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The Vanishing
Election Issue
By Alan Freeman

When pollsters ask Canadians to
name their priorities for government
action, healthcare usually comes near
the top of the list of their most pressing
concerns, along with the economy. Yet
ironically, nobody expects healthcare
to figure high on the political agenda in
the coming federal election.
While defence of the Canada Health
Act, reducing wait times and securing
increased federal health funding were
top election issues not long ago, there are
few signs that healthcare will be a major
issue in the coming campaign. Why?
Because the Harper Conservatives
don’t want to talk about it and the two
main opposition parties are reluctant to
get dragged into a debate they likely feel
they can’t win.
“The federal government has been
successful in convincing the public
that it doesn’t have much to do with
healthcare,” said Greg Marchildon,
Canada Research Chair in Public Policy
and Economic History at the University
of Regina, who bemoans the Harper
government’s view that healthcare is
primarily a provincial responsibility
that Ottawa should help finance but
otherwise leave alone.
“There’s a leadership role that
the federal government can play and
should play and is not playing,” said
Marchildon, who was executive director
of the Romanow Commission on the

future of healthcare in the early 2000s.
Steven Lewis, a health policy
consultant based in Saskatoon, agrees
that the Harper government has no
interest in putting healthcare on the
political agenda, noting that as neoconservatives, “they’re instinctively
drawn to smaller government. They see
themselves as economic managers and
decentralizers.”
And while the public expresses
the vague notion that both levels of
government should be involved in
healthcare, Canadians have become
cynical about the ability of politicians to
make meaningful change. “The public
seems to accept this and they don’t
actually believe that one political party
can do better than the other,” Lewis
said, adding that “people aren’t looking
to the federal government to get these
programs done.”
“Healthcare is no longer a fulcrum
for political choice,” Lewis says. Adds
health economist Ake Blomqvist,
Health Policy Scholar at the C.D. Howe
Institute. “It’s not as big a political issue
as it used to be.”
It wasn’t always so. In the 1980s,
an activist federal government set
down conditions for provincial health
insurance plans under the Canada
Health Act to halt the spread of extra
billing and what some feared as erosion
of the Medicare system. In the 1990s,
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severe cuts to transfers for
health by a debt-burdened
federal government led
to unrelenting political
pushback
from
the
provinces. As recently
as the 2006 federal
election, the Harper
Conservatives
made
wait-time
reductions
one of their five top
priorities. Now, you’ll
find it hard to find any
mention of healthcare in
Conservative messaging.
It doesn’t mean that
the Harper government
has not been providing
financial support for
healthcare. When Harper
took power in 2006, the
federal government was
in the early years of the
2004 Health Accord
signed by Prime Minister
Paul Martin and the
provinces, a 10-year
deal that saw Ottawa’s
contribution through the
Canada Health Transfer
increase by a generous
6 per cent per annum. Harper abided
by the Accord but then in late 2011,
after his majority election win, Finance
Minister Jim Flaherty shocked the
provinces by imposing a new sharedcost deal.
Flaherty agreed to keep on doling
out six per cent increases for a few more
years but said that starting in 201718, increases would be scaled back to
a rolling three-year average of GDP
growth, with a guaranteed minimum
increase of 3 per cent per year. The
provinces were livid at the unilateral
decision but their anger was tempered
by the fact the new deal was delayed
for several years. As noted in the latest
federal budget, the cash health transfer is
still expected to grow from $32.1-billion
in 2014-15 to $40.9-billion in 2019-20.
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The NDP has promised to restore
the six per cent escalator but hasn’t
been pushing its promise as much as
it has its day-care policy. As for the
Liberals, they aren’t saying much about
healthcare at all. Both opposition
parties are reticent to suggest any
high-cost Ottawa-led initiatives, like a
national Pharmacare program, fearful
of being accused by the Tories of
reverting to old tax-and-spend policies.
“I don’t think the Liberals and the NDP
have worked out their positions,” said
Marchildon. “They’re not trying to
score a point because they don’t have
a fundamentally different view on the
federal role.”
Pollster Nik Nanos says the
public still sees a role for Ottawa on
healthcare, however unclear it may

be. In a Nanos survey
in March of this year, 54
per cent of respondents
said they would prefer the
government spent more
money on healthcare
versus 38 per cent on
infrastructure. Yet the
pollster sees no incentive
for the Conservatives
to put healthcare on the
election agenda.
“All of the federal parties
have strengths. If you
ask Canadians who they
would pick to cut the size
of government, they would
pick the Conservatives.
But few people will think
that the Conservatives are
strong on healthcare. It’s a
defensive issue for Harper.”
In a three-way race, for
healthcare to become an
election issue, it means
that both opposition
parties need to make it an
issue but Nanos senses that
the NDP and the Liberals
are reluctant to do so.
The Harper government has taken
small moves on healthcare but most
have been focussed on tax credits, like
the ones encouraging children’s fitness
or helping caregivers. But these moves
emphasize cutting taxes and assisting
individuals rather than expanding
universal access to healthcare. Steven
Lewis is dismissive of these policies,
particularly tax breaks for participation
in children’s hockey. “It’s cynical,” he
says. “It’s bribing people with their own
money.”
The Tories are also harshly criticized
for cutting off healthcare for asylum
seekers and for their poor performance
on dealing with mental health issues in
the military and the nation’s prisons.
And there are fears that if re-elected,
the Conservatives will continue their
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withdrawal from a stewardship role
over healthcare. “I’m worried what they
will do,” said Raisa Deber, a professor of
health policy at University of Toronto,
speculating that they could one day
propose simply dropping the federal
GST, getting out of the healthcare
business and handing over the tax room
and the responsibility to the provinces.
With federal health transfers now
calculated on a per-capita basis, this
puts poorer provinces with their
aging populations and weak tax base
at a distinct disadvantage compared
with younger, richer provinces. “In
Nova Scotia, things are so bad,”
said Katherine Fierlbeck a political
scientist at Dalhousie University.
“We have major out-migration, we
have an old population and an obese
population. And we don’t have the tax
base to pay for it.”

Yet health economist Blomqvist
isn’t convinced a reduced federal
role in healthcare is a bad thing. “I
have long been of the view that our
system of divided jurisdiction is
not particularly helpful as a way of
conducting health policy,” he said.
The problem with this traditional
approach is that it provides plenty
of opportunity for “buck-passing”
between the provinces and Ottawa
that doesn’t necessarily translate into
concrete improvements to programs.
In the early 2000s, there was lots
of talk about a federal leadership
role in Pharmacare, which didn’t
lead anywhere yet the provinces
have made progress on their own
in cooperative schemes on joint
pharmaceutical purchasing, for
example, leading to substantial
savings, said Blomqvist.

Together
we accelerate
change
to transform
Canada’s
mental health
system.

As for the Canada Health Act,
Blomquist says it may have once played
a useful role but those days are gone.
Patrick Fafard, an associate professor
at the University of Ottawa’s Graduate
School of Public and International
Affairs, agrees. Fafard says that what
stops provinces from undermining
universal healthcare and allowing
private payment options, for example,
is not the relatively toothless Canada
Health Act but the power of public
opinion.
“I don’t buy the argument that
without the federal government that
Medicare is doomed, Fafard says. And
he’s not convinced that constantly
higher transfers from Ottawa to the
provinces are a solution either. “If
you’re a province, the solution is not to
spend more but to spend smarter.”
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Competing Visions
for Canadian
Healthcare
By Wayne Kondro
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Rewriting
reality,
though, will
necessitate
rewriting
health policy

Wait Time Alliance chairman
and Canadian Medical Association
president Dr. Chris Simpson has
spent the better part of the past year
schlepping through Ottawa’s corridors
of power talking about what he calls the
health system’s “dirty little secret.”
Actually, the core of his message
– that the system is too hospital- and
doctor-centric and must be overhauled
to provide more community and
home-based care to deal with an aging
population suffering from chronic
conditions such as dementia – isn’t
exactly a secret.
It’s one that’s been reiterated by
dozens of experts in dozens of reports
over the past few decades. That it comes
from the president of the CMA, a body
representing a profession that has
historically featured a deeper schism
between idealism and self-interest than
even the Catholic church during the
medieval reformation, is somewhat
surprising.
It certainly left jaws dropping at
the Canadian Club of Ottawa when
he argued there was a desperate
need for systemic reform that would
“dehospitalize” the system and end the
distasteful practice of warehousing
elderly people with chronic conditions
in acute care hospitals, exposing them
to “toxic environments” where they “get
deconditioned, they fall, they suffer

from hospital-acquired infections,”
while creating “code gridlock” in which
patient flow grinds to a halt.
“That’s what we do in hospitals:
We put people to bed. Instead of
lifting them up, and restoring them
and helping them live a dignified life
that they deserve,” Simpson said in his
address. But “no longer should just 16%
of Canadians have access to palliative
care. No longer should seniors have to
choose between buying food and paying
for their prescription drugs. And no
longer should Canadians believe that
long wait times are the price that they
just must pay for a universal healthcare
system. Because it’s not true. Instead
of waiting to rewrite health policy, we
should look at how an aging population
is rewriting our reality.”
Rewriting reality, though, will
necessitate rewriting health policy.
That will take what people
euphemistically call a “vision for
healthcare,” and perhaps more
importantly, an iron-clad will to
negotiate the myriad shoals and political
landmines laid by the vested interests –
doctors, hospitals, big pharma – whose
pockets are deeply-lined by the existing
system.
Or as the now-defunct Health
Council of Canada diplomatically
noted in its parting shot at Prime
Minister Stephen Harper’s government,
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after being scuttled as the nation’s
health accountability agency: reform
and optimal performance of the overlyexpensive
and
underperforming
health system cannot be achieved
“without strong federal leadership; and
without it there is the real possibility
of increasing inequality of health
outcomes and health status across the
country.” The failures of the system, it
added, were primarily a function of
inaction on five fronts: “leadership,
policies and governance, capacity
building, innovation and spread, and
measurement and reporting.”
That’s magnified by such factors as
the fragmented nature of the Canadian
health system, as well as complacency
with the population-at-large, which
doesn’t like waiting for care and may
be distressed about the incidence of

medical errors but doesn’t “have high
expectations in terms of value for
money”. Therefore, this hasn’t generated
any political pressure on parties to
actually differentiate themselves on
healthcare issues and drive major
reform, argues Steven Lewis, president
of Saskatoon-based Access Consulting
Ltd. and adjunct professor of health
policy at Simon Fraser University and
former CEO of the Health Services
Utilization and Research Commission
in Saskatchewan.
There’s also the obstacle of “a strong
tradition of clinical autonomy,” Lewis
adds. “So it’s very hard to have a unified
view of what needs to be done. And
the people who drive the expenditures
aren’t the people who feel terribly
accountable for efficiency and at the
end of day, things like co-ordination of

care and integration of services.”
Yet the irony is that much of the
debate surrounding healthcare reform
is cast within the context of efficiencies,
particularly those that might be
achieved by allowing more marketdriven delivery of healthcare, and
particularly if accompanied by financial
measures that would pump more
billions into the system. Advocates of
such an approach typically contend that
the system’s woes can be easily resolved
through such mechanisms as significant
expansion of private health insurance;
medical RRSPs; user fees such as a flat,
minimum co-payment per service; an
income tax for healthcare (in which the
cost of healthcare received during the
year is added to an individual’s taxable
income); some manner of national
healthcare premium, similar to those

“Electronic Health Records are one of the most
transformational innovations in health care in a generation.”
Statement by Provincial/Territorial Health Ministers September 30th 2014

Canada Health Infoway, together with the provinces and territories,
have invested in digital health solutions that are generating
more than $2 billion in eﬃciencies every year.
For more information, visit www.infoway-inforoute.ca
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now charged in Ontario, Alberta and
British Columbia; or even targeted
initiatives, such as insurance plans or
tax shelters focused strictly on longterm or home care.
But Dr. Greg Marchildon, Canada
Research Chair in Public Policy and
Economic History at the University
of Regina and incoming professor at
the University of Toronto Institute
for Health Policy Management and
Evaluation, argues that most financialbased reform proposals, particularly
those advocating for private health
insurance, constitute little more than
code for the notion that Canadians
should pay more for more of the same,
only using delivery models that pad
profit margins. “There’s a powerful
vocal minority that never wanted
medicare, never believed in it and
stands to gain very much by it being

loosened or destroyed.”
Such approaches have prompted
concerned groups such as the Health
Action Lobby (HEAL), a coalition
of 39 of the nation’s largest national
health organizations, think tanks such
as Macdonald-Laurier Institute for
Public Policy, as well as a component of
the medical profession, as represented
by Simpson, to begin advocating for
a notion of reform premised on the
proposition that the system should
become less focused on acute care
provided by doctors in hospitals and
more focused on a providing a broader
spectrum of health services, particularly
long-term, community and home care,
and including pharmaceutical drugs,
dental, physiotherapy and mental
health services.
They’ve sketched or proposed an
array of mechanisms by which some of

that might be achieved: some manner
of multi-billion dollar communitybased health infrastructure fund to help
build more long-term care facilities,
hospices, etc.; a similar National
Health Innovation Fund aimed at
improvements in primary care and
mental health services, as well as better
prevention and management of chronic
diseases; revisions in the formula for
federal health transfers to the provinces
to account for demographic variations
such as the percentage of the population
over age 65; as well as the creation
of national standards, performance
indicators and accountability measures
in such areas as patient safety and
preventive medicine.
HEAL co-chair and Canadian
Physiotherapy
Association
chief
executive officer Michael Brennan
says an essential condition of such

TVN Annual Conference 2015
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an approach is that the federal
government, or one or all of the
political parties, become “re-engaged”
on the health file. It’s the only way that
health inequities across the nation are
ever to be mitigated, or much-needed
national standards in many areas of
health will ever materialize, he argues.
The biggest obstacle, though, as one
federal bureaucrat says, is a Prime
Minister who wants only to “get the
medicare gum off his shoe.”
Simpson argues there’s now an
appetite within the medical community
for more integration of services and
a more integrated approach toward
reform but there’s a “political logjam”
created by jurisdictional wrangling
that can only be overcome through
national leadership. “My belief is that
we need national common approaches
at the principles level and at the goal
setting level. It’ll never achieve its true
potential without that over-arching
national strategy, or targeted funds,
however you want to look at it. I think
that if we continue to re-invent the
wheel thousands of times, we’ll never
be able to attach ourselves to a goal that
we all agree we need to get to together.
We will continue to be a patchwork
quilt of solutions ... unless we get the
political leadership that’s brave enough
to tackle it.”
Is it a zero-sum game?
“Probably yes, in the macro sense,
if you’re looking at the amount we
spend on healthcare, both privately and
publicly, as a percentage of GDP (gross
domestic product), because other
countries are delivering better outcomes
for less money,” says Simpson, who
has argued before Parliament that the
health system could save an estimated
$2.3 billion annually by shifting
alternative-level-of-care patients from
acute care hospitals ($1,000 per day) to
long-term care facilities ($130 per day)
or home care ($55 per day).
“But it’s probably also true, and this
probably is what is feeding a lot of the

political barriers, that we will need
some up-front investments, in very
targeted ways, to sort of start shifting
that balance between the hospital sector
and others,” he notes.
As for resistance to change within
the medical community, Simpson
argues that when doctors are shown
stats on their performance data, such
as surgical complication rates, they’re
far more willing to “buy into an
improvement paradigm.”
As important are the potential
savings that would accrue from such
reforms as a national pharmacare
program, argues Canadian Doctors for
Medicare President Dr. Monika Dutt.
“It would cost the federal government
some money to start, probably about
$1 billion. But it will save the rest of
the economy about $7 billion. It’s
been clearly shown from an economic
perspective that it will save money.”
Lewis, though, says that any model
of reform that will require additional
billions in outlays will be an extremely
hard sell given the billions upon billions
that were re-invested into the system
as a consequence of now-expired
intergovernmental health accords, as
well as the realities that those previous
investments achieved little reform and
there’s a whole generation of doctors
still practicing who believe the only
problem with the system is that they
aren’t paid enough. “The argument is
that we blew our chance forever and
we just re-trenched the status quo and
there’s only going to be more of it.”
“Right now, the public is almost
entirely pre-occupied with access
and that takes its eye off the ball of
quality. And it doesn’t even think
about appropriateness,” Lewis adds.
The only thing that might change that,
and stiffen political backbones enough
to result in more financial outlays
would be public pressure to redress
the enormous variations in quality
and safety. “That will take a concrete

strategy to communicate the realities
of our healthcare system and to be
unflinchingly honest in portraying
both its strengths and its liabilities,
and in pointing some fingers when
you need to point fingers, about where
the obstacles to change are.”
Marchildon says such wideranging, comprehensive reform will
also require a grander vision than just
a modest re-allocation of resources
from one part of the system to
another. It’ll probably depend upon
one of the political parties making
a commitment to a program like
pharmacare, or a vow to rewrite the
Canada Health Act to include things
mental health, long-term and home
care, he argues. Only such a broad
approach will provide the impetus for
actual structural and organizational
reform of the system; “the small
incremental stuff that people are
doing are not improving outcomes
and there’s going to be growing
dissatisfaction and then, those
who support the dismantlement
of medicare as the solution to all
problems are going to win this one.”
HealthCareCAN President and
CEO Bill Tholl says it will also require
a dollop of leadership, and consensus,
“from the healthcare community
itself,” about the direction in which
reform should be pursued.
That might, indeed, necessitate a
consensus around the need to revise
the Canada Health Act to expand
its ambit, Tholl adds. “Those of us
involved with writing it never thought
it would last 31 years with only one
amendment,” i.e., a 2012 move to
allow members of the RCMP to be
eligible for coverage under provincial
territorial health plans. “Maybe we
need to look at it, at least for the
purpose of clarifying the intentions
of the act in the context of 2016.”

7

Whither Goes
the World on
Health Reform?

By Wayne Kondro
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It is safe
to say that
healthcare
reform is
all the rage
around the
world

It is safe to say that healthcare
reform is all the rage around the world.
Of late, country after country,
has unveiled some manner of change
within its healthcare system, unveiling
plans to re-organize the structure of
their systems, to transform the way
family doctors go about the business
of providing care, or introducing new
initiatives aimed at redressing existing
deficiencies, whether that be in the
treatment of the elderly or the provision
of palliative care.
The impetus for such change, to be
sure, is often self-evident. It’s inevitable
that nations will invariably find it more
difficult to cope with the rising costs
of healthcare systems given that the
growth of health outlays has typically
outstripped inflation for decades. Aging
populations drive demand for services,
particularly long-term, home, palliative
and end-of-life care. New treatments,
diagnostics, medical technologies and
other innovations keep driving up
costs and forcing systems to introduce
measures that essentially ration access.
Bad report cards, in an era in which
accountability measures are a growth
industry, are another driver for change.
For example, a recent Commonwealth
Fund report that placed Canada
near the bottom of the pack among
11 Organization for Economic Cooperation and Development nations

on various aspects of health system
performance, including patient safety
and co-ordination of care, has many
Canadians grumbling about the need
for reform.
The healthcare industry itself is ofttimes the biggest proponent of reform,
says Dr. David Himmelstein, an expert
on the organization of national health
systems, a professor at the CUNY
School of Public Health in New York
and a lecturer at Harvard.
Doctors, nurses and other healthcare
professionals involved in the delivery of
care, an exceptionally labour-intensive
industry, are disinclined to take pay
cuts, and they, along with health
companies, “are the real driving force in
most countries,” Himmelstein argues.
“Private companies see opportunities
for profit that they weren’t taking
advantage of and they take advantage of
constant pressures on cost and quality
to pretend that reforms that will enrich
them will somehow address those
things.”
Faced with those realities -- the
simultaneous demands to improve the
quality and safety of care, and to expand
the services available to their citizens,
particularly access to specialists -governments around the world have
explored the depths and dimensions
of such alternatives as introducing
measures which require citizens to
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dig deeper into their own pockets or
fiddling with the mix of public-private
healthcare providers that deliver care,
ostensibly to promote competition or
achieve efficiencies.

healthcare and “moving back toward a
directly public service model, akin to a
fire department or a police department,
where we organize it for the community
as a public service.”

The United Kingdom has historically
had the most comprehensive system in
the world
Lacking a constitution like Canada’s,
which affords Prime Minister Stephen
Harper the luxury of essentially
vacating the health field and offloading
the challenges by simply asserting
that it is provincial jurisdiction, other
national governments have had no
option but to wade into what has
become the business of reform.
It’s led to major overhauls in nations
like England and the United States and
more modest reforms in several other
industrialized nations; sometimes
structural, sometimes piecemeal,
sometimes profound and oft-times
confusing and controversial.
Unfortunately, it’s also oft-times
been self-defeating or little more
than “narrow self-interest cloaked
as public good,” Himmelstein says.
“Any reasonable objective look at
the evidence says that while they say
they’re worried about cost and quality,
the reforms that they then turn to, are
virtually certain to drive up costs and
worsen quality.”
In general, the reform efforts
have adopted one of two approaches,
Himmelstein says. They’ve either, like
England or the Netherlands, moved
toward “making healthcare more of
a market commodity,” in which it is
organized and delivered using the
principles of market forces, while
opening up their systems to more
delivery of healthcare by private
industry, or like Scotland and Wales,
they’ve moved in the exact opposite
direction, by “de-commodifying”

Efforts to achieve systemic reform
through such measures as shifting
outlays toward community-based care,
revising models of healthcare delivery
so that primary care is more teambased and integrated, with a greater
focus on appropriateness of care or
patient safety, have been modest, while
the efficacy of such approaches has been
inconclusive, Himmelstein adds. “The
best evidence so far is that they have
little or no impact on actual outcomes
of patients.”
In England, the reforms can only
be characterized as market-oriented.
The United Kingdom has historically
had the most comprehensive system
in the world, providing coverage
through its National Health Service
(NHS) for the widest range of services,
including inpatient and outpatient
hospital care, drugs, preventive
health, and a measure of dental, eye,
palliative, rehabilitative, long-term
and home care. If a therapy was
approved by the National Institute of
Health and Clinical Excellence, it had
to be provided by the NHS, subject to
modest copayments, for example, £8.05
per outpatient prescription. Children
under age 16, adults older than 60, fulltime students aged 16-18, pregnant
women, women who gave birth
within the past 12 months, and others
with certain long-term conditions
such as cancer are exempt from drug
copayments, while those shelling
out vast amounts can buy a one-year
prepayment certificate for £104.

Prime Minister David Cameron
has essentially re-organized the entire
system, shifting it toward so-called
market-based competition by opening
up some types of care to private
deliverers, not just the NHS, and giving
general practitioners more influence in
determining who provides that care to
patients.
The latter was achieved primarily
by dismantling primary care trusts
and strategic health authorities, which
had been responsible for buying
services, and replacing them with 211
physician-led Clinical Commission
Groups (CCGs) with the authority
to fiddle with delivery and payment
models, as well as to purchase nonprimary care services (an estimated
65% of all British health outlays)
like X-rays and diagnostic tests from
private companies, rather than just
NHS hospitals and clinics.
Oversight of the CCGs was
vested with a newly-created national
commissioning body, NHS England,
which was given purchasing power over
primary care (so as to prevent general
practitioners from commissioning
their own services), as well as certain
forms of specialized treatment such
as transplant and cancer services.
The changes were essentially aimed at
opening the doors for any so-called
“qualified provider,” whether private or
non-for-profit facility, to provide care
in areas other than elective surgery. The
NHS, in turn, would be compelled to
act in a more “business-like” manner.
In combination with that, a Care
Quality Commission was established
to monitor performance using national
standards, while NHS England unveiled
plans to offer its entire range of services,
including all accident and emergency
care, urgent surgery, diagnostics and
elective operations, on a 24/7 basis, so
as to improve weekend care, reduce
weekend death rates and give patients
more options to obtain care without
disrupting their work lives.
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Critics have charged that the
reforms are resulting in a more
fragmented, decentralized system,
with increasing layers of bureaucracy,
and ultimately only serving to drive
up costs. Proponents contend that it
has had the benefit of slowly moving
health delivery toward care that is
provided by groups or integrated,
multidisciplinary health teams, often
including specialists, pharmacists and
social workers, often paid by salary
rather than fee-for-practice.
In the US, the nature of the reform is
best characterized as an overhaul of the
health insurance system. For decades,
the US has been the ultimate “out-ofpocket” healthcare system. Except for
seniors and the poor, it has been and is
almost primarily reliant on insurance
premiums for funding, complete with
an often baffling array of deductibles
and limitations on coverage, as well
as mountains of paperwork. It left
millions of Americans uninsured or
underinsured.
At their core, US President Barack
Obama’s reforms were a bid to improve
the quality and affordability of health
insurance plans. He essentially
expanded both public and private
insurance
(ostensibly
generating
more competition and thus reducing
premiums), introduced ceilings on
out-of-pocket premiums depending
upon income, while creating a new
insurance pool for people with preexisting conditions and introducing
regulations that prohibited insurers
from denying coverage to children
with such conditions or axing coverage
through such means as “lifetime” caps
on outlays to an arbitrarily-defined
age, annual limitations on benefits, or
shifting responsibility for the ill outside
the insurance system.
Theoretically, that forces the
health insurance industry to actually
provide coverage for the sick and
provide treatments that actually treat
conditions, rather than just ameliorate
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symptoms, while also introducing
incentives to provide preventive care
and immunization programs.
Coupled with the insurance reforms
were an array of measures aimed at
reducing overall medical costs, such
as US$10 billion innovation fund that
was created to explore novel health
delivery mechanisms like accountable
care organizations, as well as
alternative means of payment for health
professionals. Those mechanisms and
payment methodologies have largely
been aimed at crafting lower-cost
models of care, primarily by funneling
physicians toward hospital-employee
models of practice or some other form
of team, large group, networked or
integrated practices, such as patientcentred medical homes.
Critics have contended that
the changes are resulting in such
unwanted consequences as hospitals
and insurance companies buying out
private practices, or that the diversion
of care for the elderly toward end-oflife and palliative measures, as well as
the funneling of patients to physicians
who provide the lowest cost, but not
necessarily the best care.
Virtually all Western nations have
at one point or another moved with
incentives or programs to promote
more integrated and coordinated care
delivered by teams. Even Canada fell
into that category with the $800-million
Primary Care Transition Fund that
was introduced by the predecessor
Liberal government to promote
provincial measures that were aimed at
alternative physician payment models,
multidisciplinary team-based delivery
of care, and improved systemic and
chronic disease management.
But the pace of Canadian reform
appears to have since stalled, and
certainly has paled in comparison to
changes being introduced in other
nations. Japan, for example, last year
introduced legislation aimed at shifting
resources from the hospital to an
“integrated community care system,”

or home-care based, system in which
“various life support services, including
medical care, long-term care, preventive
care, and welfare service, are provided
within the elderly’s living areas, for the
purpose of ensuring safety/sense of
security/health in their lives, with the
provision of housing in accordance with
their needs as a precondition.”
Similar developments have occurred
in Norway, which is establishing joint
hospital-and-municipality wards for
palliative end-of-life and hospice care,
and in Germany, which recently passed
legislation designed to bolster longterm care by training more caregivers
and providing more spaces for day and
respite care for the elderly and infirm.
Denmark has established “temporary
care units” in hopes of reducing readmissions to expensive acute care
hospitals. New Zealand, meanwhile,
is said to have made major strides
through the introduction of “evidencebased health pathways,” in which
hospital-based doctors and family
practitioners
essentially
negotiate
the course of treatments for specific
conditions (whether in hospital or
in the community), as well as the
diagnostic tests that the family doctor
must undertake before a patient can be
referred to a specialist or hospital.
Others, like Italy, have introduced
assessment tools to identify the efficacy
of drugs and treatments, and significantly
bolstered community mental health
initiatives, while still others, such as
France, have introduced reforms such
as generic drug substitution, exempting
patients who agree to forego brandname drugs from having to dig into
their pockets for co-payments. Ireland,
meanwhile, will fund hospital and
primary care through mandatory health
insurance, rather than its tax base, with
“health and well-being services, longterm mental healthcare and social and
continuing care services” remaining
under the financial umbrella of the state.

Fiddling for Fixes:
Incremental Health
Reform
By Wayne Kondro

The federal Advisory Panel on
Healthcare Innovation. The Council of
the Federation’s Health Care Innovation
Working Group (HCIWG). The
Canadian Foundation for Healthcare
Improvement. The Centre for the
Advancement of Health Innovations.
The Leading Practices Database, a
Health Council of Canada-developed
repository now kept by Accreditation
Canada. Provincial innovation councils
such as the Quebec Consortium for
Industrial Research and Innovation in
Medical Technology and the Ontario
Health Innovation Council, national
symposiums and conferences, health
entrepreneur toolkits, information
exchanges, targeted research programs
such as the Canadian Institutes of
Health Research eHealth Innovations
Partnership
Program,
academic
institutes
to
evaluate
medical
technologies and therapies such as
the Canadian Agency for Drugs and
Technologies in Health.
For most Canadians, they represent
a bewildering array of mechanisms and
initiatives, all premised on the notion that
the health system’s woes can be resolved
through
incremental
innovation;
that bankruptcy can be staved-off
by performance improvements, new
compensation models for health
workers, new models of health delivery
and practice, data analytics, business-

based management models, negotiated
drug-purchasing, improved clinical
practice guidelines, etc., etc..
Proponents also cast it as the only
way to actually achieve change within
Canada’s fractured healthcare system,
in which there are a plethora of vested
interests bent on maintaining the status
quo. They describe it as a variant of
trickle-down economics, a methodology
in which beneficial innovations
trickle sideways from jurisdiction to
jurisdiction, from health authority to
health authority, hospital to hospital,
doctor to doctor, ultimately benefitting
one and all.
Skeptics suggest it’s an approach
that’s doomed to failure because of the
system’s endemic inertia. The health
industry, they say, is the only one in the
world in which things don’t get cheaper
as they get better. It’s a self-perpetuating
machine, they argue, designed to roll
anyone who walks through the door
through a battery of tests, therapies,
facilities and anything else that might reaffirm the faith in its omniscience, and
keep the dollars flooding into coffers.
But with an array of national and
international bodies casting Canada’s
system as an underperformer, even
the most vested interests concede that
quality of care can be improved and
it’s certainly a valid proposition that
costs can be contained by leveraging

even the
most vested
interests
concede that
quality of
care can be
improved
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innovations and technologies to
generate efficiencies or productivity.
After all, that very notion has been the
foundation of other industrial sectors
for generations.
Change through micro-innovation is
also a notion that many doctors can buy
into because if there’s one thing that will
move physicians to alter their practices,
it is evidence that the nature and level
of care they now provide is deficient,
argues Canadian Medical Association
President Dr. Chris Simpson. “Doctors
are very competitive people and they
hate being below average.”
Yet, achieving systemic reform
through incremental innovation based
on appropriateness or quality of care is a
long and arduous task, particularly when
there is nothing that actually compels
anyone to adopt beneficial changes,
and particularly within an industry for
which governments have historically
simply written blank cheques for work
that is only rarely assessed on the basis
of such measures as health outcomes.
Small wonder that skeptics argue that, at
best, the movement has thus far spawned
only what appears to be a whole new
industry, to wit, health innovation.
Next in line to provide grist for
the micro-mill of health innovation
will be the federal Advisory Panel on
Health Care Innovation, chaired by past
president of the University of Toronto
Dr. David Naylor, which will report
later in June or July on its roughly
10-month mission to “identify the five
most promising areas of innovation in
Canada and internationally that have
the potential to sustainably reduce
growth in health spending while leading
to improvements in the quality and
accessibility of care” and “recommend
the five ways the federal government
could support innovation in the areas
identified above.”
The general public were asked for
their opinions, to a maximum 150 words
on each of five generally-prescribed
topics (new processes and practices,
new policy approaches, new ways of
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organizing care, new technologies/
tools, new ways of using information,
new ways of working collaboratively),
while healthcare stakeholders or experts
could be more verbose, to the tune of a
maximum five-page written submission.
The Panel reported that it received
upward of 400 submissions from
stakeholders and individual Canadians,
while meeting with more than 500
bodies, as well as the provinces and
territories. Given the wide range of
opinions
expressed,
ascertaining
where it might be going with its five
recommendations, though, would be
like reading tea leaves in a sandstorm,
although among the more interesting
comments Naylor has made about the
exercise are that “for taxpayers, the
issue is value of money. For decisionmakers and administrators, it’s how to
modernize the system,” and that the
“scaling and spread” of innovations has
been “somewhat inconsistent.”
Therein lies one of the real
conundrums of the move toward
micro-innovation, to wit, actual
adoption of the innovations. It’s an
entire industry premised on the
supposition that evidence should be
used to generate change. Yet, it’s often
the case an innovation is recommended
but not diffused to the community or
implemented, so there’s no evidence
generated to support its projected value.
Coupled with the systemic obstacles of
inertia and self-interest, it often leaves
observers wondering exactly what has
been achieved.
As a consequence, the notion that
innovation can leverage change in the
Canadian healthcare system “has been
largely discredited,” argues Dr. Greg
Marchildon, Canada Research Chair in
Public Policy and Economic History at
the University of Regina and incoming
professor at the Institute for Health
Policy Management and Evaluation at
the University of Toronto.
“We need a much more effective
pan-Canadian strategy that will actually
change some of the fundamentals.
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We’re not going to get the efficiency
gains and output gains just through
these innovations that operate within
the status quo,” he adds. “The real issue
is that the governance and the funding
structure are such that while you can get
exceptions to how people behave, you
can’t get major scale changes without
changing those structures. There’s a
reason why we have not very good
primary care in this country, maybe
terrible primary care, and it has as much
to do with the governance and funding
structures as anything else. We can talk
about team-based primary care. But we
can’t encourage it a major way because
all of our institutional structures and
incentives are going the opposite way.”
Equally problematic is that it’s often
difficult, if not impossible, to quantify
the effects of medical innovation in
Canada, largely because most efforts at
achieving micro-improvement through
innovation are largely embryonic, and
oft-times, proponents haven’t even
thought of mechanisms to evaluate the
impact of their recommendations.
Typical is Canada’s “Choosing
Wisely” campaign, a knock-off of an
American exercise that asked medical
societies to identify interventions
that are of marginal value. When the
first wave was announced, chair and
University of Toronto Department of
Medicine chair Dr. Wendy Levinson
told reporters that neither the American
or Canadian initiatives have made
an attempt to quantify the impact on
medical practice, either in terms of cost
to the system or harm reduction for the
patient. The goal, Levinson asserted, was
“culture change” in which both doctors
and patients shed themselves of the
belief “that more is better. We buy big
cars, big TV sets. We live in a culture of
more is better and in medicine it’s just
not the best.” Metrics for the initiative
are only now being developed.
Perhaps the most concrete of
Canadian innovation initiatives has been
the HCIWG, which was created in 2012
by the nation’s premiers and then-led

by former Saskatchewan Premier Brad
Wall and former Prince Edward Island
Premier Robert Ghiz. It was initially
asked to focus its efforts in three areas:
clinical practice guidelines, team-based
healthcare delivery models and health
human resource management initiative.
Months later, it produced a sterling
report identifying a few practice
guidelines (for cardiovascular disease
and foot ulcers) that should be adopted
and 10 team-based models from across
the country that provinces should
“consider adapting the elements and key
success factors of.” It also urged more
interprovincial sharing of health human
resource information.
Although a subsequent communique
urged provincial adoption of a medical
imaging guideline for minor head
injuries, lower back pain and headache
that was projected to yield savings of
$220 million annually, for the most part,
the attention of the group has shifted
primarily to pharmaceuticals. Ensuing

communiques have been largely devoted
to announcements about the PanCanadian Pricing Alliance’s successful
negotiation of price reductions on
drugs. The most recent asserted that
such negotiations have resulted in price
reductions for 10 generic drugs and 43
brand-name drugs, yielding “over $260
million in combined savings annually.”
Admirable, to be sure, but notable is
that other issues have slipped largely into
the domain of background discussion.
For example, the latest communique
says the HCIWG “explored options to
prioritize home care over long-term
care and institutionalization and shared
innovative policies and programs that
support ‘aging in place’ and the early
diagnosis and treatment of dementia. In
light of the emphasis on aging through
the Chair’s Initiative announced today,
the HCIWG was directed to continue
their work on seniors care and the
changing and growing needs of a rapidly
aging population.”
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It underscores the fact that microinnovation is a grind in a health sector
notoriously resistant to change and
replete with a generation of professionals
notoriously prone to omniscience, argues
Steven Lewis, president of the Saskatoonbased Access Consulting Ltd. and adjunct
professor of health policy at Simon
Fraser University and former CEO of the
Health Services Utilization and Research
Commission in Saskatchewan.
Actual adoption of innovation is often
“the million dollar question,” Lewis adds.
“Right now, I think the general answer is
lots of innovations get started and rolled
out in some places but scale and spread
have proven impossible. None of these
things, once proven, ever seems to scale
up to province-wide standard practice.
So there are lots of barriers along the
way.”
HealthCareCAN President and CEO
Bill Tholl says the HCWIG initiative
and similar efforts have suffered from
the absence of some manner of “panCanadian clearinghouse” to disseminate
and promote adoption of innovations.
Such a body would need to be
independent and armed with a budget,
such as a national innovation fund, to
“incent change” in needed areas, such
as primary care reform, he says. “The
alternative is to become even more of
patchwork quilt, that we wake up one
morning and find ourselves with nothing
that resembles the integrated healthcare
program that we once called Medicare.”
Canadian Doctors for Medicare
President Dr. Monika Dutt adds that the
adoption of innovations has often been
driven in Canada by targeted federal
measures and monies. “It really does help
when it’s prioritized at a national level
and there’s funding attached to it,” as was
the case with the national Wait Times
Initiative (which provided $612 million
in per capita allocations to provinces
that agreed to develop wait guarantees
in five priority areas: cancer treatment,
heart procedures, diagnostic imaging,
joint replacement and cataract surgery),
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and immunization programs across the
country, she argues.
Lewis, though, says it’s arguable
whether Canada’s fractured jurisdiction
over healthcare actually prevents it from
being a vehicle for innovation. On the one
hand, it may be exactly the right scale to
introduce and test change in “digestible
chunks,” but on the other hand, it may
pose a barrier to anything more than
token reform. “We talk about innovation.
And everyone is very happy to have it as
long as it doesn’t cost you any political
capital or other forms of grief. Everybody
is unanimously devoted to peace. And
what you can get without disturbing the
peace is what we get. And there is a huge
reluctance to disturb the peace. And
that’s why we have this consensus model
and almost, in some areas, a veto over
change, if anybody is hugely upset by it.
So unless we’re prepared to deal with that,
and people will argue in favour of this
in principle, and say, well incremental
change is the way to go anyway, you’re
never going to get anywhere with some
big bang approach to things.”
“I guess it all depends on where you are
starting from. If you think the Canadian
system is a huge underperformer that
is both costly and not particularly high
quality, and in some ways, unsafe, then
you’re willing to take that deal and
say, well, it’s worth it to try something
radically different. We also know that
there are some fixes that are so obvious
that they could be done quickly, if you
fight a battle. One is pooled waiting lists.
If you want to solve the access to surgery
problem and if you want to make sure
that wait times don’t have huge variations,
you don’t let individual physicians own
their wait lists. They should be pooled
and rank-ordered properly.”
Lewis surmises such systemic reform
achieved through innovation will require
a next-generation of physicians, who are
more willing to set up a shingle in family,
team-based practice and cognitive
specialties and who are trained differently
and more inclined to utilize performance

indicators and outcome measures as the
basis for their practice.
From that perspective, some
improvements might accrue simply
from having a massive flood of new
medical graduates emerge from Canada’s
medical schools, he adds. That current
“explosion in the physician population”
will necessitate some revision in
funding and payment mechanisms, and
doubtless prompt some governments
and healthcare administrators to “come
to a new understanding with physicians
about what does it mean to practice
within the system.”
“Are we going to continue to allow
all of these new physicians to pour into
the cities, while leaving rural and remote
Canada underserved,” and allow that
increased volume to simply escalate
cost pressures, i.e., “a lot more doctors
to do a lot more and create more cost to
the system?” he asks. “And how are you
going to avoid turf battles? That’s when
the interests come out of the woodwork.
Everyone will talk a good game but when
you want to play the game that you talk,
it does mean, at least over time, there is
going to be a re-arrangement of power
and a redistribution of money.”
Good questions.
Could change based on such notions
as appropriateness of care and enhanced
patient safety, through such means as
programs to dissuade overprescription,
or a reduction or elimination in the
use of certain procedures because of
diminishing returns, be the basis for
reform?
“I think they can generate over time,
systemic improvements,” Lewis says. “But
whether they can generate fundamental
reform such as re-organizing primary
healthcare reform or achieving true
integration of services, I don’t know.
... There are many forces that limit
the likelihood of making any kind of
dramatic breakthrough,” not the least of
which is a culture that is “enthralled by
technological innovations and believes ...
it is better to have more access, than less.”

Prescriptions for
the Nation
By Wayne Kondro

If health issues lie at the core of
any political party platforms for the
forthcoming federal election, and the
polls say they should, the campaigners
are keeping the cards close to their
chest, probably for good reason, the fear
that their foes will pounce on them with
accusations of profligacy.
But other than New Democrat leader
Thomas Mulcair’s vow to restore the $36
billion that the provinces say they’ll lose
as a consequence of Prime Minister
Stephen Harper’s revisions in the
formula for health transfer payments to
the provinces, the promises have been
altogether sparse as the parties gear up
for the 2015 general election.
Still, many would call Mulcair’s
commitment the health ticket of
their dreams, given the projected
detrimental impact of Harper’s promise
to discontinue 6% increases in health
transfers after fiscal 2016-17 and
thereafter peg subsequent increases
to a three-year rolling average in the
nominal gross domestic product growth
rate, with a guaranteed minimum
increase of 3% per year.
It’s almost the equivalent of a new 10year health accord, though many would
say it’s little more than a pre-condition
to resolving the challenges the health
system faces or achieving the changes
that Canadians have indicated they
desire, such as a national pharmacare

program, a significant expansion of
home and palliative care, or substantive
and actual reform of primary care.
Still, if political parties are shopping
around for last-minute planks on their
platforms, they need look no further
for prescriptions that the nation’s health
community for ideas.
The list of needs, and proposals,
isn’t short, and is nothing short of
breathtaking. Yet it is by no means
comprehensive, as it doesn’t even begin
to address the challenges associated
with specific populations, such as
Aboriginals, prisoners or veterans.
The prescriptions include:

A national senior’s
strategy
According to the nation’s doctors,
the system’s most pressing need is the
development of a national senior’s
strategy in response to the forthcoming
so-called grey tsunami which is
projected to gobble up 59% of health
resources within decades.
Contending that such a strategy
involves far more than pensionincome splitting, the Canadian Medical
Association says it must be developed
and introduced in conjunction with
a plan to stop warehousing seniors
and patients suffering from chronic
conditions or dementia in acute-care

the system’s
most pressing
need is the
development
of national
senior’s
strategy

15

Prescriptions for the Nation

ottawa
june
6-7

NHLC
2016
national
healthcare
leadership
conference

Title Sponsor
2014 - 2018

Commanditaire principal
2014 - 2018

Title Sponsor | Commanditaire principal
2014 - 2018

16

Commanditaire principal
2014 - 2018

Title Sponsor
2014 - 2018

hospital beds, by significantly expanding
outlays,
including
infrastructure
monies, for long-term and community
care facilities, as well as home care.
At the core of such a strategy, the
CMA argues, should lie such measures
as national standards, benchmarks and
funding for access to care; equitable,
timely access to therapies “regardless
of residence, income, age or medical
condition;” improvements in practice
protocols and training for deliverers
of care, particularly family doctors;
transparency and public accountability
measures; and “healthy aging” and
illness prevention education programs
implemented at the municipal and
provincial levels.

A national home care
strategy
A commitment to revise the Canada
Health Act to include home care as
a “medically necessary” service that
must be provided by provincial health
systems may be too large a pill for all the
parties to swallow.
But groups ranging from the College
of Family Physicians of Canada, the
Canadian Home Care Association
and the now-defunct Health Council
of Canada have urged the creation of
a national strategy that would begin
to nudge the provinces toward more
integration of home care into their
healthcare systems.
The college has contended the
strategy should “include a set of
standards to provide provinces and
territories with benchmarks they can use
to implement and improve home care
services” as well as “develop meaningful
indicators and effective measurement
systems to verify the performance,
quality, and accountability of home care
programs.”
Proponents have also urged more
financial and educational support, as
well as training, for family caregivers,
along with standardization of processes,
equipment and packaging of medication

so as to prevent errors during the
delivery of home care.

A national dementia
strategy
Although Canada signed on to a G-8
declaration that committed it to “identify
a cure or a disease-modifying therapy
for dementia by 2025 and to increase
collectively and significantly the amount
of funding for dementia research to reach
that goal,” the fact remains that it is one of
few developed nations that lacks a national
dementia strategy, though groups ranging
from the Alzheimer Society of Canada
to the Canadian Association of Retired
Persons have urged its development.
Alzheimer’s Disease International has
argued such strategies should focus on
“the balance of roles and responsibilities
of the state, private companies, the third
sector, and the families in providing
care; The structure of the long-term
care system, the services that should be
prioritized, and who should be eligible to
receive them; (and) the financing of longterm care (with a focus upon the need to
shift from ‘pay as you go’ to ‘fully-financed’
systems in which each generation of
working adults pays, collectively, for their
own future needs for care).”
The furthest Canada has moved along
that path is a commitment from the
nation’s health ministers “to work together
to begin planning” for something that
shares “research and best practices.”
That is a far cry from a plan, and falls
well short of measures already adopted
in Britain, such as mandatory dementia
training for all National Health Services
staff and the creation of a national
dementia institute. Britain has also
proposed to double outlays for dementia
research from £66 million in 2015 to
£122 million by 2025, while the US is
tackling the disease through a US$4.5billion/12-year research initiative aimed
at mapping how individual brain cells
and complex neural circuits interact.
The New York Academy of Sciences has
urged that 1% of total healthcare outlays
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in all nations be spent on “basic, clinical
and applied dementia-related research
and technologies.”
Proponents also argue a national
strategy must include the development
of measures aimed at reducing the rates
of administration of antipsychotic drugs
to dementia patients in long-term care
facilities; specialized treatment centres;
standards for staffing and redesigned
protocols and procedures for those caring
for dementia patients; and investment
incentives to promote research and drug
development.

End-of-life, hospital
and palliative care
Expert after expert has asserted
that access to end-of-life, hospice and
palliative care in Canada is inequitable
and inadequate, if not incoherent.
They’ve urged the development of
a strategy that provides specialized,
multidisciplinary, integrated round-theclock care in all venues, particularly inhome palliative services.
They’ve also urged more physician
training in the provision of palliative
care so as to prevent the use of ever
more aggressive but futile therapeutic
interventions, as well as the development
and adoption of palliative care standards
by medical regulatory bodies. The
Canadian Society of Palliative Care
Physicians has urged that such
“minimum” national practice standards
include guidance for interdisciplinary
care and recommended hours of coverage.
Others have called for standardized
assessments for determining who needs
long-term and palliative services, as well
as a strategy for providing palliative care
in rural and remote communities, where
it is often entirely unavailable.

Medical aid-in-dying
In the wake of the Supreme Court’s
landmark ruling legalizing physicianassisted suicide, experts have called
for the development of uniform rules

regarding eligibility criteria, protocols
and guidelines governing processes to
oversee medical-aid-in-dying, as well as
national data collection.
Given that the Harper government
appears intent on essentially ignoring
the issue, advocates say there’s a need
for one of the political parties to step
up to the plate and promise uniform
rules to stave off a classic Canadian
checkerboard approach in which each
province has different protocols, or
some have none at all.

Organ donation
Jurisdictional squabbling has long
prevented mandatory organ sharing
between jurisdictions or pan-Canadian
organ allocation, but after years of
delicate negotiations with the provinces,
Canadian Blood Services (CBS) got
them to agree to at least move vaguely in
that direction by creating “an integrated
interprovincial organ donation and
transplantation system” that would
theoretically reduce some inequities in
access to organs. What was needed to
achieve even that? $800 million.
The Harper government’s response
was to provide $10-million/3 years for
CBS to essentially keep herding the cats;
an approach that chief executive officer
Dr. Graham Sher says will only yield

ongoing mediocrity and continuation
of a “glaring discrepancy between what
could be achieved and what actually
happens in our system.” Among the
needs? “Organ donor registries that
are consistent across the country, easily
accessible, available online and used to
legally authorize organ donation based
on the expressed wishes of the donor.”

Antibiotic resistance
There has been a veritable legion of
calls for a stronger Canadian response
to the looming problem of antibiotic
resistance. An array of international
and national bodies has urged the
development of an integrated strategy
to tackle antibiotic misuse, while the
government has long been assailed for
dismal oversight of antibiotic use on
farms, particularly by dismantling the
Canadian Committee on Antimicrobial
Resistance and failing to tighten offlabel drug usage. Meanwhile, the
Public Health Agency of Canada’s
latest surveillance report indicates that
infection rates for several organisms are
rising at university-affiliated tertiary
care hospitals.
Britain has crafted a five-year plan
to develop national antimicrobial
prescribing quality standards and a
baseline metric system on infections
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and antimicrobial use, and is proposing
to review antibiotic prescribing by all
doctors. It is also calling on nations
to make substantial contributions to
a global US$2 billion Antimicrobial
Resistance Innovation Fund. The
Americans, in turn, will double outlays
for antibiotic-resistance initiatives to
US$1.2 billion, and ramp up monitoring.
Canadian bodies have called
for comprehensive data collection,
“standardized surveillance in all
healthcare facilities,” a ban or a
substantial reduction in use of antibiotics
as growth promoters in food-producing
animals, and evidence-based infectioncontrol procedures in hospitals, such as
requirements that the majority of beds
be located in single rooms.

Mental health
Groups ranging from the Mental
Health Commission of Canada and the
Canadian Psychological Association
continue to decry the lack of investment
in community mental health services
and the provision of public funding for
psychological therapies, as is the case in
Britain, which has also launched a bid
to achieve “zero suicides” and issued
new guidelines for doctors treating
patients with mental health problems.
Other recommendations have included

a call for “more support and training
to family physicians in screening, early
identification of mental illness and
linking their clients living with mental
illness and their family caregivers to
appropriate services.”

Prescription drug
abuse
While Health Minister Rona
Ambrose recently announced the
government would provide $4.3
million/5-years to develop a coordinated
national monitoring and surveillance
program, update opioid prescribing
guidelines and bolster educational
initiatives aimed at improving
prescribing practices, the measures
fall well short of long-recommended
responses to the problem of prescription
drug abuse, which has been estimated to
cause 1,000 Canadian deaths annually.
The Institute of Clinical Evaluative
Sciences has urged the creation of a
comprehensive “national strategy to
address opioid prescribing.” Experts have
also called for measures ranging from a
ban on the sale on generic oxycodone,
mandatory
tamper-resistance
for
all prescription opioids; “black box”
warnings on labels to identify addiction
potential; the restriction of doses to
200mg watchful levels; Health Canada

safety assessments of a drug’s addiction
potential; and a US-style requirement
that manufacturers conduct long-term
studies about the risks associated with
long-term use of their products.
The Canadian Centre on Substance
Abuse has urged an array of other
measures, such as screening and
improved
substance
treatment
programs, as part of a bid to reduce the
cost of hospitalization of alcohol and
opioid abusers, while still others, such
as the Canadian Drug Policy Coalition,
have called for Canada to adopt World
Health Organization recommendations
that the generic semisynthetic opioid
antagonist naloxone be co-prescribed
or made readily available to healthcare
workers, police, paramedics, social
workers, as well as family and friends
of people at risk of an overdose.
Scotland and Wales have national takehome naloxone programs, while some
Canadian cities, such as Edmonton
and Vancouver, are piloting such an
approach.
In a related area, an array of painrelated bodies, including the Canadian
Pain Society, have urged the creation
of a national plan to deal with chronic
and persistent pain, complete with
improved pain management protocols.
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Prescriptions for the Nation

There’ve been a host of pitches
to improve the nation’s approach to
research, including a call from the Royal
Society of Canada to develop “a ten-year
plan for research, innovation and skill
development, in consultation with the
academic and business communities,”
that would bring Canadian funding to
“at least the average level of the OECD
and G8 countries.” Others, including a
coalition of biomedical groups led the
Canadian Stem Cell Foundation, have
called for more targeted measures,
such as a $500-million/10-year federal
contribution toward a $1.5 billion plan
to “create a vibrant cell therapy and
regenerative medicine industry and
drive healthcare change.”
There have also been calls for new
rules, similar to those recently proposed
by the US National Institutes of Health,
to compel drug companies, medical
device manufacturers and academic
medical centres to make the results of
their clinical trials available on an online
database if they receive public funding.
HealthCareCAN, meanwhile, has
urged the creation of a Canadian
Healthcare Innovation Fund “that
would: (1) repatriate the current CIHR
[Canadian Institutes of Health Research]
budget to the institutes, researchers,
and open grants programs by creating a
separate pot of funding for strategic and
signature initiatives; (2) incentivize and
match funding for provincial knowledge
to practice pathways and programs;
(3) explore a credentialed research
hospital system for those organizations
taking a leading role in research,
education and innovation endeavours,
linking accountability for innovation
infrastructure and performance; (4)
create a Canadian Health Innovation
Network [“to allow for coordination
across existing priorities and resources
in the health and life sciences,” as
well as better leveraging of monies]
… and (5) bring focused attention to

the discussion and spread of clinical
practice guidelines and innovations
in crucial areas such as anti-microbial
resistance, pandemic planning, drug
shortages, etc.”

Pharmaceuticals and
drug oversight
Unless and until one of the parties
takes the bold plunge and vows to
move with a national pharmacare plan,
risking warfare with the pharmaceutical
industry and accusations that it will
bankrupt the nation, a range of bodies
are calling for a range of strategies
and measures to reduce drug costs.
The Institute for Research on Public
Policy has urged the creation of a
bulk drug purchasing agency, while
Canadian Doctors for Medicare
and the Canadian Centre for Policy
Alternatives have called the adoption of
“systematic joint purchase for a larger
range of prescription medications” and
competitive tendering, with the savings
resulting from such a public approach
to drug shopping to be “distributed to
patients at little or no out-of-pocket
cost.” Others have urged more routine
use of international price comparisons
and more frequent revisions (monthly
or quarterly) in the maximum price
ceilings that are set for drug vendors.
Still others have called for a national
strategy to improve prescribing, a
national institute and clearinghouse
to develop and disseminate clinical
practice guidelines, and the creation of a
common drug formulary. The Canadian
Life and Health Insurance Association
has urged an overhaul of the Patented
Prices Review Board mandate and
practices, enhanced monitoring of offlabel prescribing and the establishment
of advisory committees to set standards
for prescriptions based on “a rigorous
assessment of the clinical and cost
effectiveness of drugs.”
It’s stating the obvious to say that
many believe there’s still a need for
an overhaul of the legislative and
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PHARMACISTS:

Prescriptions for the Nation

TRUSTED CARE

regulatory framework that underpins
Health
Canada’s
oversight
of
pharmaceuticals. Many groups argue
that post-market surveillance of the
safety and efficacy of prescription drugs
remains woefully inadequate despite
recent reforms; that the relationship
between the government and industry
remains too cozy; that the department
daily sets new standards for secrecy and
invariably adopts weaker-than-America
regulations on such fronts as labelling
requirements; and that it generally lags
behind other regulators on all fronts,
for example, by failing to introduce
measures such as those adopted in
France, Norway, Sweden and Spain to
compel doctors to report adverse drug
reactions.

WHEN AND
WHERE YOU
NEED IT

The Canadian
Pharmacists Association
(CPhA) is the national
voice of the pharmacist
profession in Canada.
As Canada’s most
accessible health care
providers, pharmacists
are committed to
optimizing the health
and well-being of
Canadians through
quality, trusted care.

Learn more about our
advocacy efforts and
our policies at
www.pharmacists.ca

Patient safety and
wait times
Several groups have called for a more
aggressive and comprehensive approach,
including tougher regulations and an
oversight body, to improve patient safety
by reducing medical errors such as
leaving sponges in patient’s body during
surgery, and other harms caused by
treatment in hospitals. Some have called
for a healthcare-associated infection
strategy on par with that in the US,
which imposes financial penalties in the
form of withheld Medicare payments,
for hospitals that have excessive rates of
hospital-acquired conditions.
The Wait Time Alliance, meanwhile,
has urged federal action to clear hospital
congestion through the development
and adoption of a “patient’s charter”
that includes enforceable maximum
wait-time guarantees.

Other health
measures
One of the last recommendations
of the Health Council of Canada,
prior to being scuttled by the Harper
government, was a call for the
development of an evidence-based pan-
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Canadian approach to screening for all
diseases, conditions and populations,
similar to those in the United Kingdom,
Australia and the Netherlands, as well as
some manner of national coordinating
mechanism to oversee implementation.
At a minimum, it argued, diseasespecific organizations should be created
in “the following areas: preconception/
prenatal
screening
for
genetic
conditions; newborn/early childhood
screening; human immunodeficiency
virus screening; cancer screening; and
screening for chronic diseases.”
Other proposed health initiatives
have included a call from a Council of
Canadian Academies panel for both
stricter regulations governing pediatric
drug approvals and use, as well as a
“pan-Canadian prescribing resource,
such as a formulary, to provide clear
guidance to prescribers with standards
for administering medications to
children.” The Canadian Association
of Emergency Physicians, meanwhile,
has urged the development of national
performance targets and benchmarks
for emergency departments, as well
as pay-for-performance initiatives to
improve current practices.
Groups like the Physical and Health
Education Canada have urged that
physical education be made mandatory
in school curriculums. Other have
advocated a host of disease-specific
initiatives, including a commitment
to update the national AIDS strategy
through expanded access to both HIV
testing and highly active antiretroviral
therapy. The Canadian Liver Foundation
has called repeatedly called for a
national strategy to eradicate hepatitis
C, and the screening of all Canadians
born between 1945 and 1975 for the
hepatitis C virus, while Lung Canada
Cancer has urged the adoption of low
dose computed tomography screening
programs across the country to promote
earlier lung cancer detection and
expanded access to targeted therapies.

CONFERENCE
WRAP: National
forum sought
ways forward

By Wayne Kondro

CHARLOTTETOWN – It has long
been argued that one of the primary
objectives, and the erstwhile value, of
any manner of national conference
is its capacity to push the edge of
the intellectual envelope, to force
participants to step outside staid modes
of thought and give consideration to
new ways of going about their daily
lives and business.
From the jarring findings of a poll
that saw Canadians give a failing grade
to their healthcare system, intriguing
addresses from dignitaries like federal
Health Minister Rona Ambrose
and Prince Edward Island Premier
Wade MacLauchlan, a hard-hitting
spanking of the health community
by Mental Health Commission of
Canada, President Louise Bradley,
to a host of special sessions that saw
health administrators being chided for
being out-of-sync with international
trends with respect to healthcare
reform or best practices with regard to
setting priorities and making funding
decisions, it’s hard not to conclude that
the 2015 National Health Leadership
Conference easily passed the test.
The final grades, of course, will come
next year, when health administrators
and experts decide whether they got
enough value for money that they’re
willing to open their pocketbooks to
attend the 2016 conference in Ottawa.

But do conference co-hosts and
organizers Ray Racette, President and
CEO of the Canadian College of Health
Leaders, and Bill Tholl, President and
CEO of HealthCareCAN, believe they’ll
get passing grades?
No
question,
says
Racette,
particularly with respect to having
provided health administrators with an
opportunity to express their opinions
(through such vehicles as the Great
Canadian Healthcare Debate) on
systemic reform. “Health leaders,” he
says, “often aren’t asked what their view
is on Canadian health policy, yet they
are the ones who ultimately own the
execution in the system.”
The wide range of presentations
during concurrent sessions on
innovations that have been successfully
introduced in pockets of the Canadian
healthcare system were equally valuable
to anyone involved in delivering care,
he adds. “That helps all of us, at a time
when we know that we need to make
change, to talk about where change is
actually working that we can then bring
into other places.”
Tholl adds that it underscores
the need for some sort of national
mechanism for disseminating costeffective and beneficial innovations.
“We’ve proposed a Canadian Health
Innovation Network. We need to have
this central repository of emerging new

Health leaders
often aren’t
asked what
their view is
on Canadian
health policy,
yet they are
the ones who
ultimately
own the
execution in
the system
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The Honourable Wade MacLauchlan, Premier of Prince Edward Island
approaches, making it easier and faster
to spread and embed those innovations
in the system.”
Tholl and Racette also argue the
conference served to demonstrate
to delegates that at a time when
governments are sending signal after
signal that they’ve locked the vaults
and aren’t planning any major new
investments in health, there’s still plenty
of latitude to achieve systemic reform
through re-allocations of savings
which accrue from reforms. They also
argue that highly-targetted approaches
remain possible within the ambit of
the minimum 3% increase in federal
health transfers to the provinces that
will apply after Prime Minister Stephen
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Harper’s reduction in the escalator
formula takes effect in fiscal 2016-17.
Racette argues the savings accruing
from reductions in acute care spending
that occur as a consequence of improved
mental health or palliative care, for
example, will create a pool of money to
fund other reforms. “What we need to
know is how can we re-use our current
money that we’re spending to have a
bigger impact. That’s something that
we need to do better. It’s not always that
we’re looking for new money. I think
we need to change our views about
how things have to get done.”
“There’s lots of money. We’re just
going to have to redirect the money,”

Tholl notes. “And what’s magical about
it going from 6% to 3% in 2017? ...
Why couldn’t you say to Canadians,
we’re going to reduce that unfettered
chequebook federalism, that grant to
provinces, that doesn’t do anything
for healthcare. It’s just a transfer
from minister of finance to minister
of finance. But we could start that
reduction one year earlier. That gives
you another 2-to-3-billion dollars on
a $36 billion dollar base, and actually
start to strategically invest in things
like health infrastructure or things like
IT (information technology) and finish
the job with Canada Health Infoway?”

The Conference
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Findings from Ipsos Reid poll conducted
May 2015 on behalf of HealthCareCAN.
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Ambrose
urges better,
faster, cheaper
healthcare system

By Wayne Kondro

CHARLOTTETOWN – “Good,
fast, cheap. Pick any two.”
Federal Health Minister Rona
Ambrose’s prescription for Canada’s
healthcare system will, no doubt, jar a
few Canadians.
But Ambrose, in an address to
delegates at the National Healthcare
Leadership Conference in Charlottetown
today, firmly underscored the Harper
government’s central stance on
healthcare to Canadians. The system
has more than enough money, what
it needs is more productivity through
efficiency and innovation, the Federal
Health Minister said.
As for the possibility of a multibillion
dollar health innovation fund to
promote such change — as has been
recommended by bodies ranging from
HealthCareCAN, the Health Action
Lobby, and the Canadian Medical
Association — Ambrose was somewhat
equivocal in a later interview. “I don’t
think it’s about a financial incentive.
I think it’s about having a catalyst.
Sometimes funding can be a catalyst to
bring people to the table that need to
be collaborating to be able to scale up
an innovation. If one jurisdiction has
an innovation, what is their incentive
to share it? If we want to build a better
health system, we all have to come to
the table.”

The
problem,
as
Ambrose
acknowledged in her address, is that
nothing compels anyone in the system
to actually adopt or scale-up beneficial
or cost-efficient innovations, and the
evidence seems to indicate that there’s
too much inertia within the system, and
too many vested interests, to actually
drive change through innovation.
Still, Ambrose cast “scaling
innovation across the country” as one
of “the most pressing public health
challenges of our time. … There’s an
old management consulting adage that
reads good, fast, cheap, pick any two.
Well, that triad may be impossible in
management circles. But in healthcare
we can and we need to do a lot better.
For future generations of Canadians, we
need to make the impossible possible.
So the question for me…is why has it
been so hard to modernize for better,
faster and cheaper healthcare? And
where we have introduced successful
innovations, why haven’t those spread
and been adopted across Canada?”
Ambrose later told iPolitics that
the biggest obstacle “is that we have 13
health systems in the country, so we
need to work very collaboratively, at the
grassroots level.” To that end, “at the top
levels of leadership, that’s what I’ve been
trying to do with the provinces and
the territories to really extend a hand,

For future
generations
of Canadians,
we need to
make the
impossible
possible.
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The Honourable Rona Ambrose, Minister of Health
from the federal government, to work
together. We do a really good job at the
federal government, creating national
networks of best practices. We are able
to support disseminating those great
innovations across the country.”
Ambrose argued in her address that
the federal government is doing its bit
to promote innovation through such
measures as scaling up funding by $14
million over two years for the Canada
Foundation for Healthcare Innovation
“to identify efficiencies and support
the spread of innovation in critical
areas such as palliative care.” Ambrose
also underscored the provision of $13
million per year, commencing in fiscal
2016-17, for the Canadian Institutes
for Health Research to expand its
“strategy for patient-oriented research,
a coalition of federal, provincial
and territorial partners, patients,
researchers and industry, all dedicated
that the right patient receives the right
intervention at the right time.”
The need for innovation will be
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exacerbated by demographic trends,
Ambrose added. “I’ve also heard
concerns about how we’re going to
be able to address the needs of an
aging population, worries about the
impact of chronic conditions on our
healthcare system, and concerns
about, interestingly, whether some new
technologies are actually increasing the
costs, but not necessarily the quality of
healthcare.”
The federal government’s decision to
constrain the growth rate of the Canada
Health Transfer escalator clause was
aimed at promoting such change and
innovation, Ambrose added.
Noting that Canada spent $215
billion on healthcare in 2014, “or 11
per cent of our GDP [gross domestic
product], the eighth highest among
OECD countries,” Ambrose cast Prime
Minister Stephen Harper’s decision to
discontinue six per cent increases in
federal health transfers to the provinces
after fiscal 2016-17 (and thereafter peg
subsequent increases to a three-year
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rolling average in the nominal gross
domestic product growth rate, with
a guaranteed minimum increase of
three per cent per year) as a means of
promoting provincial restraint.
That put the Canadian Health
Transfer on a “long-term sustainable
funding track, so provinces and
territories can actually plan their
budgets and begin to focus on bringing
spending down.”
“So we know that money is
necessarily not the solution. We need
to get more innovative and make
better use of our existing resources to
achieve what is a more efficient, a more
responsive and financially sustainable
healthcare system, for the long-term,”
Ambrose said. “This is a monumental
policy challenge and I know that. But
I do believe that the time is right. We
have reached our fiscal limit in many
of the provinces. So innovation and
collaboration have been thrust on us
and I don’t think that is a bad thing.”

Canada’s hospitals
need $160 billion
in replacement
funding: report

By Wayne Kondro

CHARLOTTETOWN – Canada’s
hospitals are increasingly in disrepair
and will pose an ever-greater threat
to quality of care unless they are
placed on the same footing as
highways, bridges and ports in terms
of infrastructure spending, according
to a HealthCareCAN study conducted
for the National Healthcare Leadership
Conference.
Crumbling hospitals have been
postponing repairs and operating on the
principle of “run til it breaks,” often well
beyond their recommended shelf life
of 40 years, argues the study, Deferred
Hospital Maintenance in Canada: There
is more to ‘a building’ than building it.
The study projects that anywhere
between $4 billion and $28 billion, or
“an average of $15.4 billion” in hospital
maintenance costs has been deferred
as provinces put constraints on their
capital budgets and neglect to address
the $160 billion replacement cost of
Canadian hospitals.
The problem has been significantly
compounded by the fact that the federal
New Building Canada Infrastructure
Fund precludes hospitals and other
healthcare facilities from being eligible
for federal funding, argue authors Dr.
Glen Roberts and Claire Samuelson.
“Allowing
the
continued
deterioration of our healthcare facilities
will quickly become a health and safety

issue,” Rob MacIsaac, President and
CEO of Hamilton Health Sciences,
states in a press release. “Moreover, the
fact that many buildings are so badly
worn down, inefficient and damaged is
demoralizing for patients and staff, and
has a direct impact on care.”
Many of Canada’s older hospitals,
often designed with sealed windows,
are little more than breeding grounds
for superbugs and hospital-acquired
infections, HeathCareCAN president
and CEO Bill Tholl said in an interview.
“That’s the part I find scary.”
“What we do know is that as facilities
grow older, not only do they grow
less efficient and not only are they less
suited to complex chronic conditions;
it is more likely that the superbugs are
going to hang out there,” he added.
Canadians now face a judgement
call, on whether to spend money to
upgrade existing facilities or “whether
to build for the future rather than send
good money after bad,” Tholl said,
arguing that the crying need to refurbish
or rebuild hospitals is an opportune
moment for Canada to consider its
future requirements for health facilities.
The majority of Canadian hospitals
were built between 1948 and 1966, as
part of the federal Hospital Construction
Grants Program, “when we had a
younger population with a greater need
for acute and episodic care. We need to

the fact
that many
buildings
are so badly
worn down,
inefficient and
damaged is
demoralizing
for patients
and staff
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think about what kind of facilities we
need for the future” given that it’s an
era in which more of the health dollar
needs to be focused on providing care
for elderly patients suffering from
complex, chronic conditions, he said.
Whatever the choice, the federal
government should be at the table,
particularly in light of its historic
responsibility to make a contribution
to health infrastructure, Tholl added.
“But it’s generally considered by
this government to be a provincial
responsibility. I guess what we’re saying
is that if you helped build something in
the first instance, you don’t walk away
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from it in the second instance.”
At a minimum, the study argues,
the federal government “should partner
with the provinces to stop the hospital
deferred maintenance costs from
growing any further. Alternatively,
the Federal Government can support
hospital applications within the $1.3
B public Infrastructure Investment
commitment it made at the 2014
Australian G20 meeting.”
It also notes that a “minimum
annual investment” on the order of
$2.8 billion to $3.2 billion annually is
“required to keep ADM [accumulated
deferred maintenance] in Canadian

hospitals from growing any further – or
‘kept up’.”
The study also urges the exploration
of “new sources of funding: There are
a number of suggestions of funding
mechanisms to potentially reduce the
hospital ADM problem – including the
use of P3 [public-private partnership]
models that include maintenance costs,
allowing hospitals to issue bonds or use
reverse mortgages, the development of
dedicated structures to fund hospital
infrastructure
and
maintenance
and strengthening supports for
philanthropy of hospital operations.”

Canadian healthcare
system in need
of urgent care:
experts

By Wayne Kondro

CHARLOTTETOWN – Canada’s
healthcare system is an expensive
under-performer because it is out of
sync with both international trends
in the delivery of care and with
changing consumer demand, experts
on healthcare reform told delegates to
the National Healthcare Leadership
Conference Monday.
Not only does the system overtest and over-treat patients, it’s
too “physician- centric” and more
concerned with garnering higher
salaries than it is with providing the
sort of appropriate, quality care that
consumers want, argued Dr. Anne
Snowdon and Dr. Charles Alessi at
a session of current global trends in
health system innovation.
Snowdon and Alessi noted that
while systems around the world are
creaking under increasing financial
pressure, Canada is particularly
vulnerable because of inertia, and
will continue to slide down the ranks
in any international measurements
of systemic performance and health
outcomes, though it spent $215 billion
(or 11% of its gross domestic product)
on healthcare in 2014, including $62.6
billion on hospitals, $34.5 billion on
drugs and $31.4 billion on physicians.
Alessi told delegates that Sir
Murray Brennan of the Sloan Kettering
Cancer Institute was bang on when

he asserted that “We over-diagnose.
We over-investigate. We over-treat for
minimal benefit, and just worse, we
design reimbursement to maximize
revenue. We also rarely ever define the
expectations for patients.”
By comparison, in England, which
spends roughly the same total amount
to deliver healthcare to a population
roughly twice the size of Canada’s,
“The link between physician clinical
behaviour and fiscal consequence for
clinicians is embedded, leading to
more ‘risk’ being managed rather than
excluded,” the co-chair of the National
Association of Primary Care in
England and adjunct research professor
at Western University’s Ivey School of
Business added.
“The big difference is that in England,
we’ve been used to having primary
care deliverers being responsible for
population health for many years,”
Alessi later said in an interview. “There’s
two ways one can manage a condition.
I can look at you and think about the
conditions you could have and test
you for everything. Or I could look at
you and think, because we have such
a longitudinal relationship which goes
back many years and will continue for
many years, in terms of the most likely
things you could have, and actually
be a little more sparing in the way
that I manage your condition. There’s

We overinvestigate.
We over-treat
for minimal
benefit, and
just worse,
we design
reimbursement
to maximize
revenue.

31

Canadian healthcare system in need of urgent care: experts

AP Photo/New York University

immediacy in delivery of care, when
you exclude risk, where you have to do
everything immediately and so you do
a lot of things you don’t need to do.”
The consequences on a healthcare
system are enormous, both in terms of
overall cost as well as patient health, as
patients in Canada are often provided
treatments that could “do more harm
than good,” Alessi added.
Snowdon, chair of Western’s
Ivey International Centre for Health
Innovation, contended that Canada’s
healthcare system is also burdened
by a physician-centric approach to
delivering care and swamped with
waves of chronic care patients arriving
in hospitals, and skyrocketing costs that
threaten to spiral out of control because
it focuses “on the disease or diagnosis.
It’s not about the person.”
The system must become more
“consumer driven” and understand
that in the modern, digital world in
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which there are millions of health apps
and patients are using social networks
to “run their own clinical trials to see
what works,” that Canadians no longer
“presume that the healthcare provider
is the expert,” Snowdon said.
Snowdon later said in an interview
that, “Some people say that making the
system less physician-centric is moving
mountains. Some people say that it’s a
revolution. My answer to that is that
the consumers are already there. We’ve
lost our connectivity with consumers
because they’re in the on-line, mobile
digital world mostly, and yet we as a
system are by-and-large disconnected
from that world.”
Unless changes are made within
Canada’s healthcare system, Canada
will eventually “hit a fiscal cliff where
we can’t afford not to [make major cuts
in healthcare]. And then you’re going
make snap decisions too quickly and
probably go the wrong way. We’re going

to end up debating what we no longer
pay for. That’s not a good or achievable
model. And it’s certainly not where
other countries are going either.”
Among needs within the system,
Snowdon and Alessi argued, are:
supply chain innovation, traceability
from bench to bedside,” so that things
like faulty equipment can be easily
tracked and taken out of commission;
developing portable electronic health
records so that a patient’s health
information is put in their own hands;
finding national mechanisms to scaleup beneficial innovations; and providing
greater transparency about the options
that are available for treatment, so
that consumers are more involved in
determining appropriateness of care.
“We need to put the population in
charge of defining value, because guess
what, they will anyway,” Snowdon said.

Great Canadian
Healthcare Debate:
Tackling systemic
priorities
By Wayne Kondro

CHARLOTTETOWN – Tuesday’s
“Great Canadian Healthcare Debate,”
the signature session of the National
Healthcare Leadership Conference,
reflected the host of issues delegates
were asked to vote on as the priority
needs of Canada’s healthcare system.
Issues related to health delivery
models and scope of practice made
the cut, as did the need for a national
pharmaceutical strategy, the need
to transform nursing homes into
“seniors’ health hubs” and the need to
develop electronic health records for all
Canadian citizens.
Topping the list was a College of
Family Physicians of Canada motion
to have the “Patient’s Medical Home”
model of family practice be adopted as
the preferred approach for the nation
and “that appropriate resources be
allocated by all governments to support
this model.”
Next on the list was a resolution
calling on governments to develop
a “renewed national pharmaceutical
strategy” to make prescription drugs
more affordable to Canadians. Such
a strategy has been advocated by
some as an alternative to a national
pharmacare program and is typically
cast as including such components as
a national drug purchasing body that
would have the authority to negotiate

lower drug prices with manufacturers
on behalf of all provinces.
“Optimization of professional scope
of practice,” which is generally viewed as
a means of allowing health professionals
such as nurses and pharmacists to
perform duties now exclusively the
domain of physicians, also made the cut.
So did a motion to ask “governments,
along with professional health-related
colleges and associations [to] commit to
building and using an electronic health
record for every citizen and ensure that
patients have access to all electronic
health information about them, with a
view to ensuring full online access to
data by patients within five years.”
The final topic to be addressed
during the Great Canadian Healthcare
Debate was a resolution that
“Canadian healthcare leaders commit
to transforming the traditional
nursing model into one that offers a
community-based healthcare hub to
support seniors’ living at home and
provide facility-based care for those
with more complex care needs who can
no longer remain at home.”
Ironically, though, motions that
failed to make the initial cut include
ones that directly addressed the major
priorities identified by Canadians in
a
HealthCareCAN-commissioned
poll released June 15, which included

Issues related
to health
delivery
models and
scope of
practice made
the cut
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findings that 91% of Canadians want
more done to improve the quality and
accessibility of mental healthcare, that
90% want more done for frail seniors;
that 90% want more done on palliative
care; that 77% want more spent on
health infrastructure like hospitals; and
that 66% are worried about hospitalacquired infections.
A motion calling on governments
and regional health authorities to
“increase the proportion of their
respective healthcare budgets that
is devoted to mental health by two
percentage points for current levels”
narrowly missed the initial cut. However,
upon special appeal to delegates, the
motion was moved and approved
(89%). Mental Health Commission
of Canada President Louise Bradley
had argued in a supporting brief “that
ensuring timely and equitable access to
mental health services and supports is
a moral and human imperative. Mental
health has only recently emerged
‘from the shadows’ to become part of
a broader public discussion. There is
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still a long road ahead before mental
health issues are addressed with the
same degree of seriousness we devote
to physical health. The legacy of the
underfunding of mental health and the
still pervasive stigma that attaches to
mental illness has meant that for far too
long people have suffered in silence or
have not been able to get the care they
sought.”
Also missing the cut was a
motion to have the system “commit
to publicly reporting results of the
analysis of patient safety incidents and
to establishing core facility infection
prevention and control standards
and practices.” So, too, did a motion
from the Quality End of Life Care
Coalition of Canada to significantly
bolster provision of palliative care,
including significantly upgraded
training of healthcare professionals,
along with a motion to press the
federal government to again make
health infrastructure eligible for the
New Building Canada Fund.

Mandatory frailty screening for the
elderly also failed to make the grade,
though Technology Evaluation in the
Elderly Network scientific director
Dr. John Muscedere had argued in his
brief to delegates that “one of the most
significant challenges facing Canada’s
healthcare system is the misalignment
of healthcare resources, clinical
practices and care options for the
more than 1.1 million older Canadians
deemed to be frail – a distinct health
state characterized by debility, the
presence of multiple, chronic health
conditions, and higher risk of poor
healthcare outcomes including death.”
Motions that failed to make the
cut for the Great Canadian Healthcare
Debate, to be moderated by Globe
& Mail national affairs columnist
Jeffrey Simpson, were referred to
HealthCareCAN
and
Canadian
College of Health Leaders’ CEOs for
consideration as to how they might
otherwise be incorporated into future
efforts to sway policymakers.

Health sector
discriminating
against mentally ill:
expert

By Wayne Kondro

CHARLOTTETOWN — Canada’s
healthcare community remains a
“bastion of discrimination” against the
mentally ill and needs to “up its game”
if the 6.7 million Canadians living with
mental illness are ever to receive the
treatment they need, says the president
of the Mental Health Commission of
Canada (MHCC).
“One of the places where we need to
reduce stigma the most is in the health
sector itself,” Louise Bradley told a
plenary session of the National Health
Leadership Conference on June 16.
The health sector’s attitude on
mental illness constitutes a “stigma
and discrimination iceberg” which has
“negatively influenced the resources
allocated
toward,
promotion,
prevention and treatment,” Bradley
argued. Scientific studies and anecdotal
evidence indicate that “people with
mental illness report feeling disrespect
and discriminated against” by
physicians, nurses and other health
professionals.
“If someone is diagnosed with
heart disease, cancer or diabetes, we’re
on it. Yet, when people are suffering
depression, too often, they are told to
stop whining, pull their socks up, and
move on with their lives. We don’t
suggest that people develop heart
disease or cancer to get attention.

“Can you imagine asking a diabetic,
‘Why don’t you just make your
pancreas work a little harder?’”
Bradley cited MHCC projections
of the toll taken by mental illness
in Canada: 10 to 12 deaths per day;
one in five Canadians experiencing
a mental health problem annually;
500,000 Canadians missing work each
week; 30 per cent of work-related
disability claims. “At any given time in
Canada, 800,000 children aged 4 to 17
experience mental disorders that cause
stress and impairment through to
adulthood. The second leading cause
of death among young people in this
country is suicide.
“Overall, mental illness costs
Canada’s economy $50 billion a year
due to absenteeism, lower productivity,
disability claims and medical services
expenses,” Bradley added.
Bradley said mental illness also
takes an enormous toll in the healthcare
sector itself. “It isn’t only patients
seeking treatment in our ER rooms
who may be overlooked, or have their
mental health problems dismissed.
People in the health profession are
also at risk. In my opinion, hospitals,
in particular, and healthcare settings,
in general, are among the most toxic
places to work in the country.”
The toll will only rise, she argued —

mental illness
also takes an
enormous
toll in the
healthcare
sector itself
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particularly if provincial and territorial
governments and regional health
authorities fail to increase outlays for
mental health by two percentage points
from current levels, as the MHCC has
been advocating.
“If you’re looking for a definition
of insanity, one of the greatest minds
of all time once made the astute
observation that ‘insanity is doing
the same thing over and over again
and expecting different results’. While
Albert Einstein may not have been
referring specifically to mental illness,
the argument still stands,” she said.
“The lack of capacity, interventions
and coordination of care, along with
real problems of access, are a perfect
storm of gaps and risk factors. They
say I see it, we can pay now or we will
pay later — with compound interest.”
Bradley later said in an interview
that the MHCC is so concerned about
the level of discrimination against
the mentally ill in the healthcare
community that it will be targeting the
sector with an educational campaign
in coming years. “People don’t
really understand that some of the
comments they make are stigmatizing
… for example, in emergency rooms
referring to people as ‘frequent flyers’.”
It’s unclear whether discriminatory

attitudes within the healthcare
community are a function of inadequate
educational training, she added. For
many healthcare workers, she said, it’s
easier to ignore mental problems and
“easier to deal with something you
can see, feel and touch,” such as the
symptoms of physical disease.

The community’s attitudes have
an enormous impact on spending
decisions within the system, Bradley
added. “If it’s mental health competing
with a Da Vinci robot for the operating
room, who’s going to win?”

What does the evidence say?
Ask CADTH.
When Canada's health care decision-makers need to
know, they ask CADTH. We're a trusted source for
evidence on drugs and medical devices.

www.cadth.ca
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Healthcare leaders’
debate identifies
priorities for
reform

By Wayne Kondro

As an exercise in identifying priority
areas for reform and investment, the
Great Canadian Healthcare Debate was
unquestionably a resounding success.
As an actual debate, though, it
fizzled somewhat, if only because there
was a remarkable degree of consensus
at the National Healthcare Leadership
Conference around systemic needs
within Canadian healthcare.
But it certainly gave organizers a
short shopping list that they can slap
down on the desks of parliamentarians
and provincial legislators, saying these
bear the seal of approval from roughly
700 of Canada’s healthcare leaders.
A national pharmaceutical strategy,
models for reforming primary and
seniors’ care, a commitment to actual
adoption of electronic health records
and opening up scopes of practice
for health professionals all received
advocacy green lights during the debate.
And after an impassioned address
from Mental Health Commission of
Canada President Louise Bradley earlier
in the day, delegates even found time to
squeeze in an 89 per cent endorsement
on a motion to press governments
and healthcare authorities to ramp up
spending on mental healthcare from 7
per cent to 9 per cent of their budgets.
Less apparent are the actual financial
implications of the other recommended
measures, should they be seized as

platform initiatives by political parties
in the forthcoming election campaign,
or ultimately adopted by governments.
Debate moderator and Globe
and Mail columnist Jeffrey Simpson
repeatedly cautioned delegates that
they couldn’t realistically expect new
injections of cash into the healthcare
system, given that little if any change
(other than generous salary hikes)
occurred as a result of the roughly
$41 billion that was funnelled into
the Canadian healthcare system after
last decade’s intergovernmental health
accords.
But the recommendations that were
adopted during the debate may not
actually require new investments. The
call on governments to develop a new
national pharmaceutical strategy, for
example, is worded in such a way that
it could actually be confined to such
measures as a national drug formulary,
or having the Canadian Agency for
Drugs and Technologies in Health take
over the current responsibilities of the
largely discredited Patented Medicines
Prices Review Board.
Although the motion’s sponsors
argued that a national pharmacare
program is a component of such a
strategy, the resolution itself only
calls on governments “to make
pharmaceuticals an integral component
of Canadian healthcare” so as to ensure

these bear
the seal of
approval from
roughly 700
of Canada’s
healthcare
leaders
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“that all Canadians have access to a safe
and secure supply of prescription drugs
at an affordable cost regardless of care
setting.”
Plenty of wiggle room, there.
HealthCareCAN president and CEO
Bill Tholl had argued against a national
pharmacare program on the grounds
that it would gut research outlays by
brand-name pharmaceutical companies
in Canada and invite outright warfare
from a health insurance industry that
now generates profits on the order of
$11 billion annually. “It lacks economic
viability and political feasibility,” he
said.
Other delegates, including an
Atlantic physician, argued that the
existing system is preferable because
it provides wealthier Canadians “the
privilege to use our private insurance
to make sure we have better choice,”
while still others, such as Mollie Butler,
speaking on behalf of the Canadian
Nurses Association, argued that “no
Canadian should be deprived of drugs
because they can’t afford to pay.”
The motion appeared to garner
extensive support, though, (by
81 per cent to 19 per cent) after
arguments were made that a national
pharmaceutical strategy was a broad
notion encompassing such components
as appropriate prescribing guidelines.
Similarly, the delegates skated past
the financial implications of motions
aimed at systemic health reform, such
as one from the College of Family
Physicians of Canada to have its
concept of a “Patient’s Medical Home
be adopted as the preferred model
of integrated primary care, and that
appropriate resources be allocated by all
governments to support this model.”
Health PEI president Dr. Richard
Wedge argued that such a team-based
approach to delivering healthcare “has
been shown by evidence to result in
higher patient satisfaction, and better
access,” as well as “better management
of chronic conditions and reduced use
of emergency rooms.”
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But must a family doctor lead such
team-based care? How feasible is it in
rural and more remote parts of Canada,
where a battery of health professionals
is not necessarily available? Would
family physicians be willing to give
up fee-for-service practice in favour
of salaries, as is typically the case in
such patient-centred models of care?
And, as delegate Roger Boyer of the
N’Mninoeyaa
Aboriginal
Health
Access Centre in Ontario asked, how
compatible is a patient’s medical home
with the responsibility of healthcare
providers “to have culturally safe
practice? It totally misses the patient’s
cultural context.”
Valid questions, one and all, though
they largely went unanswered.
Given the widespread belief within
health circles that Canada severely lags
behind its international counterparts in
adopting measures aimed at reforming
primary care, delegates instead opted to
simply vote in favour of the resolution
by a 63 per cent to 35 per cent margin
(with 2 per cent of voters abstaining).
Similarly, the delegates voted to
endorse the concept of a “seniors’ health
hub” as the primary vehicle through
which care for the elderly should be

provided. The motion asked healtcare
authorities to “commit to transforming
the traditional nursing home model
into one that offers a community-based
healthcare hub to support seniors living
at home and provide facility-based care
for those with more complex care needs
who can no longer remain at home.”
The delegates also endorsed a
motion to have “governments in Canada
collaborate to define and implement
innovative approaches to optimizing
scopes of practice across all healthcare
professionals,” despite objections from
Trillium Health Partners vice-president
Ron Noble that such an approach
would only further concentrate power
in the hands of professional colleges,
associations and unions.
“Who is going to be left to carry bed
pans?” he asked.
Also adopted was a motion that
called for governments and health
associations to “commit to building and
using an electronic health record for
every citizen and ensure that patients
have access to all electronic health
information held about them, with a
view to ensuring full online access to
data by patients within five years.”

Health system’s
deficiencies clear
to Canadians

By Wayne Kondro

CHARLOTTETOWN — Although
it’s debatable whether Canadians view
their healthcare system with a measure
of moderate or grim realism, a new
poll indicates the majority are deeply
concerned that it is deteriorating and
increasingly unsafe, to the point where as
many as 54 per cent “know of someone
who got an infection while staying in a
hospital.”
Some 70 per cent “worry they’ll fall
through the cracks” of the system within
the next 5-10 years, while 52 per cent
“know a friend or family member who
cannot afford prescription medication
and have had to skip or delay renewing
prescriptions as a result;” according to
the poll, conducted for HealthCareCAN
by Ipsos Reid in the run-up to the
national health organization’s conference,
the “Great Canadian Healthcare Debate.”
Some 61 per cent of Canadians “lack
confidence that hospitals and long-term
care facilities can handle the needs of
Canada’s elderly population,” while 66 per
cent “worry about the risk of infection in
hospitals and other healthcare facilities in
their area.”
So concerned are Canadians about
the future of the system that healthcare
(41 per cent) was once again the “top
issue of national concern,” as it has been
since 2010. That tops unemployment and
jobs (36 per cent), taxes (30 per cent)
and political/financial corruption (26 per
cent), and poverty & social inequality
(24 per cent) in the IPSOS survey. Other
issues, such as education (19 per cent),

crime & violence (18 per cent), threats
against the environment (15 per cent),
immigration control (12 per cent),
“moral decline” (10), terrorism (10),
climate change (10), “rise in extremism”
(10) and maintaining social programs (9)
trailed the pack.
The poll also demonstrates that
Canadians have a remarkably accurate
and realistic read of the health system’s
current capabilities and weaknesses, as
well as the trade-offs that must be made
in public spending priorities.
That’s particularly true of communitybased care for seniors. A staggering 61
per cent “lack confidence that hospitals
and long-term care facilities can handle
the needs of Canada’s elderly population,”
while 81 per cent of Canadians older than
age 45 are concerned about the quality of
care they’ll receive as they age. Some 78
per cent fret about having “access to high
quality home and long-term care in their
retirement years.” Just 48 per cent believe
“there is enough healthcare support for
seniors in their area to live at home as
long as they are able to do so.”
Drug coverage, mental healthcare,
palliative care and frailty screening for
their elderly are also identified as major
weaknesses in the system, with 65 per cent
of Canadians saying they’d be willing to
pay higher taxes so as to have prescription
medicines covered as a part of Medicare,
while 54 per cent would like some manner
of national agency to be made responsible
“for deciding which drugs are covered
and negotiating the prices for them.”

Health infrastructure is also
identified as a national priority, with 77
per cent of Canadians saying “that while
governments mostly talk about the need
to invest in roads and bridges, investing
in ageing hospitals is a higher priority,”
and just 66 per cent are of the view that
“hospitals and other healthcare facilities
in their area are modern and state of the
art.”
Overall, Canadians believe there’s a
need for systemic reform, with 91 per
cent saying that the system could improve
quality of care through greater efficiency,
and 64 per cent saying they believe the
Canadian system is falling behind its
international counterparts.
But a remarkable 75 per cent of
Canadians say they don’t know who
to trust to guide improvements in
the healthcare system, though they’re
more inclined to believe that doctors
(70 per cent), nurses (65 per cent) and
researchers (61) should play a role in
making that determination than hospital
administrators (58), patients (57) and
pharmacists (53) or policy makers (39),
politicians (38) and businessmen (29).
Canadians appear to be similarly
skeptical when it comes to electronic
health records (EHRs). While 85 per
cent believe such records would improve
efficiencies in the system, 53 per cent say
“there are too many privacy and security
issues for them to support an EHR
system.”
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National Health
Leadership
Conference:
Lessons in slashing
health spending

By Wayne Kondro
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Just half of
Canadian
health
authorities
utilize some
form of
structured
mechanism
to identify
spending
priorities

CHARLOTTETOWN – Ever
wonder how spending decisions are
made in the health sector?
It turns out that for about one-half
of regional health authorities, hospitals
and other health decision-making
bodies in Canada, inertia, history, loud
complaining and clinician whining are
the decisive factors.
Just half of Canadian health
authorities utilize some form of
structured mechanism to identify
spending priorities or areas in
need of cutting, says University
of British Columbia professor of
health economics Craig Mitton. “It’s
staggering.”
“It’s organizations using historical,
using political, using a very rough,
unsophisticated approach. That’s
the 50%. And they haven’t advanced
beyond that in their thinking,” Mitton
said in an interview during the National
Health Leadership Conference. “Some
of it is lack of knowledge about the
tools in the toolkit. Some of it is an
unwillingness to move forward, to
exert stronger leadership.”
Mitton and colleagues at U.B.C.
developed a unique “prioritizing

software program” — that is
increasingly being used by Canadian
health authorities, and has now
been adopted by 90% of health
authorities in New Zealand — to
make determinations as to which
areas of healthcare spending should
be slashed, and which should receive
additional resources, for example,
by re-allocating funds from acute to
community care.
Mitton sketched the parameters of
the program before a special session
on “priority setting and resource
allocation in healthcare: drawing
on ethics and economics to inform
practice” during the conference on
Tuesday.
Known as the Program Budgeting
and Marginal Analysis (PBMA)
approach, it defines and weighs
decision-making
criteria
for
resource re-allocations, and spells
out procedures for making such
determinations. Commonly referred
to as a “bottom up” approach, it asks
people in the system to identify areas
of waste and areas that need additional
resources. It has been lauded for
introducing transparency into health

National Health Leadership Conference: Lessons in slashing health spending

spending decisions and moving health
administrators toward the notion
of care delivered on the basis of
appropriateness.
Officials from Health PEI, and
Eastern Health in Newfoundland,
both of which adopted the program in
the past few years, told delegates that
it has been highly effective in moving
their systems toward delivering care
based on “value for money.”
PEI’s
Denise
Lewis-Fleming
noted that it was extremely effective
in identifying savings based on
recommendations from employees,
such as one to stop providing “pants
for male patients” in hospitals, and
another to rent out vacant long-term
care space for day care.
The process helped to pare roughly

$10 million from the province’s $565.7
million budget over a two-year period,
while simultaneously informing
healthcare workers about the need to
consider factors ranging from “patient
care and labour relations” to “political
risk” in making spending decisions.
There’s a proviso, though, LewisFleming added. “It will promote
understanding, (but) not necessarily
acceptance.”
Eastern Health’s Sharon Lehr noted
that the PBMA approach, which has
only been used by the authority for
one year, has “opened the minds” of
many clinicians and other healthcare
deliverers with respect to such broad,
long-term and systemic goals as one
to transition more health delivery
from acute to home care.

Involving more people in a
consensus-based, decision-making
process for health spending creates
the added benefit of providing health
administrators with ammunition to
fend off complaints from physicians
or politicians, Lehr argued.
Mitton says the evidence garnered
from use of the program both within
Canada and abroad over the past
decade indicates that it is effective
for both determining areas in which
to cut, as wells as areas in which
there’s a need for new investment,
particularly in shifting resources to
community or home-based care.
“Many organizations have been able
to directly track that.”
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Health
advocates urge
national strategy
on frailty
By Wayne Kondro
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the whole
problem
posed by
frailty tends
to be underappreciated

CHARLOTTETOWN – It’s a
condition that afflicts an estimated
1.1 million Canadians, and for which
there are over 20 validated indices, yet
it’s largely ignored and misunderstood
by the healthcare system and family
doctors.
But if Queen’s University professor
of medicine and TVN (Technology
Evaluation in the Elderly Network)
scientific director Dr. John Muscedere
and colleagues have a say, a national
strategy for frailty will be in place
in the coming years, complete with
mandatory screening of the vulnerable
and appropriate guidelines to manage
the condition and mitigate its impact
on both Canadians and the healthcare
system.
“It’s under-recognized and undertreated,” and though it typically
afflicts elderly Canadians, it isn’t
exclusive to those who hit retirement
age, Muscedere argues. “Frailty results
from multiple hits, multiple insults to
the organism. You’re closer to death
if you’re frail than if you’re not frail.
Somebody who is frail may get a cold

or a minor illness that may cause a
significant deterioration. … It could
be multiple disease processes, like
diabetes, congestive heart failure. It
could also be malnutrition. It could be
immune dysfunction that makes you
more vulnerable to infections. It may
be social isolation. It’s everything that
impacts on your ability to survive as
you grow older. It’s a health state that
increases your vulnerability and your
risk of dying, at any age.”
One of the reasons why it’s
so misunderstood by physicians
and most professionals within the
healthcare system is that medicine
is primarily “organized along singleorgan systems. And the whole holistic
problem posed by frailty tends to be
underappreciated.” Muscedere says,
adding that frailty must be understood
as “more than the sum of individual
organ problems or dysfunction or
parts.”
Mandatory frailty screening, such
as that which has been adopted in
England as a routine part of primary
care, would readily and quickly

Health advocates urge national strategy on frailty

identify those at heightened risk,
Muscedere says. “We don’t do it here,
except in a few selected environments.
But we don’t do it as a matter of routine
in our healthcare system.”
“But if we’re going to improve and
develop models of care for people
who are older, or who have multiple
co-morbidities or who are nearing
end of life, I think the implementation
of frailty screening will allow targeted
management for people who are frail.
There’s different interventions that you
can use to either try to reverse frailty,
or mitigate its effects, or mitigate the
risk that you have when you come into
contact with the healthcare system.”
Earlier
recognition
and

interventions would reduce costs
to the system, Muscedere argues.
“And for people who are at advanced
stages of frailty, it may be that medical
interventions are no longer useful
and they may be better (served by)
optimization of end-of-life care and the
recognition that maybe intensification
of care at end-of-life is no longer useful
and is not going to lead to improved
outcomes.”
Among the barriers to identifying
and treating the frail are existing feefor-service payment schedules for
family physicians that do not include
frailty screening, Muscedere noted.
“What we want to do is translate all
that evidence that has accumulated

for research on frailty in the past 15
years and translate that into practice.
…Whenever you do that, you have to
answer questions such as: Who does
it? Which scale do they use? How do
they get reimbursed? What are the
other implications for healthcare?”
So Muscedere, his TVN colleagues
and 13 leading frailty experts from
across the country plan to unveil a
white paper within months that lays
out the framework for a national
strategy. A national forum on the
issue is being planned for next spring,
addressing such issues as the “ethics,
legal and policy implications” of frailty.
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Mental Health Matters: A Case for Investment
Mental health problems and illnesses
affect more Canadians than some of the
major physical disorders in Canada.

What is the cost? By 2041 mental
health problems and illnesses will
cost Canada $307 billion.
Projected Rate of Change in
Economic Burden of Mental Illness
in Canada, 2007-2041
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Motions Debated and Passed
In late 2014 and early 2015 a Call for Motions was widely distributed to Canadian health leaders. The call was answered
by 48 motions covering a wide range of issues; a successful response particularly for the first-ever debate. Led by Mr. Tony
Dagnone, a talented and experienced Policy Resolution Committee comprised of health leaders from across the country
reviewed the motions and selected the “top ten” based on three criteria: signicance, impact and interest. The “top ten” were
presented to conference delegates who voted on their priorities and those motions they thought would generate the best
debate. Following are the results of the debates of those motions that were debated by conference delegates during the
alloted 90-minute period.

89%

Funding for mental health
Resolved, that over the next ten years, all provincial and
territorial governments, along with regional health authorities,
increase the proportion of their respective healthcare budgets
that is devoted to mental health by two percentage points from
current levels.
Sponsor: Louise Bradley, President and CEO, Mental Health
Commission of Canada

89%

Financement des services de santé
mentale
Il est résolu que, pour les dix prochaines années, tous les
gouvernements provinciaux et territoriaux, ainsi que les
autorités régionales de la santé, augmenteront de deux pour cent
la proportion de leurs budgets respectifs alloués aux services de
santé mentale.
Commanditaire : Louise Bradley, présidente et chef de la
direction, Commission de la santé mentale du Canada.

Electronic health records

Dossiers médicaux électroniques

Resolved, that all governments, along with professional healthrelated colleges and associations, commit to building and using
an electronic health record for every citizen and ensure that
patients have access to all electronic health information held
about them, with a view to ensuring full online access to data by
patients within five years.

Il est résolu que tous les gouvernements, ainsi que les collèges
et associations professionnels liés au domaine de la santé,
s’engagent à mettre sur pied et à favoriser l’usage du dossier
médical électronique pour chaque citoyen et à s’assurer que les
patients ont accès à toute information médicale électronique
les concernant, dans la perspective d’offrir aux patients un accès
intégral aux données d’ici cinq ans.

Sponsor: Sharon Nettleton, Patients for Patient Safety Canada

81%

Commanditaire : Sharon Nettleton, Patients pour la sécurité des
patients du Canada

National Pharmaceutical Strategy

Stratégie pharmaceutique nationale

Resolved, that governments in Canada commit to make
pharmaceuticals an integral component of Canadian healthcare
through a renewed National Pharmaceuticals Strategy that
ensures that all Canadians have access to a safe and secure
supply of prescription drugs at an affordable cost regardless of
care setting.

Il est résolu que les gouvernements s’engagent à faire des
produits pharmaceutiques une partie intégrante du système
de santé canadien, à travers une stratégie pharmaceutique
nationale renouvelée qui assurera à tous les Canadiens un
approvisionnement sûr et sécuritaire en médicaments à un prix
abordable, quel que soit le contexte.

Sponsor: Steve Morgan, Professor, University of British
Columbia

Commanditaire : Steve Morgan, professeur, université de la
Colombie-Britannique.
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70%

Optimization of professional scope
of practice
Resolved, that governments in Canada collaborate to define
and implement innovative approaches to optimizing scopes of
practice across all healthcare professionals.
Sponsor: Mark Given, Director, Canadian Association of
Medical Radiation Technologists

63%

Patient’s Medical Home model of
family practice
Resolved, that the Patient’s Medical Home be adopted as the
preferred model of integrated primary care, and that appropriate
resources be allocated by all governments to support this model.
Sponsor: Artem Safarov, Director, Health Policy & Government
Relations, College of Family Physicians of Canada

55%

Optimisation de la portée de
l’exercice médical professionnel
Il est résolu que les gouvernements collaboreront afin de définir et
mettre en place des approches innovatrices visant l’optimisation
de l’étendue de la pratique pour tous les professionnels de la
santé au Canada.
Commanditaire : Mark Given, directeur, Association canadienne
des technologues en radiation médicale.

Le modèle d’un centre de médecine
familiale pour chaque patient
Il est résolu que le modèle d’un centre de médecine familiale
pour chaque patient sera adopté comme le modèle préféré de
soins de santé primaires intégrés, et que tous les gouvernements
attribueront les ressources appropriées afin de soutenir ce
modèle.
Commanditaire : Artem Safarov, directeur, Politiques de la
santé & Relations gouvernementales, Collège des médecins de
famille du Canada.

Seniors’ Health Hub

Plateforme de santé pour les aînés

Resolved, that Canadian healthcare leaders commit to
transforming the traditional nursing home model into one that
offers a community-based healthcare hub to support seniors’
living at home and provide facility-based care for those with
more complex care needs who can no longer remain at home.

Il est résolu que les chefs de file en soins de santé au Canada
s’engagent à transformer le modèle traditionnel des soins en
maison de repos en un modèle de soins de santé communautaires,
dans le but de soutenir les aînés vivant à la maison et d’offrir
les soins en établissements de santé à ceux requérant des soins
complexes et qui ne peuvent plus rester à la maison.

Sponsor: Candace Chartier, Chief Executive Officer, Ontario
Long Term Care Association
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Commanditaire : Candace Chartier, chef de la direction,
Ontario Long Term Care Association.

Deferred Motions
The following motions are the deferred “top ten” motions identified by the Great Canadian Healthcare Debate’s Policy
Resolution Committee. Although time did not allow these motions to be debated, they remain important issues to health
leaders. As such, they will be referred back to the CEOs of HealthCareCAN and the Canadian College of Health Leaders for
consideration as to how to move them forward.

Integrated palliative care

Soins palliatifs intégrés

Resolved, that healthcare leaders support an integrated
palliative approach to care by planning for and funding of an
appropriately skilled and adequately sized healthcare workforce
with the requisite knowledge in the palliative approach to care
and access to palliative care specialists.

Il est résolu que les chefs de file en soins de santé soutiendront
une approche de soins palliatifs intégrés en planifiant pour et
en finançant une main d’œuvre médicale suffisante et dûment
qualifiée en approches palliatives aux soins de santé et un accès
aux spécialistes en soins palliatifs.

Sponsor: Nadine Henningsen, Co-Chair, Advocacy Committee,
Quality End of Life Care Coalition of Canada

Commanditaire : Nadine Henningsen, coprésidente, comité de
plaidoyer, Coalition pour des soins de fin de vie de qualité du Canada.

Mandatory frailty screening

Dépistage obligatoire de la
fragilité

Resolved, that mandatory frailty screening be implemented
at all levels and settings of the healthcare system to target the
most vulnerable of those with chronic health conditions for
restorative or most appropriate care, including advance care
planning and end-of-life care.
Sponsor: Dr. John Muscedere, Scientific Director, TVN
(Technology Evaluation in the Elderly Network)

Il est résolu que le dépistage obligatoire de la fragilité sera mis
en place à tous les niveaux et dans tous les contextes du système
des soins de santé afin d’offrir aux plus vulnérables des patients
atteints de maladies chroniques des soins réparateurs ou d’autres
soins appropriés, y compris la planification préalable des soins
et des soins de fin de vie.
Commanditaire: Dr. John Muscedere, directeur scientifique,
TVN (Technology Evaluation in the Elderly Network)

Patient safety reporting and
outcome standards

Normes de notification et de résultats
en matière de sécurité des patients

Resolved, that healthcare leaders, funding providers and
governments commit to publicly reporting results of the
analysis of patient safety incidents and to establishing core
facility infection prevention and control standards and practices
to drive optimal clinical outcomes.

Il est résolu que les chefs de file en matière de santé, les bailleurs
de fonds et les gouvernements, s’engagent à rendre public les
résultats des analyses des incidents touchant la sécurité du patient
et à mettre sur pied les établissements de base en prévention
des infections ainsi que les normes de contrôle et les pratiques
favorisant l’atteinte des résultats cliniques optimaux.

Sponsor: Mark Heller, Principal, Mark Heller Consulting

Physical plant infrastructure
Resolved, that the Canadian government acknowledge that
capital investments in renewal of healthcare facilities across the
country be eligible under the New Building Canada Fund and as
part of any future federal infrastructure programs.
Sponsor: Robert MacIsaac, President and CEO, Hamilton
Health Sciences

Commanditaire: Mark Heller, Principal, Mark Heller Consulting.

Équipements et infrastructures
matérielles
Il est résolu que le gouvernement du Canada reconnaît
que l’investissement des capitaux dans la rénovation des
établissements de santé à travers le pays sera admissible dans le
cadre du nouveau Fonds Bâtir le Canada et comme faisant partie
des futurs programmes fédéraux d’infrastructure.
Commanditaire : Robert MacIsaac, PDG, Centre des sciences
de la santé d’Hamilton.
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