
Summer-Fall 2013	         Volume 33,  No. 1-2    		     Issue 162	        Medical Reform         1

Medical Reform
Newsletter of the Medical Reform Group

Issue 162	  	  	 Volume 33, Number 1-2 	                            Summer-Fall 2013

Medical Reform Group, Box 40074, RPO Marlee, Toronto, Ontario  M6B 4K4
(continued on page 3)

Please visit our website at: http://www.
medicalreformgroup.ca

INSIDEPUBLIC HEALTH CARE 
EXPENDITURES ARE AFFORDABLE Editorial Notes

CMA presses for recognition of  social 
determinants of  health.........................2

Ontario Poverty Reduction Strategy
Accountability will be key in new con-
sultations.................................................5

Home Care Backgrounder
What you need to know....................6-7

Federal Budget 2014
MRG participates in pre-budget con-
sultatio-ns............................................8-9

Bridging the Gap
Interview with member Andrew Bres-
nahan...............................................10-12

Doctors and Pharma
Still under the influence................13-14

Policy on Plasma Donations
3 items focus on federal and provincial 
role..................................................14-17

No Jets Toronto
MRG members lobby against expan-
sion of  Island Airport.......................19

Injured Workers Issues
Coalition work on disabled worker is-
sues.......................................................20

MRG Releases
Supervised injection sites, Emergency 
MD in Egypt, Ontario Budget 2013, 
Access for All at City of  Toron-
to..........................................9, 12, 17, 18

Brian Hutchison

Canada needs further in-
vestment in public health 
care. Among other pressing 

needs, we must improve primary 
care, establish national pharmacare 
and home care programs, and con-
tinue to reduce waiting lists in key 
areas. Progress in these investments 
is threatened by a chorus of  warning 
about excessive and wasteful health 
care expenditures and the need for 
and benefits of  low taxes. In this ar-
ticle I argue that the evidence does 
not support the warnings which are 
motivated by ideological and political 
considerations. 

“We Can’t Afford Medicare” – 
New Singers, Same Old Song 

The plea for continuing in-
vestment in the health sector is fre-
quently countered by concerns about 
the rising share of  health spending 
in provincial government budgets, 
and more generally about rising to-
tal public and private health expen-
ditures as a proportion of  gross do-
mestic product (GDP). Often the 
two are lumped together as a con-
cern about Medicare’s alleged “un-
sustainability,” though the linkage is 
faulty and confused (or deliberately 
deceptive). Those who allege unsus-
tainability are in fact arguing for an 
expanded role for private financing, 

user payment with or without private 
insurance. 

These issues feature promi-
nently in Jeffrey Simpson’s book, 
Chronic Condition: Why Canada’s Health 
Care System Needs to be Dragged into 
the 21st Century (Simpson 2012). 
Simpson worries, understandably, 
about healthcare “crowding out” 
other provincial spending such as 
education. His metaphors, however 
– health care “devouring budgets” 
and “money … shoveled into health 
care” – are calculated to conjure up 
images of  massive profligacy and 
waste – mindless spending, even 
gluttony. Not only is Medicare eco-
nomically unsustainable, it does not 
deserve our support. The “glutton” 
imagery may be hard for patients 
and providers to recognize, but the 
core of  the “unsustainability” claim 
lies elsewhere. The central assump-
tion is that taxes cannot or will not 
– or, clearly visible between the 
lines, should not – rise to support 
increased government spending on 
health. If  more money is needed, 
make the patients pay.

The Low-Tax Agenda: Social 
Costs, No Economic Benefit

Although not widely advertised 
as such, Canada is in fact a low-tax 
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The Medical Reform Group is an organiza-
tion 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 follow-
ing principles:
1. Health Care is a Right. The universal 
access of every person to high quality, ap-
propriate health care must be guaranteed. 
The health care system must be adminis-
tered in a manner which precludes any 
monetary or other deterrent to equal care. 

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

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

EDITORIAL NOTES
Janet Maher

A lot of  the media coverage in 
recent months seems calculat-
ed to sour the average citizen 

on the state of  political participation 
in our country. Elected officials at all 
levels of  our political system, called to 
account for their blatant disregard and 
disrespect for citizens, turn to bevies of  
lawyers to exculpate themselves from 
allegations of  wrongdoing. When that 
proves to be of  limited effect, they shift 
to communications specialists to help 
in ‘changing the channel’ or parsing 
the semantics of  fraud and conflict of  
interest which, in an earlier generation, 
would have resulted in an immediate 
resignation. 

Still there is much to cheer as we 
look forward. At the end of  its recent 
annual meeting in Calgary, both out-
going and incoming presidents seem 
proud to lead by example. After more 
than a decade of  false starts, health 
equity now appears to be firmly on 
the CMA agenda. Outgoing Dr. Reid’s 
poignant tale of  finding adequate sen-
ior care for her widowed father is not 
yet over, but that issue ended up on the 
agenda of  the Premiers in Niagara this 
summer, and it is clear that physicians 
can and should give leadership to mod-
ernization of  this part of  Medicare. 

In a similar vein, 2013 President, 
Dr. Louis Francescutti specifically re-
sponded to last year’s challenge of  the 
governor general to acknowledge the 
social contract doctors have with Ca-
nadians, and embrace rather than resist 
change, by intensifying the focus on the 
social determinants of  health. As noted 
by health journalist André Picard and 
others, the CMA will, for the first time 
collaborate seriously with other players 
to review carefully the value of  the tests 
and interventions they recommend, 
with a focus on benefit to the patient 
as the primary consideration. 

MRG members who have been 
advocating for health equity, multi-
disciplinary and patient-centred care 
since 1979, have added to the debate 
in a number of  ways, not the least by 
keeping these issues on the social and 
political agenda and in the curriculum 
of  medical schools, and providing a 
voice for the most vulnerable at times 
when the mainstream of  the medical 
profession appeared to be primarily 
concerned with its own welfare. 

This issue features a cogent ap-
peal from Brian Hutchison for finish-
ing the job on Medicare, an interview 
with medical student Andrew Bresna-
han who has just spent his summer 
learning medicine on the Labrador 
coast, and many examples of  how 
individual members have championed 
social justice for the most vulnerable. 
Later this year, we will be reviewing 
our mandate and hope all members 
will join in that debate.♦
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PUBLIC HEALTH CARE EXPENDITURES (continued)
country. In 2010, total tax revenue 
amounted to 31% of  GDP, below 
the 34% average of  the 34 OECD 
countries and lower than 22 of  them. 
Eight countries had tax 
revenues above 42% of  
GDP (OECD 2012). 

P roc l ama t i on s 
about the necessity of  
maintaining low taxes as 
a stimulus to economic 
growth routinely issue 
from editorials, op-eds, 
business leaders and 
politicians. Yet, there is 
no basis for these claims. 
In April, the Conference 
Board of  Canada issued 
a report ranking the per-
formance of  17 high-in-
come countries in seven 
categories, including 
economic performance 
and social quality of  life (Conference 
Board of  Canada 2013b). Figure 1  
shows the (lack of) correlation be-

tween the Conference Board rank-
ings of  economic performance and 
the OECD ranking of  tax revenues. 
Could it be that low taxes are not es-

sential to economic success after all?
Figure 2 shows the relationship 

between tax revenues and rankings 
of  social quality of  life based on 16 

measures. The correlation between 
the two, 0.642, is highly significant 
(p=.005). It appears that low taxes 

may incur a large social cost without 
an economic benefit – the worst of  
both worlds. But they do benefit the 
already well-off.

Health Spending: Economic 
Drag or Economic Engine?

Simpson views healthcare as a 
drag on the economy, observing with 

alarm its increasing share of  national 
income. “[T]oday it eats up 11.7% 
of  GDP” – again, the glutton meta-

phor – up from 7% when 
medicare began. But why is 
that necessarily a bad thing? 
Medicine has changed dra-
matically in scale and scope 
over the past half  century, 
as every patient and practi-
tioner knows. Would Simp-
son have us believe that 
there are no commensurate 
benefits? 

Another recent re-
port from the Conference 
Board of  Canada (2013a) 
turns the “economic drag” 
claim on its head, describing 
the health sector as “an im-
portant driver of  econom-
ic growth”: “Health care 

spending in Canada contributed (my 
emphasis) 10.1 per cent of  the na-
tional GDP in 2011 and supported 

(continued on page 4)
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PUBLIC HEALTH CARE EXPENDITURES (continued)
2.1 million jobs.” 

Ironically, the main “solutions” 
proposed by Simpson and 
his ilk to the alleged un-
sustainability of  Medicare 
– a parallel private system 
of  delivery and finance 
– would actually raise 
healthcare costs. Those 
with private insurance or 
deep pockets would ob-
tain faster or better ser-
vice outside the public 
system, while providers 
who served them would 
obtain higher fees and 
other payments. Private 
health insurance magni-
fies the cost inflation. The 
OECD, typically “private 
sector friendly,” reports: “Whatever 
[its] role … , private health insurance 
has added to total health expendi-
tures …” (OECD 2004).

The OECD (2004) also points 
out that in some countries “private 
health insurance has enhanced ac-
cess to care. But such access is often 
inequitable, largely because private 
health insurance is typically pur-
chased by high-income groups … 

[who obtain] shorter wait times for 
elective surgery. But there is no clear 

evidence that waiting times are also 
reduced in the public sector … .”

Expanding private payment 
would have the additional perverse 
effect of  exacerbating income in-
equality, the most potent social de-
terminant of  health. The Canadian 
Institute for Health Information 
(CIHI 2013) concludes, consistent 
with earlier Canadian and interna-
tional research, that publicly financed 

healthcare redistributes income from 
richer to poorer Canadians. 

There is room, if  need be, to 
increase taxes to make needed pub-
lic health care investments. But facts 
and evidence are not the main deter-
minants of  public policy. When all 
is said and done, the struggles over 
Medicare are about conflicting inter-
ests and values.

Forget the Evidence! Where You 
Stand Depends on Where You Sit

Simpson, and pre-
sumably those he repre-
sents, calls for replacing 
“ideologies, inspired by 
vacuous slogans” with “a 
more functional framework 
of  what works best at lower 
cost for Canadians.” Few 
would disagree.

But proposals to in-
troduce a parallel system 
of  private delivery and pay-
ment would drag Canadian 
healthcare not into the 21st 
century, but back towards 
the early 20th. The notion 
that the system would be 
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“fixed” by measures that would in-
crease costs, improve access only 
for those able to pay and shift cost 
burdens from taxpayers (generally 
wealthier) to patients (generally less 
so) is more than a little bizarre. That 
would certainly benefit some Cana-
dians – the same narrowly based but 
strategically placed interest groups 
that opposed Medicare in the first 
place and still do. Simpson speaks 
for them. But behind the obvious 
economic interests of  the privatiz-
ers, there is also a real clash of  val-
ues. When Simpson contrasts the 
“ideology” of  Medicare’s supporters 
with the supposed pragmatism of  its 
attackers – people like himself  – he 
just has it wrong. The clash is be-
tween competing sets of  values: lib-
ertarian on the one side and commu-
nitarian on the other. The libertarian 
perspective in its most extreme form 
is captured in Margaret Thatcher’s 
famous statement, “There is no such 
thing as society. There are individual 
men and women, and there are fami-
lies.” Or, as Lily Tomlin has said with 
tongue in cheek: “Remember, we’re 
all in this alone.” 

Libertarian values include 
personal responsibility, unfettered 
autonomy and choice, small gov-
ernment, low taxes, personal as op-
posed to public spending and uncon-
strained opportunities for increasing 
individual income and wealth. 

Communitarian values include 
shared responsibility, equality, fair-
ness, collective rather than individual 
solutions to social problems, redistri-
bution of  wealth and income, and a 
sense of  community.

But values and beliefs are not 
randomly distributed in the popula-
tion. As shown in Figures 3 and 4, 
which summarize data from a 2012 
EKOS poll (Conference Board of  
Canada 2012), they vary systemati-
cally with income. Figure 3 shows 
the percentage of  high- and low-
income Canadians who see lifestyle, 
the physical environment, publicly 
funded healthcare and income level 
as “extremely important” determi-
nants of  Canadians’ health. Ironi-
cally, the Canadians who benefit the 
most from income as a determinant 
of  health are the least likely to recog-
nize its importance. 

As seen in Figure 4, they are 
also most likely to support private 
delivery of  health services and least 
likely to see parallel private health-
care as a threat to the public system.

The relationship between 
values and income means that the 
struggle to maintain, improve and 
expand Medicare as a program that 
embodies the core value articulated 
by Tommy Douglas and Emmett 
Hall – healthcare access and quality 
based solely on need – will continue 
to face opposition from individuals 
and organizations whose economic 
and political influence is dispropor-
tionate to their numbers. However, 
the line-up today is essentially the 
same as it was when Medicare was 
being debated in the 1960s. We won 
then, and we can win again.♦
Thanks to Steering Committee member Gordon 
Guyatt for preparing this excerpt from The Un-
disciplined Economist column in the most recent 
issue of  Healthcare Policy (Hutchison B. Re-
forming Primary Care - Don’t Stop Half-Way. 
Healthcare Policy 2013;9(1):12-25). The full 
text of  the article can be found at www.long-
woods.com/content/23489.

PUBLIC HEALTH CARE EXPENDITURES (continued)

ONTARIO POVERTY REDUCTION STRATEGY

When the Ontario govern-
ment enacted its poverty 
reduction strategy, it also 

provided an accountability mecha-
nism which required it to report and 
consult with Ontarians this year. In 
late August, Toronto members of  
the 25 in 5 Coalition which advocat-
ed for the accountability in 2008 met 
for a preliminary assessment of  the 
government’s progress on this file. 

Early indications from the 
government are that the Ontario 
Child Benefit has succeeded in lift-
ing nearly 100,000 Ontario children 
out of  poverty since 2007. However, 

prospects for some of  the most vul-
nerable continue to be dismal. Much 
of  the regulatory change which is be-
ing undertaken as part of  the poverty 
reduction strategy is very difficult to 
track adequately, but the Income Se-
curity Advocacy Centre, allied with 
the community legal clinic network, 
expects to release a series of  fact 
sheets shortly, including one on drug 
benefits. The Coalition is planning to 
organize a community-led consulta-
tion tentatively set for the evening of  
Tuesday, September 24th, 2013. 

For more information on the 
plans as they become public, and 

on accountability sessions planned 
for elsewhere in the province, con-
tact Janet Maher at medicalreform@
sympatico.ca♦
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HOME CARE: WHAT WE NEED TO KNOW

For nearly 20 years now, our 
health system has been pro-
gressively restructured to de-

liver only the most complex acute care 
in hospitals or other clinical settings, 
and this has resulted in a significant 
decrease in hospital beds, but without 
a commensurate increase in services 
to support those released before their 
rehabilitation is complete or whose 
admission is avoided. 

As a result many families are 
forced to provide much more, often 
relatively complex, care to their loved 
ones. Increasingly, families are also 
being asked to bear costs that would 
have been part of  Medicare in the 
past, basically because the services 
are delivered outside of  the hospitals 
or clinics whose services are publicly 
funded. 

What is home care?
Home care refers to a very 

broad range of  therapies and services, 
delivered by both regulated health 
care providers and unregulated work-
ers that collectively allow patients of  
less acuity to be cared for outside of  
expensive acute care services. These 
therapies or services may be deliv-
ered to patients in their homes, but 
they are often delivered in retirement 
homes, rehabilitation and long term 
care settings. Typical services include 
administering certain medications, 
physiotherapy, occupational therapy, 
speech therapy and respiratory ther-
apy. General nursing care includes 
wound or fistula care, administration 
of  drugs or other measures to relieve 
pain. The third large category of  ser-
vice is what is euphemistically called 
personal service—assistance with the 
activities of  daily living, from assis-
tance with personal care and hygiene, 
cleaning, shopping, and accompani-
ment to medical or rehabilitation ap-
pointments. 

How is home care delivered?
Prior to about 1990, in the days 

before Community Care Access Cen-
tres, a range of  voluntary associations 
had grown up in most communities, 
and often made agreements on a not-
for-profit basis with individual hospi-
tals or their discharge planners to pro-
vide some of  the specialized services 
that would allow those patients who 
were able or ready to be released from 
hospital. Among the agencies well 
known for community service of  this 
sort were St. Elizabeth’s Nursing, the 
Victorian Order of  Nurses, the Visit-
ing Homemakers Association, and the 
Kidney Foundation. 

Through the 1990s, as govern-
ments began seriously to try and cut 
acute beds, a succession of  intermedi-
ary agencies were developed with the 
objective of  managing allocation of  
home care services with the exception 
of  physician services. 

The current configuration of  
those services in Ontario occurs in 
Community Care Access Centres, a 
structure which was designed to re-
spond to local needs by contracting 
with and monitoring the delivery of  
the full range of  services we know to-
day as home care. Until about 2003, 
those centres were directly funded by 
the province according to a popula-
tion-related formula, and then negoti-
ated with potential providers in their 
communities to deliver a given mix of  
services to the maximum budget they 
had been allocated. 

Between 2004 and 2007, in 
Ontario, responsibility for the Com-
munity Care Access Centres (CCACs) 
was devolved to the newly-established 
Local Health Integration Networks 
(LHINs) as the McGuinty govern-
ment moved to delegate responsibility 
for health-related decision making to 
the local level. The annual health allo-
cations to the LHINs are intended to 

cover the full range of  services neces-
sary to maintain an individual in good 
health—including where appropriate, 
emergency and acute care in hospitals, 
rehabilitation and palliative care in 
specialized clinics, and personal sup-
ports for daily living in long term care, 
assisted living and individual homes.

Currently, individual patients 
get access to publicly funded home 
care services on the basis of  an ap-
plication to the local CCAC. Depend-
ing on their assessed need and the 
particular mix of  services the CCAC 
is equipped to provide, an individual 
will be allocated one-time or ongoing 
service which may include some of  
the specialized services, general nurs-
ing care or personal support services. 
Physician care continues to be deliv-
ered where appropriate according to 
the province’s agreement with the 
Ontario Medical Association.  

How Does Home Care Work for a 
Patient?

The provision of  home care 
across Canada is a real patchwork of  
rules and regulations outlining means 
testing, user fees, and various limita-
tions, monthly or episodic maximums 
and exclusions. In general medical 
and general nursing services are more 
available without direct fees or with 
minimal direct fees, whereas personal 
support services are both less avail-
able and generally charged for. As a 
result of  the so-called Health Accord, 
signed by the Martin government in 
2004, access is markedly better for 
patients in a two-week post-acute 
episode window; in most cases, no 
means testing and no direct fees are 
the norm.

In most cases, eligibility for ser-
vices is typically determined and allo-
cated by an intake worker who takes 
the referral at the responsible care 

(continued on page 7)

Janet Maher
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agency—in Ontario, the Community 
Care Access Centre (CCAC)—ac-
cording to a protocol which varies 
from one community and one prov-
ince or territory to the next, and which 
is typically open to appeal. Following 
its assessment, the CCAC informs the 
patient or her caregiver of  the result, 
which normally will outline the kind 
of  service, expected time, frequency, 
and duration and fees if  any. As soon 
as these details are confirmed, the 
CCAC then contracts with an appro-
priate agency on its roster to ensure 
services are delivered as agreed. 

What are the issues?
In a draft summary from a 2009 

Statistics Canada publication circu-
lated February 12, 2013, the Ontario 
Health Coalition characterized unmet 
need in the following terms:

•	 4% of  seniors reported at least 
1 unmet need from professional 
home care services. This number 
is generally consistent across all 
provinces.

•	 Close to 63% of  these seniors at-
tributed this problem to personal 
circumstances (inability to pay), 
24% cited features of  the health 
care system (lack of  service avail-
ability, not qualifying for services), 
and 13% claimed a combination 
of  both. 

•	 Housework and personal care 
were the 2 most common unmet 
task needs for seniors

•	 Women are more likely to re-
port unmet need (5%, vs. 3% for 
males). 

•	 Severely disabled individuals were 
less likely to receive adequate ser-
vices (10% with unmet needs, vs. 
1% of  those with no disability).

•	 Among those with severe personal 
care or mobility needs the percent-
age with unmet needs is 20% and 
29% respectively (compared to 3% 
and 4% among seniors with no 
limitations)1 

Additional issues identified by the 
Ontario Health Coalition include:

•	 Complaints about poor coordi-
nation at transitions in care (dis-
charge from one type of  care to 
another) which leaves vulnerable 
individuals in limbo

•	 Adequacy of  allocations to meet 
need in a given area

•	 Variability of  services covered be-
cause of  devolution to the LHIN

•	 Immediate threat in 2013 budget 
announcements to consider home 
care user fees on a similar basis to 
ODB co-payments.

What has the government done?
In January, 2013, the Minister 

of  Health and Long Term Care an-
nounced the release of  a provincial 
strategy led by Dr. Samir Sinha, in 
which user fees would be an option. 
Highlights of  the Sinha report, Living 
Longer, Living Well included:

•	 Top 10% of  older Ontarians ac-
count for 60% of  health spending 
for those over 65; healthiest 50% 
of  population accounts for 6% 
of  health care spending on older 
adults

•	 Support for health and wellness in 
the community including Elderly 
Person Centres, accessible exer-
cise, falls prevention, and health 
promotion programming across 
Ontario

•	 Acknowledge difficulties of  low-
income older adults to live well

•	 Ensure all older adults have access 
to primary care, including funding 
for house calls where appropriate 

•	 Coordinate care between CCACs, 
Community Support Services and 
Community Mental Health Agen-
cies

•	 Link housing and transportation 
supports to health care where ap-
propriate

•	 Hospitals need to do more to be 
Senior-Friendly with specific ac-
countability agreement measures 

•	 Expand community paramedicine 
programs

•	 Explore using LTC homes as hub 
for community services including 
home care to assist Aging in Place

•	 Review application and transfer 
processes to and from LTC homes

•	 Review HHR and professional de-
velopment to support best practice 
care for regulated and personal 
support workers

•	 Support safer prescribing for older 
Ontarians

•	 Address elder abuse and neglect

What else can be done?
Optimal for patient care would 

be the integration of  home care and 
pharmacare as part of  the continuum 
of  care and as covered services under 
the Canada Health Act, with public 
accountability through a mechanism 
similar to the current provisions of  
the Canada Health Act. In the mean-
time, it would make sense to consider 
a policy framework/test or mecha-
nism to assess potential savings vs 
costs of  acute care readmissions and a 
strategy for directing these savings to 
the improvement of  current services. 

In early 2013, the Ontario 
Health Coalition identified the follow-
ing priorities for Ontario:

•	 Stop competitive bidding
•	 Fund to meet population needs for 

services
•	 Build needed capacity across the 

continuum of  care2 

See correspondence elsewhere in Issues 161 and 
162 for MRG collaboration in calling on the On-
tario government to reconsider user fees for home 
care.♦
1. Statistics Canada, Seniors’ use of  and 
unmet needs for home care, 2009 (by Mel-
anie Hoover and Michelle Rotermann).
2. For more information see the Ontario 
Health Coalition website at www.web.net/
ohc/Homecare.htm

HOME CARE: WHAT WE NEED TO KNOW (continued)
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MRG ENGAGES IN 2013 FEDERAL PRE-BUDGET 
CONSULTATIONS
On August 5th, 2013, the Medical Reform Group participated in the House of  Commons Standing Committee on Finance online budget consul-
tations with the following recommendations.

Recommendation 1: A Compre-
hensive Pharmacare Strategy for 
Canada

The cost of  prescription drugs 
has been one of  the principal cost 
drivers in the health budget over the 
past 20 years. The provinces and ter-
ritories have made significant prog-
ress in the past 5 years in beginning 
to reduce the cost of  pharmaceuti-
cals and medical devices to Canadi-
ans. What is needed now is system-
wide coordination and facilitation 
best implemented at a pan-Canadian 
level, to ensure that additional im-
provements benefit all equally. We 
foresee a framework and structure 
that could support collaboration with 
all regions to enhance the evidence 

base for a comprehensive pharma-
care strategy, and leadership with 
private and public sector partners to 
design and implement a strategy to 
reduce drugs costs for residents from 
all walks of  life.

Federal Funding Proposed: 
The federal department of  fi-

nance is best positioned to determine 
the balance between more effective 
use of  existing resources and new 
spending, as it is estimated that more 
comprehensive drug coverage would 
not only improve Canada’s mar-
ket competitiveness and our overall 

health but also reduce rates of  pov-
erty and social inequality. A relatively 
small investment of  $10 million per 
year for the next 5 years could pro-
vide for significant federal level proj-
ect monitoring, possibly some pilot 
projects to realign, for example, pri-
vate and employer insurance and all 
the public sector benefits plans (se-
niors, rehab services, social assistance 
recipients, etc.)

Intended Beneficiaries: 
A comprehensive strategy 

would expand publicly supported 
coverage from a limited number of  
designated groups to all residents 
of  the country, and be designed to 
ensure coverage for all and cost no 

more in the short term than all exist-
ing drug expenditures. Over the next 
5 to 10 years, a revenue plan could be 
devised to provide first-dollar cover-
age (without copayments or deduct-
ibles) for all.

General Impacts: 
Assured access for all to medi-

cally necessary drugs would improve 
the health status of  all, with lower 
long term costs to the federal trea-
sury and would also improve the 
ability of  Canadians to be involved 
in the economy, including adding to 
revenues through personal taxes.

Recommendation 2: Restora-
tion of  Interim Federal Health 
Benefit 

The interim restoration and 
enhancement of  refugee health cov-
erage benefits for all those living 
in Canada is a humanitarian public 
health measure which will contrib-
ute to the health security and health 
status of  all by ensuring high quality 
medically-necessary care for all con-
ditions regardless of  the individual 
situation of  the patient.

Federal Funding Proposed: 
In the short term, we recom-

mend the restoration of  the Interim 
Federal Health Benefit to all at a cost 
of  approximately $20 million annu-

ally; in the medium and longer term 
the costs of  this program related to 
drug benefits would be integrated 
into the pan-Canadian pharmacare 
strategy.

Intended beneficiaries: 
As above, this recommenda-

tion would benefit all residents in 
our country regardless of  status or 
origin. Refugees would benefit di-
rectly, whereas the health status of  
all would be improved with a seam-
less provision of  care to those who 
do not meet the current provincial/
territorial requirements for coverage.

Recommendation 1 Recommendation 2 Recommendation 3
Topic Health Health Business taxation and 

regulatory issues
Expected Savings >$1 billion $1 to $10 million $1 to $10 million
Timing of  Invest-
ment or Savings

Immediate, with effects 
5+ years into future

Immediate, with effects 
5+ years into future

Immediate

(continued on page 9)
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General impacts: 
As with proposal for leader-

ship on a national pharmacare strat-
egy, improved health status is likely 
to be associated with an improved 
standard of  living and an increased 
ability of  the population to contrib-
ute to general tax revenues.

Recommendation 3: Enforce the 
Canada Health Act

The Canada Health Act was 
introduced to increase accountability 
for the investments taxpayers make 
in publicly funded and administered 
for all, by enumerating conditions for 
provinces and territories to receive 
health care funding. Although suc-
cessive annual reports have reported 
on a broad range of  violations, in 
recent years little has been done to 
either discourage persistent viola-
tions or to encourage more effective 
use of  public resources in advancing 

health for all. We believe account-
ability is a central requirement for all 
government programs and should be 
reinstated following the example of  
former Health Minister Diane Mar-
leau.

Federal funding: 
The federal department of  fi-

nance is best positioned to determine 
the balance between more effective 
use of  existing resources and new 
spending. A relatively modest invest-
ment of  $10 million per year for the 
next 5 years could provide the design 
and implementation of  a compre-
hensive monitoring structure to en-
sure that all Canadians get value for 
money in our health investments.

Intended beneficiaries: 
Everyone in all parts of  the 

country.

General impacts: 
This measure should be part 

of  a comprehensive approach to ac-
countability for public investments.

Conclusion
We believe our proposals are 

consistent with a budget approach 
which seeks accountability for all 
current investments, and will begin 
to offer the kind of  leadership all 
Canadians are seeking from the Gov-
ernment of  Canada. 

In the areas of  health services 
in which many of  our members are 
acknowledged international experts, 
we would be pleased to offer more 
specific recommendations as you 
proceed with implementation.♦

MRG PRE-BUDGET CONSULTATIONS (continued)

A STEP IN THE WRONG DIRECTION FOR DRUG POLICY 

The Medical Reform Group 
(MRG) today denounced the 
Federal Government’s deci-

sion to pursue further ideologically-
based legislation against supervised 
injection sites. 

“Too often, ideology trumps 
evidence in health policy decisions,” 
said MRG spokesperson Dr. Reed 
Siemieniuk. “The Harper govern-
ment is dismissing compelling evi-
dence of  the public health benefits 
of  supervised injection sites by 
choosing to pursue ideology-based 
legislation.”

Since the establishment of  
Insite, Canada’s first supervised in-
jection site, a second site has yet to 
open its doors despite evidence that 
a supervised injection site would 
benefit cities like Toronto, Ottawa, 

Victoria, and Montreal. However, 
the Conservative government tabled 
a bill yesterday that will put an un-
reasonable burden on community 
groups. As worded, the proposed 
amendments would effectively give 
the Harper Government a veto over 
any new proposal.

“The bar is already set exceed-
ingly high for establishing a super-
vised injection site,” said another 
MRG spokesperson, Dr. Michael 
Schwandt. “People who inject drugs 
are desperately in need of  health ser-
vices and we have evidence-based, 
cost-effective answers. One large 
missing piece is a government will-
ing to help implement these solu-
tions.”

Physicians see the effects of  
injection drug use on a regular ba-

sis. The current criminal response to 
drug use tends to further marginal-
ize people who use drugs.

“This is a step in the wrong di-
rection for sound drug policy,” said 
Dr. Siemieniuk. “By pursuing this 
legislation, our Government contin-
ues to demonize some of  Canada’s 
most vulnerable people based on 
outdated beliefs. Beyond preventing 
drug-related deaths, HIV infections, 
and hepatitis C infections, evidence 
shows that supervised injection sites 
tend to be associated with increased 
safety for communities,” Siemieniuk 
added.♦
Released by the Medical Reform Group, June 
7, 2013
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BRIDGING THE GENERATION GAP
Earlier this summer, MEDICAL REFORM asked student member Andrew Bresnahan to talk about his background and approach to health 
care advocacy.

MEDICAL REFORM: Can you 
tell me a little about yourself  and 
how you decided to go to medical 
school?
AB: I was born in Labrador, and 
grew up in Ontario with a sense that 
what I saw around me wasn’t the only 
part of  Canada or the world that ex-
ists. I think this really inspired an 
openness to peoples’ stories, and was 
a big part of  why I chose to pursue 
undergraduate and graduate studies 
in anthropology – which deals with 
pretty ambitious questions about the 
unity and diversity of  our species, the 
relationships between global patterns 
and individual lives, and how we 
think about health and social justice.

I became interested in medi-
cine in part because I could see that 
every disease has a social story. I 
think medicine offers a unique op-
portunity to hear these stories, to 
help us learn to see the bigger eco-
nomic and epidemiologic patterns 
that shape the distribution and deter-
minants of  health. I’m also attracted 
to the very pragmatic focus of  clini-
cal practice, and still see it as a good 
way to ground the epidemiologically 
more vital work of  working with pa-
tients and communities to change 
the conditions that make people sick, 
and build a more healthy society.

MEDICAL REFORM: I know 
you already have a Master’s in public 
health. How has that contributed to 
your approach to medicine? Where 
do you think it will lead you?
AB: At its best, improving popula-
tion health is really what medicine 
is all about.  Whatever our specialty, 
wherever our practice, we have rea-
son to work alongside our patients 
and communities to improve the 
conditions of  everyday life, tackle the 

inequitable distribution of  power, 
money, and resources, and assess the 
impact of  action (to borrow language 
from the WHO Commission on So-
cial Determinants of  Health).

Studying public health – es-
pecially epidemiology and biostatis-
tics – has certainly helped me build 
a better toolbox of  methods for un-
derstanding communities. I also used 
my public health studies as an oppor-
tunity to learn what other countries 
are doing to advance health equity, 
with special attention to lessons from 
the Nordic countries and the impacts 
of  social democracy on social de-
terminants of  health. I know I’ll be 
drawing on these lessons throughout 
my life as a physician, and as a com-
munity organizer.

MEDICAL REFORM: What skills 
do you think you have learned in 
medical school and elsewhere that 
shape your analysis of  the role of  
health care and health care providers 
in society?
AB: Working in public health has 
given me the chance to work with 
friends and colleagues from right 
across Canada, but I’ve always felt 
drawn back home to Canada’s north. 

In 2009-2010 I worked with 
the Public Health Agency of  Canada 
(PHAC) and with the Inuvialuit and 
Gwitch’in peoples in the Northwest 
Territories to better understand the 
social determinants of  health in 
Canada’s north. In 2011, I worked 
with a team of  physicians and public 
health nurses from Labrador-Gren-
fell Health and the Nunatsiavut Gov-
ernment to build a tuberculosis (TB) 
database for the Labrador coast, and 
am back in Labrador now for a sum-
mer of  family and emergency medi-
cine.

And in 2011-2012 I worked 
with the National Collaborating 
Centre for Determinants of  Health 
(NCCDH) and Medical Officers of  
Health from across the country to 
better integrate health equity indi-
cators into population health status 
reporting in Canada. As part of  this 
work, I joined Inuit public health 
leaders from across Nunavut to pro-
mote the roles of  Inuit Qaujimaja-
tuqangit (Inuit knowledge) and sci-
ence in building health communities. 
I’ll be heading to Nunavut and back 
home to Nunatsiavut this winter to 
continue building a better under-
standing of  Inuit Quajimajatuqangit, 
and how best to practice medicine 
and public health in the North.

These experiences have really 
enriched my relationships with col-
leagues, friends, and family up North, 
and given me a better appreciation of  
organization of  health systems from 
coast to coast to coast, and the re-
markable work people are doing to 
help build a healthier and more just 
society for all Canadians.

MEDICAL REFORM: What do 
you see as the links, if  any between 
health, human rights and poverty, in 
general and in your approach to your 
future as a clinician?
AB: I think the most important de-
terminant of  health is how much 
control we have over our lives. The 
conditions of  everyday life – our re-
lationships, income, housing, educa-
tion, where we work and play – pro-
foundly shape our capabilities, and 
our ability to shape them in return is 
a powerful measure of  our freedom. 
Nobel Prize-winning economist Am-
artya Sen brilliantly describes poverty 
as capability deprivation – as con-

(continued on page 11)
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BRIDGING THE GENERATION GAP (continued)
straints on our ability to be and do 
things that we value – and I think 
that’s a helpful way to think of  it. 
Income is important, but more than 
anything it’s a proxy for our control 
over our lives.

Because it’s so widely recog-
nized and institutionally supported, 
the language of  human rights is a 
powerful way to talk about social 
justice. But we should always remem-
ber that human rights are not natu-
ral facts, but claims to justice, ethical 
ideas about what is right. In the same 
sense, the idea of  human rights is at 
best instrumental for changing mate-
rial conditions. Building a more co-
herent legal and policy environment 
is not the goal in itself  – at their best, 
better laws and policies are tools for 
changing the conditions of  everyday 
life in ways that give people more 
control over their lives and their 
health. 

A commitment to health equity 
involves working to improve overall 
population health while reducing 
avoidable health inequalities within 
and between communities. Practical-
ly, I think this goal is best served by 
what physician and medical anthro-
pologist Paul Farmer calls “pragmatic 
solidarity” – a commitment to work-
ing alongside the destitute sick, and 
against the political and economic 
structures that cause and perpetuate 
poverty and ill health. I hope that my 
practice can reflect this commitment, 
and contribute in practical ways to 
building a more healthy and equitable 
society.

MEDICAL REFORM: What do 
you see as the 2 or 3 main policy is-
sues for current medical graduates? 
What do you think your work will 
look like in five years or so?
AB: I think the most vital policy 
challenges facing current medical 

graduates relate to health equity, and 
are nicely articulated by the WHO 
Commission on Social Determinants 
of  Health in its overarching recom-
mendations to 1) improve daily living 
conditions; 2) tackle the inequitable 
distribution of  power, money, and 
resources; and 3) measure and un-
derstand the problem and assess the 
impact of  action. 

Overall, Canadians enjoy good 
population health outcomes rela-
tive to our international neighbours. 
But national averages obscure steep 
gradients of  health inequity. I study 
medicine at McMaster University in 
Hamilton, a city with a 21-year dif-
ference in life expectancy between 
its wealthiest and poorest neighbor-
hoods. Across Canada, Inuit, First 
Nations, and Métis peoples too often 
face low incomes, high food prices, 
poor housing, barriers to education, 
and inter-generational trauma. And 
last year’s changes to refugee health 
policies in Canada highlight yet an-
other gradient of  health, along lines 
of  citizenship. None of  these differ-
ences in health status are necessary; 
they’re both unacceptable and avoid-
able. We can do better.

We’ve never had a better tool-
box of  evidence, practices, and poli-
cies at our disposal for advancing 
health equity. Much of  the scientific 
case for improving daily living condi-
tions and reducing health inequities is 
elegantly summarized in Sir Michael 
Marmot’s work, including his book 
The Status Syndrome (2004) and the 
WHO Commission’s Final Report 
(2008). At the clinical level, I find 
Dr. Gary Bloch’s “Clinical tools for 
addressing poverty in primary care 
practice” (2013) helpful for showing 
that it’s possible to apply this evi-
dence in clinical practice, by screen-
ing, adjusting risk, and intervening to 
help low-income patients gain more 

control over their lives. At the policy 
level, Ryan Meili’s A Healthy Soci-
ety (2012), Dennis Raphael’s Tack-
ling Health Inequalities (2012), the 
Swedish National Institute for Public 
Health’s Health for All? (2008), and 
Michael Rachlis’ Prescription for 
Excellence (2004) are each rich with 
examples of  healthy public policies – 
from affordable childcare and acces-
sible green space, to equitable financ-
ing and democratic reforms – that 
can inspire a sense of  evidence-based 
optimism, and help us mobilize the 
social movements we need to bring 
the best of  these ideas to life.

Drawing this evidence together 
and making a winning case for action 
is one of  the greatest challenges for 
our generation. Part of  this chal-
lenge is to improve our systems of  
health informatics – our systems of  
data acquisition, organization, ac-
cess, and application in medicine 
and public health. Better electronic 
medical records, public health sur-
veillance practices, and population 
health assessments can improve our 
understanding of  population health 
problems and assess the impacts of  
action. Another part of  this chal-
lenge is to translate this information 
into language that’s meaningful to the 
public. Having the evidence is just a 
step in the right direction – it’s public 
action that brings the evidence to life.

MEDICAL REFORM: What im-
plications does this have for advo-
cacy more generally and do you see 
yourself  involved there?
AB: In the past year, the urgency of  
equity has become more and more a 
central part of  conversations about 
health in Canada’s medical commu-
nity. As the keynote speaker at last 
year’s CMA meeting in Yellowknife, 
Sir Michael Marmot reminded Can-

(continued on page 12)
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BRIDGING THE GENERATION GAP (continued)
ada’s doctors that “social injustice is 
killing people on a grand scale.” At 
the same meeting, the CMA released 
a paper on health care transforma-
tion in Canada, urging physicians to 
take action to advance health equity. 
And this summer, the CMA released 
the results of  its town hall series 
“What Makes us Sick”, reporting that 
Canadians highlighted four main de-
terminants of  health: income, hous-
ing, nutrition and food security, and 
early child development. Going a 
step further, the CMA recommended 
that Canada adopt a national Phar-
macare program, a “Housing First” 
approach to homelessness, a national 
food security program, and a guar-
anteed national income. This main-
streaming of  health equity shows 
that advocacy for action on the so-
cial determinants of  health is making 
a difference. It also presents an ob-
vious challenge – to bridge the gap 
from ideas to action, with the goal of  
actually improving daily living condi-
tions, advancing equity, and assessing 
the impacts of  action.

In the past few months, I’ve 
seen first hand some positive steps 
in this direction. This spring I joined 
the general assembly of  the Cana-
dian Federation of  Medical Students 
(CFMS) in Quebec City as we unani-
mously passed landmark position 
papers on the Social Determinants 
of  Health and Refugee Health. In 
June, I joined dozens of  my fellow 
medical students from McMaster and 
thousands of  physicians, health pro-
fessions, and fellow medical students 
across Canada for the National Day 
of  Action for Refugee Health, call-
ing on the Federal government to re-
verse its cuts to health insurance for 
refugees. And this summer, I again 
worked alongside Inuit colleagues 
who are designing and delivering 
public health programs in their own 
homeland through the Nunatsiavut 
Government, an achievement of  
self-determination.

What generation has ever 
come of  age without great work to 
be done?  We have lots to do together 
to heal the ongoing trauma of  colo-

nization, to achieve truly universal 
access to health care, and to translate 
evidence and policies about health 
equity into public action for a more 
just and healthy society. After anoth-
er summer in Labrador, I’m all the 
more committed to sharing in this 
work. This year I look forward to 
continuing to study medicine, while 
working to improve our curriculum 
so that future doctors are better 
equipped to advance health equity. 
I also look forward to working with 
the Medical Reform Group and Ca-
nadian Doctors for Medicare to en-
courage innovation within Canada’s 
public health care system. And more 
than anything, I look forward to com-
ing back north to Nunavut and to the 
Labrador coast to continue working 
alongside my friends and colleagues 
this winter.

When I look around me at the 
people I get to share this work with, 
I feel deeply lucky, and more inspired 
than ever to keep learning and prac-
ticing.♦

CANADIAN PHYSICIANS CALL FOR RELEASE OF 
EMERGENCY PHYSICIAN ARRESTED IN EGYPT
At press time, Loubani and Greyson have been in prison for 2 weeks. A hearing with the Egyptian prosecutor on August 29th, 2013 did not 
take place as scheduled, and there has been no further news from Egypt.

It has been over 48 hours since 
Dr. Tarek Loubani, an Emer-
gency Room Physician from 

London, and Canadian filmmaker 
John Greyson were arrested by 
Egyptian authorities. Dr. Goel, an 
MRG spokesperson  and friend of  
Dr. Loubani states, “Dr. Loubani is 
well-known and respected as a phy-
sician who is very committed to his 
patients and to broader matters of  
social justice.” 

The two Canadians were 
headed to Gaza where Dr. Loubani 
has previously provided medical 
care when a stop-over in Egypt led 
to their unexpected arrest. Their 
detention by Egyptian authorities 
is especially concerning given the 
state’s record on human rights vio-
lations as well as recent political un-
rest leading to many casualties.

Goel goes on to state, “It is 
completely unacceptable that Dr. 

Loubani and Mr. Greyson should 
continue to be detained. The Ca-
nadian government must do ev-
erything in its power to get them 
free.”♦
Released by the Medical Reform Group Au-
gust 19, 2013. For more current information, 
members may want to consult the blog of  Justin 
Podur, a friend of  the two, at podur.org, or fol-
low him on twitter at @justinpodur.
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WHY DO DOCTORS STILL THINK PHARMA 
DOESN’T INFLUENCE THEM?
Ritika Goel prepared this item originally for Huffington Post where it was posted April 2nd, 2013 and Healthy Debate, where it appeared April 
8th, 2013.

Why do so many doctors 
still think they are invin-
cible to the influence of  

the pharmaceutical industry? At-
tractive, well-dressed, charismatic 
drug reps with pearly smiles and 
shiny flow charts still wait in waiting 
rooms. Lectures and conferences still 
occur where lunch is paid for by the 
pharmaceutical industry. Research 
studies are still published where in-
vestigators receive grants from drug 
companies and unfavourable re-
sults are still buried. Hospitals and 
medical clinics are still awash in bro-
chures, pens, notepads and coffee 
mugs sporting names like Pfizer and 
Lipitor. This doesn’t even include 
free drug samples lining backroom 
shelves. How can all this still be per-
mitted given that patients come to 
their doctors expecting to be offered 
unbiased health advice? 

From the pharmaceutical in-
dustry’s perspective, this makes per-
fect sense. The bottom line for any 
for-profit company is to sell their 
product, and since they can’t sell 
drugs directly to patients, they con-
vince doctors to prescribe them. 
The more a doctor sees or hears the 
name of  a drug, whether through 
drug reps, brochures or seeing the 
name on stationary, the more likely 
the drug is to be prescribed.  

Knowing that doctors turn to 
published literature and lectures to 
make their decisions, pharma pro-
vides grants to researchers and funds 
conferences. Accepting free drug 
samples is one of  the more contested 
issues among doctors. While doctors 
may see this as an act of  charity by 
drug companies, which will benefit 

their patients living in poverty, it is 
actually just another way of  increas-
ing familiarity with drugs. When a 
doctor gives a patient a drug sample, 
she has to learn the name, dosing 
and side effects of  the drug. Even 
though the sample is free at first, 
once a patient’s condition is well-
controlled with this medication, the 
doctor is more likely to keep using 
this drug since it “already works for 
the patient.” She is also then more 
likely to prescribe it to other patients 
because she remembers the details 
of  the drug. In a market where the 
newest drugs are usually just slight 
variations on existing products, this 
type of  familiarity is essential to 
pharmaceutical sales. 

So it makes sense why the 
companies would do this, but why 
would doctors not resist these prac-
tices? In 2007, a national survey of  
doctors in the US found that 94% 
had some form of  relationship with 
the drug industry. While 28% re-
ported directly receiving payment 
for consulting, lecturing or enrolling 
patients in a study, a striking 78% re-
ported receiving drug samples and 
83% reported receiving food in their 
workplaces. 

When considering the impact 
of  these relationships, two-thirds of  
medical school department chairs in 
the US felt a relationship with the in-
dustry had no impact on profession-
al activities (and almost two-thirds 
reported having such a relationship). 
It is then perhaps unsurprising to 
note that medical school provides 
substantial contact to students with 
pharmaceutical companies, and the 
more contact they have, the more 

likely they are to think that such 
contact does not influence their 
prescribing behaviour. In a study 
of  medical residents, 61% felt their 
prescribing behaviour was immune 
from drug promotions but interest-
ingly, only 16% felt this way about 
the prescribing of  other physicians. 
This means that doctors think they 
can’t be influenced, but obviously ac-
knowledge that others can.

When it comes to the re-
search, there is no question that doc-
tors are in fact influenced. A review 
from 2010 finds that information 
provided by drug companies (drug 
reps, journal ads, pharma-sponsored 
events, participating in pharma-
funded clinical trials and more) all 
led to an increase in prescribing the 
promoted drug. 

An earlier review also found 
that after meeting with pharma reps, 
doctors were more likely to ask their 
hospital to add the company’s drug 
to the formulary. When it comes to 
the influence on research, a system-
atic review looking at studies funded 
by pharmaceutical companies found 
that these were less likely to be pub-
lished, meaning less transparency, 
and if  they were published, they were 
more likely to have outcomes fa-
vouring the sponsor than were stud-
ies with other sponsors. At the end 
of  the day, whether or not doctors 
recognize that their prescribing be-
haviour is influenced by the presence 
of  the pharmaceutical industry, it is 
the patient that suffers by receiving 
biased advice, and both the patient 
and the broader system that pays for 
unnecessarily expensive newer drugs 

(continued on page 14)
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when often cheap generic alterna-
tives may work just as well.

Canada has banned the use of  
TV, print and radio advertising of  
drugs directly to consumers because 
we recognize that this information 
should come from unbiased sources. 
Why then do we allow so much drug 
promotion to physicians? As a medi-
cal community, we have to say no to 
pharmaceutical influences on our 
practice -- this means banning drug 
reps from our offices, samples and 
promotional products and avoiding 
lectures and conferences funded by 
pharma. 

We have to work to make our 
medical schools “PharmFree” fol-
lowing the lead of  the American 
Medical Student Association. We 
have to support and fund indepen-
dent bodies that review medical lit-
erature untouched by pharma such 
as the BC Therapeutics Initiative 
and support educational events that 
strive to be pharma-free like the BC 
College of  Family Physicians’ An-
nual Conference. 

We have to work to require all 
clinical trials to be published so we 
are aware of  all the evidence, not just 
some of  it. As doctors, we have to do 

WHY DO DOCTORS (continued)

HEALTH CANADA CONSULTATION ON PLASMA 
DONATIONS IN CANADA
Earlier this year, Canadian Plasma Resources, a Toronto-based for-profit blood collection facility, began the process of  seeking approval to open 
two sites for the collection of  plasma from paid donors. This represents our submission to the formal Health Canada consultation process on July 
26th, 2013.

Executive summary
The Medical Reform Group, a 

voluntary association of  physicians 
and medical students committed to 
improving access and equity in pub-
licly funded not-for profit health 
care, is pleased to take this opportu-
nity to express our concerns relating 
to plasma donation in Canada. 

The brief  points out our con-
cern that we believe that authorizing 
plasma collection from paid donors 
is contrary to Canadian values. More-
over, we note that no comprehensive 
business case has been advanced 
to demonstrate either the need or 
the value of  collection facilities for 
plasma collection at this time, and 
so we recommend no further action 
on the request of  Canadian Plasma 
Resources until and unless such a 
business case and supporting docu-
mentation is presented to all identi-
fied stakeholders. In the interim, we 

would recommend that the relevant 
federal and provincial-territorial au-
thorities continue to review and up-
date health protection regulations to 
ensure that Canadians can rely on all 
health-related products and devices 
deemed medically necessary.

The Medical Reform Group and 
our main issues

The Medical Reform Group 
is a voluntary association of  physi-
cians and medical students which has 
advocated for over 30 years to im-
prove our health by monitoring the 
provision of  public health care, and 
promoting equity and social justice. 
Over the years, we have advocated 
for maintaining and enhancing pub-
lic infrastructure on a not-for-profit 
basis, addressing the high costs of  
drugs and medical devices by lob-
bying for a pan-Canadian pharma-
care strategy, more effective use of  

multi-disciplinary teams in primary 
care and of  enhanced home care as 
a smart solution to acute bed short-
ages. We welcome this opportunity 
to explain our concerns and recom-
mendations about plasma donations 
in Canada.

Background 
Earlier this year, a private com-

pany, Canadian Plasma Resources, 
expressed an interest in opening 
two plasma collection facilities that 
would compensate donors in down-
town Toronto. Following an initial 
consultation with selected stakehold-
ers, Health Canada agreed to expand 
its public consultation on the issues 
raised with this request, and we are 
taking the opportunity to express 
our views and concerns.

As with many other health-re-
lated issues, jurisdiction on the plas-

(continued on page 15)

this for our patients, and as patients, 
we have to demand this of  our doc-
tors. And if  ever we find ourselves 
feeling skeptical about the impact of  
the pharmaceutical industry’s efforts 
on physician prescribing behaviour, 
we have to remind ourselves, they 
wouldn’t pay for it if  it didn’t work.♦
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ma collection is split between pro-
vincial and federal levels, so that the 
province is responsible for whether 
donors are to be paid, and for the 
regulation of  other commercial de-
cisions relating to such a practice, 
whereas the federal government has 
the authority to ensure the safety and 
efficacy of  the collection facility and 
the health products made there. 

This paper outlines our con-
cerns with respect to both safety and 
efficacy as well as ethical and com-
mercial decisions, and we will submit 
our concerns to the Ontario Minister 
of  Health and Long Term Care.

Commercial
The business case for Cana-

dian Plasma Resources has not been 
made public, and little evidence, 
most of  it contradicting the prem-
ise of  a business need or processing 
capacity in Canada, was presented 
at the initial limited Health Canada 
consultation in April, 2013.

Canadian Blood Services 
(CBS), one of  the stakeholders at 
the April consultation indicated that 
there is no current demand for ad-
ditional plasma products, beyond 
those already available from inter-
national suppliers. Moreover, CBS 
notes that, as a not-for-profit en-
tity with considerable experience in 
blood services, the investment in the 
specialized fractionator required for 
processing the products would only 
be viable with a collection capacity 
of  600,000 to 700,000 litres a year, a 
volume not likely to be approached 
by Canadian Plasma Resources with 
its current business plan.

We therefore recommend that, 
until and unless a clear business case 
can be demonstrated for value to be 
added with a Canadian processing 
facility, no further consideration be 

given to approving such a facility for 
licensure in Canada.

Ethical
Blood products are similar to 

other human tissue and body parts 
and not commodities to be bought 
and sold. Where various kinds of  tis-
sue is donated, for example, blood, 
bone marrow, kidneys or other or-
gans, strict conditions are imposed 
to ensure the donation is completely 
voluntary and poses the minimum 
risk both to donor and recipient.

Given the long history of  vol-
untary donation in most parts of  
Canada, we are furthermore con-
cerned that implementation of  a 
system of  payment for some blood 
donations could either erode the cur-
rent voluntary donor pool, and/or 
distort the supply in other ways. 

We therefore believe that pay-
ment for blood products should 
not be allowed at this time, even if  
a business case were made that sug-
gested this to be financially viable.

Safety and Efficacy
Health Canada has been ex-

ceptionally diligent since the Krever 
Commission report of  1998 in ad-
dressing all the product safety issues 
identified at that time. Moreover, as 
technology has improved, the Cana-
dian Blood Services has been quick 
to adopt best collection practice pro-
tocols and so there has not been a 
repeat of  the tainted blood scandal 
of  a generation ago.

In the earlier limited consulta-
tion, Health Canada acknowledged 
some gaps in its surveillance system. 
We are also concerned that the shift 
in the regulatory approach from 
health protection to health risk man-
agement and reliance on self-inspec-
tion, does not necessarily provide 

the degree of  safety expected by Ca-
nadians. This is further exacerbated 
by the Canadian Plasma Resources 
proposal to locate their first two col-
lection facilities in inner city areas 
where the consideration of  financial 
benefit may trump that of  product 
safety. 

We therefore recommend no 
change from the current practice 
of  voluntary collection and distri-
bution of  blood products by Cana-
dian Blood Services/HemaQuébec, 
and continued purchase of  duly in-
spected product from international 
suppliers using Canadian voluntary 
donors. 
Our proposals:
Recommendation 1. 

Any proposal to change the 
current practice of  voluntary dona-
tion of  blood and other body parts/
organs must be supported by a com-
prehensive business case of  the risks 
and benefits to all identified stake-
holders.
Recommendation 2. 

Even in the situation of  a sup-
portive business case, payment for 
blood products is contrary to Cana-
dian values and practice, and should 
continue to be prohibited on ethical 
grounds.
Recommendation 3. 

Given the concerns around 
safety and efficacy, Health Canada 
should continue to enhance its reg-
ulatory approach to guarantee the 
continuing high quality of  blood and 
other health-related products as a 
preventive measure.♦

HEALTH CANADA CONSULTATION (continued)
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CALLING ON ONTARIO TO DENY APPROVAL FOR 
PAID PLASMA DONORS
At the same time as we prepared our submission on plasma donation for Health Canada, Dr. Gordon Guyatt wrote Ontario Health Minister 
Deb Matthews on July 26, 2013, calling on her to deny a licence for for-profit plasma collection. 

I am writing on behalf  of  the 
Medical Reform Group (MRG), 
a voluntary association of  phy-

sicians and medical students who 
work in coalition with many com-
munity groups to address the health 
and medical implications of  their 
advocacy. We have been active for 
over 30 years, promoting social jus-
tice and health, and advocating for 
high-quality publicly-funded health 
care for all. 

We were pleased to see in 
March, 2013, that you urged Health 
Canada not to license such a facility 
without consulting widely on the is-
sue when the issue of  recruiting paid 
donors to a for profit plasma collec-
tion clinic first arose in the Toronto 
media.

We attach a copy of  our sub-
mission to the expanded Health Can-
ada consultation and would also urge 

your government to complete its due 
diligence on the matter. In particular, 
we understand policy responsibil-
ity for allowing the recruitment of  
paid donors for any health-related 
issue such as this is in the hands of  
the provincial and territorial govern-
ments. 

As we note in the brief, we 
have ethical concerns about payment 
for blood, tissue, or other human 
organs, and although payments have 
been authorized for related services, 
with stringent conditions to ensure 
the voluntary nature of  the transac-
tion and protection of  the privacy of  
donor and recipient, to our knowl-
edge, Ontario does not and should 
sanction payment for blood or other 
human tissue products.

We are also concerned that 
no comprehensive business case has 
been offered so far by Canadian Plas-

ma Resources regarding the need for 
Ontario collection facilities such as 
the ones they propose. Furthermore, 
Canadian Blood Services (CBS) as-
serted, in the limited Health Canada 
consultation in April that supply 
from current international suppliers 
was sufficient to meet current and 
anticipated need, suggesting that 
current practice is adequate. CBS 
also noted that the annual capacity 
of  600,000 to 700,000 litres required 
to maintain a Canadian processing 
facility cost-effectively was not likely 
to be met in the near future.

Should your government be 
considering changing policy on this 
issue, we look forward to an oppor-
tunity for consultation on this is-
sue.♦

MATTHEWS’ REPLY ON PAID PLASMA DONORS
On August 19, 2013, Minister Matthews replied to Guyatt’s letter, indicating that she would be consulting with stakeholders before any permits 
or licences are issued.

Thank you for your email on 
behalf  of  the Medical Re-
form Group Steering Com-

mittee sharing your concerns about 
maintaining the supply of  blood 
from volunteer donations.

I appreciate and share your 
concerns regarding the issue of  paid 
donors. I strongly believe that before 
Canada considers allowing paid-do-
nor blood plasma clinics to prolifer-
ate throughout the country, we first 
need to develop a better understand-
ing of  the impact that this develop-
ment would have on our voluntary 
blood products donor system.

As you may know, our blood 
supply is managed at the national 
level by CBS, which was founded 
on the key principle that “voluntary 
donations should be maintained and 
protected.” The federal government  
played a substantive role in the tran-
sition from the Canadian Red Cross 
Society to CBS as a single operator 
of  a national blood supply system 
(except Quebec, which is served by 
Hema-Quebec), and did so in re-
sponse to the Government of  Can-
ada’s Commission of  Inquiry on the 
Blood System in Canada led by Jus-
tice Horace Krever. The final report 

recommended that the Canadian 
blood supply system be governed by 
five basic principles, one of  which is 
that “donors of  blood and plasma” 
should not be paid for their dona-
tions, except in rare circumstances.”

I believe the integrity of  our 
voluntary non-remunerated blood 
system must not be compromised 
and that we need to work together 
with our federal, provincial and ter-
ritorial colleagues to find the best 
way forward.

CBS collects blood and blood 
plasma only from volunteer dona-

(continued on page 17)
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tions. I’m confident that Canadians 
will continue to voluntarily donate 
blood, plasma and platelets for al-
truistic reasons, rather than financial 
incentives.

Any proposed plasma collec-
tion clinic in Ontario would need 
an approval from both federal and 
provincial levels of  government to 
operate. The safety and quality of  
blood plasma collected in Canada is 
the responsibility of  Health Canada 
under the authority of  the Food and 
Drug Act. Ontario also licenses and 
regulates laboratories under the au-
thority of  the Laboratory and Speci-
men Cof11 action Centre Licens-
ing Act. I asked Health Canada to 
refrain from granting approval of  
any new paid-donor blood plasma 

clinics until there has been an open 
consultation with provincial !health 
regulators, care providers, CBS and 
Canadians.

Health Canada held a round 
table discussion on the topic of  Pay-
ment of  Plasma Donors in Canada, 
for the purpose of  informing next 
steps by Health Canada. The discus-
sion brought together stakehold-
ers from patient advocacy groups, 
academia, provincial/territorial gov-
ernments, CBS and Hema-Quebec. 
Health Canada posted a summary 
of  these discussions, including a 
backgrounder paper on its web site 
and up to July 26, 2013, Canadians 
had the opportunity to express their 
views on the summary report of  the 
round table discussion. You may 

MATTHEWS’ REPLY (continued)
wish to visit the Health Canada web 
site at: http://www.hc-sc.gc.ca/dhp-
mps/consultation/biolog/plasma-
consult-eng.php

Now that Health Canada’s 
consultations have been closed, my 
ministry will be reviewing its op-
tions before determining next steps 
in Ontario.

The integrity of  our blood 
donor system must not be compro-
mised. We need to work together 
to find the best way forward. Blood 
donation saves lives. That’s why I’ll 
continue to encourage people to do-
nate blood voluntarily.

I appreciate your taking the 
time to write to me and share your 
comments and concerns about this 
important issue.♦

MRG CALLS ON PREMIER TO COMMIT TO FAIRNESS 
AND INCLUSIVENESS FOR SOCIAL ASSISTANCE 
RECIPIENTS IN 2013 BUDGET 

The Medical Reform Group, 
a group of  doctors com-
mitted to universal high 

quality health care for all Canadians 
acknowledges the commitment of  
Premier Wynne to build a brighter 
future for all the people of  Ontario, 
and called today for her to demon-
strate the principles of  fairness and 
inclusiveness in the budget expected 
on Thursday, May 2nd.

“For far too long, government 
has focused on investing to remedy 
the results of  poverty instead of  ad-
dressing the prevention issue head 
on,” noted MRG spokesperson Dr. 
Ritika Goel. “We think it is time to 
shift the debate and make a direct 
commitment to social assistance re-
cipients in Ontario. We are sure an 
immediate down payment of  $100 

added to the base social assistance 
rate of  $606 monthly, and a com-
mitment to adjust rates annually for 
inflation would have positive results 
for us all.”

Her colleague, Dr. Ahmed 
Bayoumi added, “We are not only 
calling for expenditures with the 
down payment proposal. The pro-
vincial government can also provide 
leadership, by increasing the legis-
lated minimum wage, and beginning 
to implement some of  the excellent 
recommendations of  its Ontario 
Social Assistance Reform Commis-
sion.”

The current Ontario Works 
benefit for a single person is $606 
per month. Minimum wages have 
been frozen at $10.25 since 2010, in 
spite of  McGuinty’s 2008 promise 

of  gradual increases to reach $11.50 
by 2012. 

The Ontario Child Benefit, 
originally touted as a cornerstone of  
the province’s child poverty reduc-
tion strategy, has stalled since 2011 
at $1,100 per child, with the result 
that child poverty rates are again in-
creasing. According to former Chil-
dren’s Minister Hon. Laurel Broten, 
the partial implementation of  the 
Ontario Child Benefit between 2007 
and 2011 lifted some 80,000 Ontario 
children out of  poverty.♦
Released by the Medical Reform Group May 
1, 2013
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DOCTORS APPLAUD CITY OF TORONTO’S 
SUPPORT FOR HEALTH CARE ACCESS FOR ALL
In a strongly worded motion ad-

opted yesterday, the City of  To-
ronto is the first in Canada to sup-

port access to healthcare services to 
all people in Ontario, irrespective of  
immigration status. Members of  the 
Medical Reform Group (MRG), an ad-
vocacy group of  progressive doctors, 
see patients every day that are unable 
to access essential healthcare services, 
simply because they do not have an 
OHIP card. As such, we stand proudly 
with the City of  Toronto in calling for 
impartial medical care offered to unin-
sured residents.  

Recognizing that the health of  
many Torontonians is deteriorating 
without access to healthcare, Canada’s 
largest city made precedence by offi-
cially calling on higher governments to 
fill the holes in healthcare coverage.

“All too often, I see first hand 
the devastating impact that lack of  
health insurance has on my patients,” 
said MRG spokesperson Dr. Reed Si-
emieniuk. “I watched a patient suffer 
for weeks with a severe infection be-
cause he did not have sufficient cover-
age for the usual therapy. I’m proud to 
live in a city that recognizes the impor-
tance of  caring for our most vulner-
able in times of  need.”

Toronto’s City Council urged 
Ontario to increase funding to com-
munity health centres and other agen-
cies that already provide services to 
the uninsured, but the hope is that the 
broader system will better learn how 
to provide such care for all. The City 
also called on the federal government 
to rescind cuts to the Interim Federal 
Health Program and on the provincial 

government to remove the 3-month 
waiting period for new immigrants to 
Ontario. 

“As Canada’s largest city, To-
ronto is showing critical leadership by 
demanding that our society takes care 
of  its most vulnerable,” said another 
MRG spokesperson Dr. Ritika Goel. 
“It is unconscionable that we would 
put immigration status before need 
in this country when health is at risk. 
People have died as a result of  inequi-
table access in this country. This has 
to stop.”

The full motion can be found at: 
http://app.toronto.ca/tmmis/viewA-
gendaItemHistory.do?item=2013.
HL21.5”♦
Released by the Medical Reform Group May 
10, 2013

Thank you for your letter re-
garding income/means-testing 
for drugs and home care ser-

vices.
I want you to know that Ontario 

remains committed to a fairer drug 
system for seniors. As outlined in the 
2012 Ontario budget, we will be ask-
ing the five per cent of  seniors with 
the highest incomes to pay more of  
their own prescription drug costs — 
so the province can invest in more 
home care and supports for all seniors. 
This change will affect single seniors 
with incomes over $100,000 and se-
nior couples with a combined income 
over $160,000. Drug costs for seniors 
below these net income levels would 
remain the same. I’d like to note that 
this reform has the support of  CARP 
because savings from these changes 

ONTARIO MINISTER OF HEALTH RESPONDS TO 
MRG ON HOME CARE FEES
On June 20, 2013, we got this reply from Minister Matthews to our letter sent April 3th, 2013 (see last issue of  MEDICAL REFORM). 
We’ll be continuing to press for an answer.

will help to achieve more extensive 
health coverage for Ontario’s seniors.

Regarding home care and com-
munity support, I’d like to be perfectly 
clear that the government has no plans 
to require income-testing for these 
services at this time. This was a recom-
mendation made by the lead expert of  
our Seniors Care Strategy, Dr. Samir 
Sinha, in his report “Living Longer, 
Living Well.”

My ministry continues to review 
Dr. Samir Sinha’s report, and we hope 
to be able to take action on a number 
of  his recommendations to provide 
seniors with more options to stay at 
home longer and receive care in the 
community. Our goal is to find op-
portunities to improve the system and 
provide seniors with the services they 
need, when they need them.

Our Seniors Care Strategy is 
committed to helping older Ontarians 
to receive timely access to care in the 
most appropriate place. I know that 
many of  our province’s seniors want 
to stay at home, closer to their families, 
for longer. This is why we’re making 
significant investments in the commu-
nity sector.

I look forward to continuing to 
work with Dr. Sinha as my ministry 
implements our Seniors Care Strategy. 
I’m confident that it won’t be long be-
fore Ontarians see more positive de-
velopments in the delivery of  home 
and community care services to our 
seniors.

Thank you again for writing to 
share your concerns.♦
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MRG MEMBERSHIP APPLICATION

Name
Address
City
Province 
Telephone
Fax
E-mail

Membership Fees

You may pay your membership fees and supporting contributions through our monthly payment option by completing the 
following authorization and enclosing a blank cheque, marked "VOID" from your appropriate chequing 
account.  
I authorize my financial institution to make the following electronic payments directly from my account:
The amount of $_____ on the ______ day of each month, beginning ______________, 20___.
Please credit the payments to the ALTERNA Savings and Credit Union account (No. 1148590) of the Medical Reform Group.
I understand that these electronic payments will continue until I give notice in writing to the Payee to stop doing so; that I 
must notify the Payee in writing of any changes to the information in the authorization; and that I must notify the Payee within 
90 days of any error in the electronic payment.

I would like to 	 ___become a member  	 ___renew my support for the work of the Medical Reform Group

Mailing Address:
Medical Reform Group
Box 40074
Toronto, ON   M6B 4K4

Supporting Member
Physician
Affiliate (out of province) physician
Intern / Resident / Retired / Part-time
Organization
Newsletter Subscriber
E-Newsletter Subscriber
Medical Student /
Medical Research Student

$245

$60

Free

Please specify membership category:

Please specify areas of interest and expertise:

Please charge my MasterCard/Visa in the
amount $ __________. My credit card account 
number is:
Name of Card holder:
Expiry Date:

Account holder’s name (Please Print) Account holder’s signature Date

NO JETS TORONTO
Members may have heard 

about the West Jet proposal 
to expand the Toronto Is-

land airport to accommodate jets and 
a significant increase in traffic at that 
loation. MRG Members Miriam Gar-
finkle and Susan Woolhouse wrote the 
Toronto Mayor, City Councillors, the 
City’s Water Secretariat and Medical 
Officer of  Health Dr. David McK-
eown on August 3rd to lobby against 

the expansion of  the Billy Bishop Air-
port on the grounds that the health 
effects of  exposure to jet fuel and 
byproducts and excessive noise pollu-
tion to well-established communities, 
including local schools and day care 
centres. 

The council has agreed to a 
short consultation and study period 
which will include a health impact as-
sessment from the Toronto Board of  

Health. The City has launched an on-
line survey to seek feedback with a very 
short deadline of  October 11th, 2013. 
An information booklet, background 
documents and other studies/reports 
are posted online at www.toronto.ca/
bbtca_review. Please be in touch with 
Janet Maher at medicalreform@sym-
patico.ca if  you would like further in-
formation as it becomes available.♦
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Please visit web-site at http://www.medicalreformgroup.ca
(416) 787-5246 [telephone]; (416) 352-1454 [fax]; medicalreform@sympatico.ca [e-mail]

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

INJURED WORKERS ISSUES
Ted Haines and Janet Maher

The MRG has worked for 
many years with Injured 
Workers’ Consultants (IWC), 

the Ontario Community Legal Aid 
Clinic which focuses on represent-
ing injured workers as they seek care 
and support on workers’ compensa-
tion issues and we recently attended 
one of  their periodic meetings (May 
16th, 2013) with physicians, including 
several psychiatrists, to review experi-
ence with the Workplace Safety and 
Insurance Board (WSIB). 

The clinic had been hearing in-
creasing complaints from physicians 
who do a lot of  WSIB-related work 
with clients of  

•	 Refusal to pay for some medical 
reports and treatments;

•	 Disregard for treating physicians’ 
medical opinions in favour of  
their own internal advisers; and

•	 Subjection of  some injured work-
ers to video surveillance and other 
practices which have a negative 
effect on their mental health, and 

•	 Increasing use of  ‘specialty’ clin-
ics whose diagnoses are preferred 
to those of  family/attending phy-
sicians.

It was noted that stress claims 
have always been difficult to deal with 

to the satisfaction of  the patient and 
her/his family doctor, as psychiatric 
diagnoses have always relied on less 
apparently ‘objective’ or ‘scientific’ 
criteria. A successful case, therefore, 
relies much more on the facts of  a 
case reported in medical reports than 
for those involving physical injuries.  
It was also noted that in some cases, 
treatments which had once been rou-
tine for WSIB clients are no longer 
covered and some clients have been 
forced to apply for welfare to get ac-
cess to a broader range of  therapies.

The consensus of  the meet-
ing was that a new case management 
model, where the WSIB case manag-
ers are not physicians but essentially 
clerical workers appears to be result-
ing in the initial denial of  claims which 
subsequently are awarded compensa-
tion. Those advocates at the meeting 
noted that they have been relatively 
successful in individual advocacy for 
clients referred to them, but they 
have concern that clients who do not 
have access to the legal clinic or ex-
pert medical advice by physicians fa-
miliar with WSIB processes abandon 
their claims prematurely. This would 
account for their perception of  in-
creasing numbers of  injured workers 

relegated to the Ontario Disability 
Support Program (ODSP) or munici-
pal welfare.

In discussion, it was agreed 
that there may be some merit to a 
dedicated campaign which would ex-
plore one or more of  the following in 
the next year:

•	 Raise awareness in the medical 
community and the public at large 
about the case management sys-
tem which may be infringing on 
the physician patient relationship 
by countermanding the advice of  
the family doctor/attending phy-
sician; and/or 

•	 Collaboration of  physician and 
legal advocates on an educational 
campaign which alerted family 
physicians to the need for care 
in the preparation of  medical re-
ports for WSIB-related cases.

MRG representatives spoke 
to the success of  Health Providers 
Against Poverty in raising the profile 
of  poverty issues for low income On-
tarians by designing and publishing 
clinical guides and checklists to assist 
their physician colleagues in prepar-
ing for successful claims.♦


