre launched Pathways to
Education with a number of part-
ners. Pathways provides support for
Regent Park children entering high
school, including transit passes, tutor-
ing, and mentoring. From Septem-
ber 2001 to present, the program has
reduced the dropout rate from 56%
to 10%.36 The long-term economic
benefit to society for every $1 in-
vested in Pathways is estimated to be
$12.

Provincial initiatives to support local action
Regent Park has successfully

implemented Pathways to Education
and it is starting to spread but for
intersectoral action to succeed it needs
to affect provincial and national level
policy.

Saskatchewan
The Saskatoon Health Re-

gion has identified significant dispari-
ties in health and health care access
within its catchment area.37 For ex-
ample, there are sixteen times as many
suicide attempts in the poorest neigh-
bourhoods than in the wealthiest, but
only twice as many physician visits for
mental health problems.

The Saskatoon Regional
Intersectoral Committee is co-chaired
by the Health Region’s vice-president
for primary health care and the city’s
director of parks and recreation. The
committee includes representatives

OPERATIONALIZING HEALTH EQUITY (continued)

(continued  on page 5)
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from various provincial and federal
government departments, municipali-
ties, regional health authorities, hous-
ing authorities, educational institutions,
tribal councils, police, and Métis or-
ganizations. All provincial and mu-
nicipal governments and agencies
have co-terminus boundaries.
Saskatchewan established the Human
Services Integration Forum in 1994.
It includes associate and assistant
deputy ministers from eleven minis-
tries and secretariats. The forum pro-
vides support to the Regional
Intersectoral Councils and to a
number of initiatives including Sas-
katchewan’s Action Plan for Children,
the Aboriginal Policy Framework, the
Culture and Recreation Strategy, the
Saskatchewan Training Strategy, and
the Restorative Justice and Aborigi-
nal Justice Strategies.

Quebec
Quebec has coordinated its

social policy around a series of health
goals since 1987. In 1998 Quebec
passed two public health acts.38 The
legislation outlines a broad program
of public health including “exerting
a positive influence on major health
determinants, in particular through
trans-sectoral coordination.”

The National Institute of
Public Health is responsible for de-
veloping a provincial health plan based
upon the province’s health goals.39 The
Quebec regional health authorities are
responsible for developing their own
health plans which are consistent with
the provincial plan. The CLSCs (Cen-
tres Locaux Services Commu-
nautaires), provide both public health
and primary health care services.
Under Quebec’s public health legis-
lation, the CLSCs are responsible for
coordinating their local community’s
input into developing local public

health plans, congruent with the pro-
vincial and regional plans.

Conclusion
The implementation of

Medicare greatly improved access to
health care, particularly for poorer
Canadians. But there are still persist-
ent disparities in health status and ac-
cess to health care. Governments
need to develop broad intersectoral
plans to remedy social disparities. But
the health sector also needs to de-
velop an operational plan for its own
strategy to reduce health disparities.♦
____
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Ms. Sharon Vanin
College of Physicians and Surgeons of Ontario
80 College Street
Toronto, ON  M5G 2E2

Dear Ms. Vanin:

Re: Input into the ‘Establishing a Physician-Patient Relationship’ Policy

We are writing in response to the CPSO’s request for comments on its proposed policy regarding the
establishment of  a physician-patient relationship.

We are broadly supportive of  the proposed policy and its various elements. In general, we believe it strikes
an appropriate balance between patient and physician needs. Furthermore, the proposed policy is fair and will be
useful to both physicians and members of the public.

This policy is especially important in light of  the ongoing physician shortage. We too have heard reports of
physicians turning away patients for inappropriate reasons. This practice has become so entrenched that one of  our
newer members, when nearing graduation from her family medicine residency program a few years ago, was
advised at an educational session devoted to practice management that physicians should reject patients who were
unable to speak English, even if  the services of  a translator were available!

We would like to particularly commend the CPSO for stating that patients should not be charged for initial
interviews. Charging for initial interviews could pose a significant barrier for many patients.

We do have one suggestion, regarding the paragraph:
“It is always appropriate for a physician to decline to accept a patient when the physician does not have the
clinical competence to meet the patient’s existing health care needs.” (page 3, lines 88-90).

In many cases it may be appropriate for a family physician to accept a patient even if they do not have the
clinical competence to meet all of  that patient’s health care needs. This is because a major role for family physicians
is to serve as a co-ordinator of  care for patients with complex diseases. For example, a patient with rheumatoid
arthritis, coronary artery disease and depression (not a particularly rare triad) might be under the care of a rheuma-
tologist, an orthopaedic surgeon, a cardiologist and a psychiatrist. Although no family physician would be expected
to meet all of  this patient’s needs, his or her family physician could reasonably be expected to reconcile recommen-
dations from the various specialists and ensure that periodic health exams were being recommended as appropri-
ate. We therefore suggest the CPSO consider amending this paragraph.

We recognize that your proposed policy has generated considerable opposition from other physician groups.
We believe that this opposition is misplaced, and are convinced that the establishment of  this policy would serve
Ontarians well.

Please feel free to contact us if we can be of further assistance.♦

REVIEWING THE DOCTOR-PATIENT RELATIONSHIP
Steering Committee member Irfan Dhalla wrote  the College of  Physicians and Surgeons of  Ontario on February 15th, 2008 on our behalf  to
underscore our support for a proposed  policy revision to monitor acceptance of patients with greater than average needs. Look for final statement from
the college on this issue by early summer.
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Our MRG speaker series
was an amazing success,
drawing large crowds at

each event and setting a precedent for
both caliber and attendance at medi-
cal student-run events at UWO.

The series kicked off with Dr.
Danielle Martin’s talk, Health care financ-
ing and delivery in Canada: Examining the
evidence, on October 1, 2007. Over one
hundred medical students and faculty
applauded Dr. Martin for her out-
standing explanation of  Canada’s
health care system.

In November, Dr. Ahmed
Bayoumi gave a well-received talk on

the importance of maintaining Medi-
care in Canada as a basic means of
social justice. Students and faculty alike
were impressed with the knowledge
and passion that Dr. Bayoumi im-
bued.

On January 9, 2008, Dr. Joel
Lexchin rang in the spring term with
his talk, Pharmacare: Canada has been
waiting too long,  exposing naïve stu-
dents to an important and emerging
idea in Canadian health care.

On March 4, 2008, Dr. Gordon
Guyatt gave a riveting talk entitled
Why bother with evidence-based medicine,
which students and faculty flocked to

in droves. The  final talk in our
speaker series is set for April 10,
2008, featuring our former Dean of
Medicine, Dr. Robert McMurtry.

Dr. McMurtry will be discuss-
ing the social determinants and their
implications on our current health
care system in his talk entitled Conven-
ient Fictions.

In addition to the speaker se-
ries, we have been most recently in-
volved in rebuking the condemning
article Adding fuel to the doctor shortage,
featured in Macleans magazine on
January 14, 2008. In short, the piece

STUDENT CHAPTER AT UNIVERSITY OF WESTERN ONTARIO
Hats off  to Iva Vukin and Farh Manji, cco-founders and co-chairs of  one of  the most active student Medican Reform Group chapters

The edition of JAMA, the larg
est circulation medical journal,
released yesterday afternoon in-

cluded two articles that highlight the
grave problems with the profit mo-
tive in health care.

Both articles were based on
documents made public during liti-
gation against one of the largest drug
manufacturers, Merck & Co Inc. The
first article documented Merck’s ex-
tensive practice of using ghost writ-
ten articles. Merck would hire writers
to produce articles favourable to their
product. They would then recruit
prestigious academics, and pay them
to put their names on the paper, of-
ten as first or second authors. The true
writer’s name would not appear or
be acknowledged.

The second article revealed
how Merck had suppressed results
that showed an increased death rate

with use of one of their drugs in
patients with Alzheimer’s disease.

“These are the latest in a series
of  revelations of  how the pharma-
ceutical industry’s focus on profit
works against the public interest,” said
MRG spokesperson Ahmed
Bayoumi. “Of all the problem prac-
tices, the worst is the suppression or
distortion of evidence. The industry
hides adverse effects of their drugs,
and releases information to make
drugs appear better than they actu-
ally are.”

One recent revelation demon-
strated how the industry selectively
released studies looking at the effec-
tiveness of antidepressants to make
their beneficial effects appear much
greater than the true effect. Another
showed how the industry suppressed
results to hide increased suicide rates

in adolescents given antidepressant
drugs.

“Let’s be clear,” said another
MRG spokesperson, Dr. Gordon
Guyatt. “The problem isn’t the evil
pharmaceutical industry. They are
behaving as one would expect given
their primary goal, which is to maxi-
mize profits for their shareholders.
The problem is how the profit mo-
tive plays out in health care.”

“The only solution is tougher
regulation of  the industry,” Dr.
Bayoumi concluded. “The rules have
to change: we need legislation that
requires industry to make public the
results of  all their studies. There is also
a deeper message: when we can keep
the profit motive out of health care,
we must do so. Our patients’ well-
being demands it.♦
Released by the Medical Reform Grup April
16, 2008.

TOUGHER REGULATION NEEDED FOR DRUG
INDUSTRY

(continued  on page 9)
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Iva Vukin and Farah Manji never
expected to be blamed for Cana
da’s doctor shortage.

“It was a shock . . . it is
scapegoating females,” said Vukin, a
second-year medical student at the
Schulich School of Medicine and
Dentistry at the University of  West-
ern Ontario.

The jump in female medical
students to more than half of cur-
rent enrolment is being pinpointed as
a reason for the growing shortage of
family doctors and specialists.

Commentators, including Dr.
Brian Day, president of  the Canadian
Medical Association, have said it’s
clear female doctors won’t work the
same hours or have the same lifespan
of contributions to the medical sys-
tem as males.

The most recent broadside
came in a Maclean’s magazine article
that described the frustration patients
face when female doctors shut down
their practices to spend more time
with families.

Vukin and Manji say it is un-
fair to blame women for the doctor
shortage.

All medical students, not just
females, are looking to balance their
personal and professional lives, they
say.

“There is no longer that view
that you have to be married to your
job when you are a doctor, that you
are married to medicine and you
spend all of your time in the hospital
or with your patients while your per-
sonal life crumbles,” Manji said.

Vukin said it is a shock to see
female doctors being blamed for
shortages instead of earlier policies
that limited medical school enrol-
ment.

The issue has also sparked out-
rage from the deans of medical
schools at Western and the Univer-
sity of  Toronto.

In a joint response to the
Maclean’s article, Dr. Carol Herbert
of  Western and Dr. Catharine
Whiteside of  the University of  To-
ronto write that suggesting women
aren’t working hard enough is alarm-
ist and unfair.

“Yes, women do work differ-
ently than their male counterparts.

STUDENTS CRY FOUL ON DOCTOR SHORTAGE
Women spend more time on their
combined professional, family and
household responsibilities than their
male counterparts,” said the letter to
the editor also signed by Dr. Barbara
Lent, associate medical dean at West-
ern, and Dr. Sarita Verma, vice dean,
and Dr. Lynn Wilson, chairperson of
the department of family and com-
munity medicine at the University of
Toronto.

The deans wrote that prevent-
ing burnout in health care is crucial.
“We believe that paying attention to
personal and family responsibilities is
a good thing for all doctors, male and
female, their families and ultimately
their patients.”

Vukin said being singled out as
a big part of the doctor shortage
problem was jolting because she has
never faced any discrimination from
her colleagues at medical school.

“We all treat each other
equally,” she said.♦
Article by John Miner for Sun Media,  Febru-
ary  22, 2008

accused female physicians for signifi-
cantly contributing to Canada’s phy-
sician resource crisis because they
work fewer hours than their male
counterparts. To date, we have been
featured in the London Free Press arti-
cle Students cry foul on doctor shortage
(http://lfpress.ca/newsstand/
CityandRegion/2008/02/22/pf-
4867365.html), to which Dr. Brian
Day promptly responded.  On Feb-

ruary 28, 2008, we participated in a
Newstalk 1290 radio interview.

We would like to take this op-
portunity to thank everyone who has
supported and guided us over the
past year. Our success could not have
happened without your help. We
would especially like to thank our
speakers, who so generously donated
their time to impart their wisdom and
passion on our students and faculty.♦

STUDENT CHAPTER AT UNIVERSITY OF
WESTERN ONTARIO (continued)
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Hamilton CCAC has decided
that the Victorian Order of
Nurses and St. Joseph’s

Health Care, the largest not-for-profit
agencies in the region, are not eligible
in a “competitive bidding” process
to submit requests for proposals to
provide home care services in Ham-
ilton. 

“The decision,” said MRG
spokesperson Dr. Shelly Sender, “is
the latest demonstration that the com-
petitive bidding process is a catastro-
phe”.

The process has been a disas-
ter for home care workers who have
suffered a loss of job security unique
in the health sector.  “Demoralized,
alienated workers do not deliver op-
timal quality health care” commented

another MRG spokesperson, Dr.
Ahmed Bayoumi.

“The process has been a dis-
aster for primary care physicians,”
said Dr. Sender, who works as a fam-
ily physician in Hamilton.  ”Family
doctors have lost the effective part-
nership with home care workers in
managing their frail elderly patients.
The home care workers who see pa-
tients are less accessible - or inacces-
sible - for co-operative patient
management.”

The biggest disaster is deterio-
ration of care for home care recipi-
ents.  ”Loss of  continuity, and
decreased patient-oriented care mean
a major loss of support for the most
vulnerable members of our commu-
nity,” said Dr. Bayoumi.

The deterioration in quality of
care is consistent with other evidence
regarding for-profit versus not-for-
profit health care provision. For-
profit hospitals and dialysis facilities
have higher death rates than not-for-
profit facilities.

“When dollars that should be
going to health care go to profit,” Dr.
Sender concluded, “providers cut
corners and patients suffer.  The
McGuinty government has established
rules that benefit for-profit provid-
ers while hurting dedicated health
workers, concerned physicians, and
the vulnerable elderly.”♦
Released by the Medical Reform Group Janu-
ary 17, 2007

MEDICAL REFORM GROUP DECRIES EXCLUSION OF NON-
FOR-PROFIT PROVIDERS FROM HOME CARE BIDDING
We followed up our media release of  January 17th with an urgent letter to the Minister of  Health and the Premier seekig a stop to the cometititve
bidding process. The Minister responded noting that they had ssuspended the process  for all new pending a review which has yet to report.

Dear  Minister Smitherman and Premier McGuinty,

I am writing on behalf  of  the Medical Reform Group to commend you for your decision to stop the competi
tive bidding process for home care nursing services in Hamilton.

We believe the current competitive bidding process is flawed. In addition to disrupting continuity of  care
and caregiver, and demoralizing the  health workforce, the legislation instituted by the previous government com-
promises the accountability much of  your government’s policy-making has been designed to encourage.
 We therefore urge you to place an indefinite moratorium on competitive bidding for home care services
across Ontario.
 
Sincerely,
 
[original signed by]
Ahmed Bayoumi MD, FRCPC
cc.        Ontario Medical Association
Canadian Doctors for Medicare
Registered Nurses Association of Ontario♦
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Claude Castonguay’s recom
mendations for Quebec
health care are just what one

would expect from an insurance
company executive,” Medical Re-
form group spokesperson Ahmed
Bayoumi said today.  “Were
Castonguay’s recommendations
adopted, the beneficiaries would be
the rich, physicians, and insurance
companies.  The losers would be the
general public.”
Castonguay’s recommendations in-
clude a greater role for for-profit
providers in health care delivery in
Quebec, allowing doctors to practice
in public-pay and private-pay settings,
payments from patients according to
their use of  services, and provision
for private insurance for publicly in-
sured services.

“The evidence is overwhelming that
for-profit care is lower quality and
leads to worse health outcomes,” said
Dr. Bayoumi.  ”Results have included
higher death rates in hospitals and
dialysis facilities, and poorer nursing
home care.”
“Allowing doctors to practice in both
systems is a recipe for deteriorating
care in publicly funded institutions
and a worsening of the existing short-
age of  doctors,” Dr. Bayoumi con-
tinued.  
Studies of American health care have
highlighted the inefficiencies of pri-
vate insurance.  Insurance companies
have costs associated with creating
packages, assessing eligibility, process-
ing claims, and delivering a profit to
shareholders.  Universal public insur-
ance has none of  these costs.

“The U.S. spends 32 per cent of  its
health care dollars on administration,
and Canada 17 per cent.  Private in-
surance is responsible for the Ameri-
can inefficiency,” Dr. Bayoumi noted. 
“Mr. Castonguay’s ties to the insur-
ance industry offer the best explana-
tion for his making a suggestion that
would be truly catastrophic for Que-
bec health care.
“Castonguay gives away his underly-
ing philosophy in his comments,” Dr.
Bayoumi concluded.  “Castonguay
thinks that health care should be
treated the same way as purchasing
an automobile, a house, or clothing.
 Canadians know that health care is
different, and that we should ensure
high quality for all.  It’s a pity that
Castonguay’s panel does not.”♦
Released by Medical Reform Group February
20, 2008

The MRG of Ontario
commends Brian Day and the
Canadian Medical Association

for raising the issues of wait times
and doctor shortages but chides the
doctors’ organization for not aggres-
sively advocating the public sector so-
lutions that will keep Medicare on
course.

“Brian Day is an excellent sur-
geon,” said MRG spokesperson
Ahmed Bayoumi, “but when it
comes to health policy he wants to
operate with an axe rather than a scal-
pel.”

In a document released yester-
day, the CMA pointed out the loom-
ing increase in the shortage of

doctors, and called for a massive in-
crease in training.

“Yes, we need to train more
doctors,” said another MRG spokes-
person, Dr. Shelley Sender. “But we
also need to get serious about trans-
forming primary health care toward
a multidisciplinary model of care.  In-
creased reliance on nurse practition-
ers, for instance, courld be an option.

In a second document, the
CMA pointed to the economic cost
of patients waiting for elective pro-
cedures.

“Of course, waiting lists are a
problem.  But the report repeatedly
mentions the Chaoulli decision. Is this
more of Brian Day pushing for-
profit delivery as a solution when

public sector remedies are what are
really needed?” Dr. Bayoumi ques-
tioned.

“What would be really wel-
come is for the CMA to push hard
for more of the innovations that
would effectively address wait lists
while maintaining equitable health
care for all Canadians” Dr. Bayoumi
concluded. “That would include tar-
geted funding for developing a na-
tional information technology system,
not-for-profit dedicated outpatient
surgical facilities, and national
Pharmacare and national home care
programs.”♦
Released by the Medical Reform Group Janu-
ary 16, 2008

MEDICAL REFORM GROUP: CMA USING AN AXE
INSTEAD OF A SCALPEL

CASTONGUAY REPORT: IDEOLOGY, SELF-INTEREST
TRUMPS EVIDENCE, PUBLIC GOOD
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The development and features
of P3 hospitals in Canada can
best be understood as a deri-

vation from the development in the
UK, where P3 hospitals evolved as a
specific form of  Private Finance Ini-
tiative.

The Private Finance Initiative in the
UK

 In the early post-war years,
social support programs were devel-
oped in many fields (health, educa-
tion, housing and the like) by Labor
governments, for ideological reasons
and to bring the UK into line with
the more highly industrialized coun-
tries of Europe. However following
its election in 1979, the Conservative
government began a deliberate shift
away from public sector to private
sector control of  social activities.

Initially this consisted of con-
tracting out to the private sector the
service activities requiring low skill
levels (cleaning, dietary, laundry) but
soon was expanded to include the fi-
nancing of major construction
projects, to be used for public sector
purposes (the so-called Private Fi-
nance Initiative or PFI).

Traditionally the central gov-
ernment and local authorities built
roads, schools, hospitals and other
infrastructure by determining the
specifications of the new structure,
inviting tenders from private contrac-
tors, and negotiating a time-line for
construction and the details of pay-
ment. Funds to cover the costs of
construction were obtained from tax
revenues or by borrowing money
from commercial sources. The com-

pleted structure is an asset owned
outright by the community.

Under a PFI scheme the con-
tractor, usually a financial consortium,
raises the funds privately to cover
costs of construction and of borrow-
ing capital. These funds are recovered
from the community by a long-term
leasing arrangement with the rent paid
by the community to the contractor.
In the case of hospitals the lease in-
cludes an agreement that the contrac-
tor becomes the provider for some
of  the non-clinical services.

Initially the major reason for
private financing was to avoid con-
trols on public expenditure. This
maneuver was blocked by the “Ryrie
Rules” (1981) which stated that a
project could be privately financed
only if this gave better value for
money than public finance and that
the cost should still be counted within
the public capital budget. Since these
rules discouraged private investment
they were rescinded (1989) and the
PFI was promoted. At the same time
there was increasing regulation of the
procedure to be followed and of the
specificity of the contract.

In the case of new hospital
construction the stepwise procedure
is:

1. The hospital trust prepares a
“business case” which announces
that private financing will be
sought;
2.  The National  Health Service is
asked to approve the case presen-
tation;
3.  The trust issues invitations to
selected consortia to negotiate con-
struction of a hospital capable of

supporting a specified level of
clinical activity.

It is important to note that the
measure of output is clinical ac-
tivity, a criterion conceptually re-
lated to the number of beds,
patient turnover, length of stay
etc. but which remains undefined.
The conversion of number of
beds originally planned to a level
of clinical activity is negotiated by
the hospital trust and the building
consortium.It is not essential, nor
even common practice to consult
the medical staff of the new hos-
pital on this matter.
4.  When the conditions of the
partnership have been settled, the
hospital trust consults the Commu-
nity Health Council. The various
forms of  partnership for hospital
provision are DBFO (design, build,
finance, operate), BOO (build,
own, operate), BOOT (build,
own, operate, transfer) and other
possible combinations of the ba-
sic components.

In the UK the commonest
model of  P3 has been the DBFO.
Since the government made no
money available for the traditional
public funding all hospitals were
of  necessity financed privately.
Much of the funding was “off-bal-
ance-sheet” and did not appear in
the government records as new
borrowing.
5.  Tthe Labor government elected
in 1997 introduced the concept of
Public Private Partnership which
entailed partial or full privatization,
and partnership with private sec-
tor firms to sell government serv-

P3 (PUBLIC-PRIVATE PARTNERSHIP) HOSPITALS:
WHAT CAN WE LEARN FROM OTHERS
Norman Kalant
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ices. In comparing the budgeted
cost of the project by traditional
and by P3 financing the applicant
is required to use a cost of 6 per
cent for public sector capital thus
giving a falsely elevated estimate of
the cost of  traditional financing.

The ideological goal of this
situation was to shift healthcare de-
livery out of the public sector on the
assumption that the public sector is
less efficient and responsive than the
private sector. The outcome however
was a financial disaster in many of
the projects, with costs far above those
associated with traditional processes.

A detailed review of a sam-
pling of the first wave of hospitals
built on the DBFO model showed
the following:

♦  Cost: The average cost over-
run was 72 per cent of the origi-
nal proposal. A major factor in
this was the high cost of financ-
ing—22 per cent of the construc-
tion costs. The cost of  borrowing
was 9.9 per cent compared to the
traditional cost of 3-3.5 per cent
for government borrowing.
♦  Facilities Provided: The
number of beds in the finished
project was 7-44 per cent (aver-
age, 27per cent) lower than the
number originally considered nec-
essary to meet the needs of the
community to be served by the
new hospital. In some cases whole
buildings were dropped from the
plans. These results have been
summarized as “the community
is paying more for less”. At the
same time the profit accruing to
the investors was of the order of
9-18per cent, compared to a gen-

eral industrial average in the or-
der of 5per cent.

Proponents of the P3 concept
claim that more of the P3 hospitals
than of the public projects were com-
pleted on time and on budget. This
cannot be proven since no hospitals
are financed in the public sector. Fur-
thermore these claims, even if  true,
have in numerous cases been
achieved by shoddy or sloppy con-
struction. Of great concern is the fact
that the negotiations on design, con-
struction and cost are carried out in
secret so that the community does not
always know the original plan for bed
number, cost, etc., and has no way
of knowing what changes were made
during construction.

Supporters of P3 have of-
fered many different explanations for
the problems encountered, but it
seems all of them can be readily ex-
plained by the profit motive which
drives the private “partner”. The in-
vestors consider their negotiations
and planning as confidential and
therefore closed to public scrutiny.

During the design phase, it is
in their interest to press for changes
that will increase the total cost of the
project, other changes which may
reduce “cut corners” on construction
materials without commensurate
lowering of the budget and to re-
duce the size and complexity of the
building as reflected in the number
of  beds.  It is also in their interest to
raise the amount of capital bor-
rowed, the cost of borrowing and
the duration of the “lease-back”
when negotiating the financing ar-
rangements.

The problems extend into the
services provided by the private part-
ner when the hospital opens its doors.
Profit maximization leads to lower-
ing of  costs by reducing services,
cutting corners etc. A systematic re-
view of studies comparing the qual-
ity of care provided by for-profit and
not-for-profit inpatient care provid-
ers showed that the latter had supe-
rior performance on access, quality,
cost, and amount of non-insured
care.

P3 Hospitals in Ontario
Although many observers in

the UK consider the PFI and the P3
efforts to be a disaster for the NHS,
this has not prevented other jurisdic-
tions from copying the UK model.
Ontario is one of  these. Two hospi-
tals have recently been “completed”,
using the DBFO model; despite re-
peated reassurances from provincial
politicians and spokespersons for the
private partner that everything was
going according to plan, it was only
when all relevant documents were
obtained under the access to infor-
mation act that the multiplicity and
magnitude of the problems became
known. In addition, as of March
2006, official announcements of hos-
pital privatization had been made for
almost 30 other sites.

Some of the features of the
construction of the Brampton Civic
Hospital are given in Figure 1 and
these results are compared to those
found in the UK in Figure 2 which
follows.

P3 (PUBLIC-PRIVATE PARTNERSHIP) HOSPITALS: WHAT CAN
WE LEARN FROM OTHERS (continued)
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P3 (PUBLIC-PRIVATE PARTNERSHIP) HOSPITALS: WHAT CAN
WE LEARN FROM OTHERS (continued)
Figure 1. Features of the Construction of the Brampton Civic Hospital

Construction Start
Construction Mandate

Number of Beds
Cost
Proposed Opening Date

Original Plan
November, 2001
New Building + renovate Grace
Hospital
608
$350m
October 2005
Grace Hospital renovation

Final Delivery
--
--

479
$650m
October, 2007
Grace Hospital Phase scrapped

Profit: Investment $61m; Returns  $61m + $260m = 40 per cent of final cost)
Subsidies were received by the private partner in the form of  $114m from the government of  Ontario “to make
sure that the opening was on time” and several millions in voluntary donations from the community. It is not clear
how these latter funds were accounted for.

Figure 2. Comparison of some Features of the P3 Hospitals in UK and Ontario

Category

Cost Overrun
Beds (percentage of original plan)
Operating Room (percentage of
original plan)
Delay in completion

UK

72%
73%

Brampton

86%
79%
60%
2 years

Brampton

25%

Unlike the UK, Ontario has
no regulations governing P3 con-
tracts; the public partner should have
been able to learn from the UK ex-
perience and negotiate from a posi-
tion of knowledge. Partnerships and
alliances work when the participants

have a common goal. That of the
elected government should be to
improve the lot of the citizens as a
whole; that of private enterprise is
to maximize the benefit to the entre-
preneurs and shareholders at the ex-
pense of  the rest of  society.

It is clear that the govern-
ment learned nothing from the ex-
perience of  others, or is determined
for ideological reasons to destroy the
public, not-for-profit hospital sys-
tem.♦
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STATEMENT OF PRINCI
PLES

As physicians and medical students,
we recognize that illness and health
have physiological causes as well as
social, economic, occupational, and
environmental ones.  As such, address-
ing social inequities is important to
improve and preserve health, both
because such inequities can be a di-
rect contributor to ill health and also
because effective methods to im-
prove health require attention to the
social context in which such interven-
tions are applied.  Accordingly, our
focus is on the fight for social justice
from the perspective of  physicians.
In this context, we are dedicated to:

♦  addressing social inequities, par-
ticularly focusing on the social de-
terminants of  health and the
resultant health effects
♦  eliminating disparities in health
within the broader context of the
struggle against social disparities
♦ promoting practices and policies
that contribute to equity in access
to health care resources and serv-
ices

Consistent with these princi-
ples, we strongly support the Canada
Health Act and the publicly funded
and delivered health care system de-
veloped on the basis of  the Act. We
are deeply concerned with the attacks
on the principles of universality and
the introduction of profiteering in
health care insurance and delivery.

The purpose of this organization is
therefore twofold:

¨to provide a forum for discussion
of  current Canadian health issues
and to present our views to the pub-
lic at large
¨to address the social issues affect-
ing health and healthcare in Canada
and to advocate for appropriate
changes

We see many areas where so-
cial change is needed to improve
health, including increased attention
to the roots of illness in Canada,  a
growing need to democratize the
health care system, and a shift in phy-
sician thinking such that we will be in
the forefront of  the struggle to up-
hold the principle that health care is
the right of  all Canadians.

We recognize that these con-
cerns extend beyond immediate is-
sues, and that in seeking change, we
must examine the intellectual, social,
political, and economic underpinnings
of the prevailing philosophy of
medicine, particularly those which
transform health care into a saleable
commodity.

In our efforts to meet these
goals, we shall recognize the priority
of  the following principles.

1.  Health care is a right. The uni-
versal 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 mon-

etary or other deterrent to equal
care.

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

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

The Medical Reform Group
is committed to solidarity work in
these pursuits with other health care
workers and social justice organiza-
tions.  The Medical Reform Group
is not affiliated with any political
party; our common base is our com-
mitment to the above principles.

1. This organization shall be known
as the Medical Reform Group of
Ontario, or the MRG.

MEMBERSHIP
2. Full membership in the Medical
Reform Group of  Ontario is open
to graduate physicians or medical

MEDICAL REFORM GROUP BYLAW PROPOSED BY-
LAW AMENDMENTS
In our winter issue, we summarized the work of an ad hoce bylaw review committe whith prepared the following package of materials which integrate
the proposed amendments. As noted in the winter 2008 issue of MEDICAL REFORM,  our constitution obliges us to give 30 days notice of
amendments, which we expect to deal with at our spring members’ meeting, Thursday, May 29th, 2008. In brief, in addition to some modernization
of our statement of primciples, the main import of the amendments is to: 1] eliminate the requirement for a fall semi-annual meeting; 2]
reconsitiyute the Steering Committee; and 3] call for the design of  a plan for electornic polling on issues of  concern to members. For more
information, please contact the office as noted.

(continued  on page 16)
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students living or working in the
province of Ontario who are in
agreement with the statement of
principles of the organization.
3. Affiliate membership in the
Medical Reform Group of  On-
tario is open to physicians and
medical students living or working
in other provinces who are in agree-
ment with the statement of princi-
ples.
4. Associate membership in the
Medical Reform Group of  On-
tario is open to other health care
workers and interested consumers
who reside in Canada and are in
agreement with the statement of
principles.
5. Full members may attend all
meetings of  the Medical Reform
Group, may hold office in the or-
ganization, and shall have one vote
at General Membership meetings
and receive all mailed ballots. They
will receive all mailings of the Medi-
cal Reform Group of  Ontario.
6. Affiliate members will receive all
mailings of the MRG may attend
all meetings but will not be counted
for purposes of  determining a quo-
rum at any meeting of the Medical
Reform Group of  Ontario.
7. Associate members will receive
all mailings of the MRG and may
attend all meetings of the MRG as
non-voting observers.
8. Membership fees shall be as es-
tablished by a General Membership
meeting and shall be reviewed an-
nually.
9. Criteria for membership shall be
reviewed when deemed necessary.

ORGANIZATION
A.   Provincial Steering Committee

10. At the provincial level, there shall
be struck a Provincial Steering
Committee. The Steering Commit-
tee shall be comprised of a mini-
mum of seven members, including
at least one student. The normal
term of  office shall be 3 years.
11. Nominations for the Provincial
Steering Committee shall be sub-
ject to approval by a General Mem-
bership meeting. Between General
Membership meetings, additional
Steering Committee members may
be recruited following endorse-
ment by existing Steering Commit-
tee members.
12. The Provincial Steering Com-
mittee shall meet at least four times
a year. A quorum shall consist of  a
simple majority of the total mem-
bership of the Steering Commit-
tee. All meetings of the Steering
Committee shall be open to any
member of  the MRG, and minutes
will be posted to the Steering Com-
mittee electronic list following ap-
proval by the Steering Committee.
Provision will be made for polling
members electronically where nec-
essary.
13. The Provincial Steering Com-
mittee shall be responsible for:
  a) Implementation of policies
adopted by the Membership
  b)  Approval and release of all
public statements and other repre-
sentations made in the name of the
provincial Medical Reform Group
  c)  Co-ordination of the activities
of  Ad Hoc Working Groups at the
provincial level
  d)  Co-ordination and corre-
spondence with affiliate members

or with similar organizations out-
side Ontario
  e)  Allocation of financial and
other resources of the provincial
organization
  f)  Publication of a provincial
newsletter at least four times a year
    g)  Any other such duties as may
be directed by a General Member-
ship meeting.
14. The Steering Committee shall
elect from its members a Secretary
Treasurer and whatever other of-
ficers it deems necessary to prop-
erly carry out its functions.
15. The Steering Committee may
establish and supervise committees
to assist it in its administrative du-
ties, subject to approval by the next
General Membership meeting.
16. The Steering Committee shall
be authorized to formulate policy
and to act on behalf of the mem-
bership of  the Medical Reform
Group. Any such action must be
approved by a simple majority of
members of the Steering Commit-
tee. Any action so taken shall be
communicated to the General
Membership in the next regular
newsletter.
17. The Steering Committee may
seek the resignation from the Steer-
ing Committee of any member
who misses three consecutive Steer-
ing Committee meetings without
reasonable cause.

B.  Ad Hoc Working Groups
18. Ad Hoc Working Groups may
be established by any member or
members of  the Medical Reform
Group, subject to the approval of
the Steering Committee.

MEDICAL REFORM GROUP BYLAW PROPOSED BYLAW AMEND-
MENTS (continued)

(continued  on page 17)
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19. Each Ad Hoc Working Group
shall establish its own procedures
for operation and shall submit regu-
lar reports to the Steering Commit-
tee and the general membership.
20. In addition to its other activi-
ties, an Ad Hoc Working Group
may draft policy statements on top-
ics within its sphere of interest for
discussion and adoption by the gen-
eral membership.

MEETINGS
21. A General Membership meet-
ing shall be defined as a meeting
of full, affiliate, and associate mem-
bers of  the Medical Reform
Group. All members shall be noti-
fied in writing of such a meeting at
least one month in advance. Such
notice shall include a draft agenda.
22. Any Medical Reform Group
member may attend any meeting
of the organization.
23. There shall be a minimum of
one General Membership meeting
held each year.
24. The Steering Committee may
call a General Membership meet-
ing at any time by a majority vote
at a meeting of the Steering Com-
mittee.
25. On the petition of a minimum
of 20 per cent of the paid up full
membership, the Steering Commit-
tee must call a meeting of the Gen-
eral Membership, with notice of  the
resolution to be debated given 45
days in advance so as to accom-
modate the notice provisions of
Article 28.
26. In addition to powers enumer-
ated elsewhere in this Constitution,
a meeting of the General Member-
ship may pass specific motions or
instructions on any aspect of the

affairs of  the Medical Reform
Group of Ontario that are bind-
ing on the Steering Committee and
Ad Hoc Working Groups in the
exercise of their powers as stated
elsewhere in this Constitution.
27. Any Medical Reform Group
member who repeatedly acts in
contravention of the principles of
the Group, or in violation of  this
Constitution, may be subject to ex-
pulsion on the basis of a 2/3 vote
of a General Membership meet-
ing.

VOTING
28. Unless otherwise specified in this
Constitution, any decision made by
any body of  the Medical Reform
Group shall be by simple majority
of voting members present at a
duly constituted Membership meet-
ing. Voting procedures in any body
of  the Medical Reform Group
shall be as determined by the Chair-
person of the meeting at which the
vote is taken, and may include elec-
tronic polling according to proce-
dures to be determined by the
Steering Committee.

REVENUES
29. All monies and chattels accepted
by the Medical Reform shall be the
property of  the Medical Reform
Group of  Ontario.

FILES AND RECORDS
30. All files and records of the
Medical Reform Group of  On-
tario, except those relating to the
ongoing work of  a Working Com-
mittee, shall be maintained by the
Regional Executive at the regional
level and by the Secretary at the pro-
vincial level, and shall be accessible

MEDICAL REFORM GROUP BYLAW PROPOSED BYLAW AMEND-
MENTS (continued)

only to members of the Medical
Reform Group unless otherwise
directed by the Regional Executive
or the Steering Committee.
31. Use of the mailing list of the
regional or provincial organizations
for purposes other than those di-
rectly related to the ongoing activi-
ties of  the Medical Reform Group
shall only be as permitted by a
majority vote of a Regional or
General Membership meeting. Any
member of the organization may
request that his or her name be re-
moved from the list when it is used
for purposes other than those di-
rectly relating to the ongoing activi-
ties of  the Medical Reform Group
or its Working Committees.

AMENDMENT
32. For the purposes of  amending
this Constitution, a quorum of 30%
of the full members of the organi-
zation must be constituted. In a
meeting so constituted, this Con-
stitution may be amended by a 2/
3 majority of voting members
present, so long as the provisions
of Articles 28 to 33 inclusive have
been met. If after presentation at a
general membership meeting a quo-
rum is not achieved, a mail-in vote
may be taken. Ballots must be re-
ceived from 30% of the total vot-
ing membership, and a two-thirds
majority of the mailed-in vote is re-
quired to pass a constitutional
amendment. The votes must be
received within a time specified at
the time of notification of motion.
33. This Constitution shall be sub-
ject to review at a General Mem-
bership meeting to be held one year
after its adoption.♦
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with files from Colleen Fuller, Society for Diabetic Rights

Advertising of prescription
medicines to the public is il
legal in Canada as in all coun-

tries except the U.S. and New Zea-
land. This advertising is prohibited
because of the inherent risks of pre-
scription medicine use and the need
for people with serious diseases to
receive appropriate care.

By stimulating use of medi-
cines beyond when they are needed,
advertising can lead to otherwise
avoidable harm. Medicines are also
a leading cost driver, and we now pay
more for medicines than for doctors
each year in Canada. Health econo-
mist Steve Morgan has estimated that
U.S. style advertising would add an-
other $10 billion per year to spend-
ing on drugs in Canada. Drug costs
are already increasing at 13 per cent
per year, a major contributor to ris-
ing insurance premiums and declin-
ing private health benefits among
employees and retirees. Insurance
premiums are expected to go up
even more, along with individual out-
of-pocket costs.

Poor enforcement of  the current law
Despite our law banning di-

rect-to-consumer advertising
(DTCA), we see a lot of these ads in
Canada. This is happening in two
ways: cross-border U.S. ads on cable
TV and in magazines, and ‘made-in-
Canada’ advertising that stretches the
limits of the law – and beyond.  Ca-
ble TV providers already often sub-
stitute U.S. advertisements with local
advertising for marketing reasons;
they could also be required to replace
advertising that is illegal in Canada.
Similarly, magazine publishers could
be asked to sell editions of their
magazines without drug ads in

ANOTHER CHARTER CHALLENGE?
Canada. They already do this for UK
editions of  magazines.

Since 2000, Health Canada has
also judged ‘made-in-Canada’
branded reminder ads to be legal.
These ads mention the name of the
drug but not what it is for.  Reminder
ads can be just as effective as full
product ads in stimulating sales, and
fail to warn consumers of  drug risks.

In summary, there is a serious
problem with lax enforcement of
our current law.

Can West Charter Challenge
CanWest MediaWorks is cur-

rently suing the federal government
in the Ontario Superior Court, claim-
ing that the ban on direct-to-con-
sumer advertising (DTCA) is an
infringement of the Charter of
Rights guarantee of freedom of ex-
pression. The company’s main argu-
ment is that the ban on DTCA puts
it at an unfair competitive disadvan-
tage compared to US media.

Health Canada is defending the
law against CanWest’s Charter chal-
lenge. Additionally, an ‘ad hoc coali-
tion’ including the Canadian Health
Coalition, Canadian Federation of
Nurses Unions, Canadian Union of
Public Employees, Communications,
Energy and Paperworkers Union of
Canada, Medical Reform Group,
Society for Diabetic Rights, Women
and Health Protection and Terence
Young have obtained standing in
court.

A second court case on non-enforcement
Last summer, CanWest filed a

second legal case in federal court, try-
ing to compel the government to en-
force the current law. This may seem
inconsistent with CanWest’s Charter
Challenge, but is consistent with the

company’s concerns about being at a
competitive disadvantage for adver-
tising revenues. The federal govern-
ment was successful in having this
application dismissed because the
company had not established that it
was harmed nor that it was repre-
senting public interests. However, the
judge stated explicitly that had this
case been brought forward by the ad
hoc coalition, we likely would have
been granted status because we do
represent public interests.

An urgent need for action
If the widespread and adverse

effects of drug advertising are to be
avoided, the ban on DTCA must be
properly enforced and sustained. The
government’s lax enforcement of  the
law seriously weakens its case in the
Charter Challenge, a point that
CanWest is vigorously making.

Further information is avail-
able by contacting  medicalreform@
sympatico.ca or Colleen Fuller at
info@diabeticrights.ca♦
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MRG MEMBERSHIP APPLICATION

Here are the recommendations
of the National Drug Sched
uling Advisory Committee

which provides for a period of com-
ment up to May 14, 2008.
♦ Levonorgestrel (when sold in con-
centrations of 1.5 mg per oral dosage
unit, packaged and labelled for emer-
gency contraception, in package sizes
containing no more than 1.5 mg of
levonorgestrel)”

Schedule III, pursuant to removal
from federal Schedule F.

♦ Levonorgestrel (when sold in con-
centrations of 0.75 mg per oral
dosage unit to be taken as a single
dose of 1.5 mg, packaged and la-
belled for emergency contracep-
tion, in package sizes containing no
more than 1.5 mg of
levonorgestrel)”

Schedule III (from Schedule II).

♦ Levonorgestrel when sold in con-
centrations of 0.75 mg per oral
dosage unit (except when labelled
to be taken as a single dose of 1.5
mg and in package sizes contain-
ing no more than 1.5 mg
levonorgestrel, packaged and la-
belled for emergency contracep-
tion)”

Retain in Schedule II.♦

NEWS ON EMERGENCY CONTRACEPTION
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Please visit and comment on our web-site at http://www.medicalreformgroup.ca
Please also make a note of our current contact information as follows:

(416) 787-5246 [telephone]; (416) 352-1454 [fax]; medicalreform@sympatico.ca [e-mail]

Medical Reform Group
Box 40074, RPO Marlee
Toronto, Ontario  M6B 4K4

Location to be announced
For more information contact medicalreform@sympatico.ca, check our website at medicalreformgroup.ca or call (416) 787-5246.

SPRING MEMBERS MEETING
Thursday, May 29, 2008; 7 PM

featuring
Arlene Bierman, Geriatrician/Health Services Researcher

Gary Bloch, Family Physician
St. Michael’s Hospital

♦ What are feasible and politically realistic actions that the
Ontariogovernment could take to reduce inequalities?

♦ What are feasible and politically realistic steps that a
progressive Ontario government could take?

♦ What can the MRG do to further the cause?


