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Tony Clement, come on down: Health Minister Tony Clement, pictured in this file photo on Parliament Hill, talks about Canada’s healthcare system in this week’s health public policy primer, p. 18.
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Health Minister Clement says doctor shortage 
a worldwide problem, is exploring all options

Health Minister Tony Clement says the 
doctor shortage in Canada is a problem, 

is not satisfied with the solutions to date and 
is exploring options.

“On Nov. 1 and 2, I travelled to Wash-
ington, D.C., to attend the Commonwealth 
Fund’s International Symposium and 
exchanged best practices with my interna-
tional counterparts. The shortage of physi-
cians is worldwide—globally we need over 
five million more health professionals than 
exist today. Nonetheless, the shortage of 
health professionals has been a long-stand-
ing problem. We inherited programs and 
I am not satisfied with the solutions that 
have been proposed—or the lack of them. I 
am exploring options,” Mr. Clement said in 
an email interview with The Hill Times last 
week for this week’s Health Policy Briefing, 
a public policy primer.

Meanwhile, Mr. Clement says the govern-
ment is making progress in the wait-times 
guarantee for health care, two years after 
promising to fix the problem. 

“The Health Council of Canada and the 
Wait Time Alliance of six medical specialty 
groups and the Canadian Medical Associa-
tion report that progress is being made in 
reducing wait times within the five priority 
clinical areas—cancer treatment, heart pro-
cedures, diagnostic imaging, joint replace-
ment and sight restoration,” Mr. Clement 
(Parry Sound-Muskoka, Ont.) told The Hill 
Times.  “Our government is working to 
ensure that wait-time guarantees will be 
part of the healthcare system, and citizens 
will be able to hold their governments 
accountable for delivering results.”

According to the Health Council’s report, 
Wading Through Wait Times, released in June 
2007, in almost all cases in all provinces wait 
times were decreased, but did not necessarily 
meet the prescribed bench marks. The report 
stated, however that because provinces have 
different measures and reporting methods, it 
was difficult to compare progress on a nation-
al level. The Fraser Institute, however, report-
ed in Waiting Your Turn: Hospital Waiting 
Lists in Canada that waiting times increased, 
from 17.8 weeks in 2006 to 18.3 weeks in 2007.

Last year, the Conservative government 
announced a Wait Times Reduction Fund, 
investing $5.5-billion, as well as an addition 
$1-billion, through an agreement with the 
provinces and territories to tackle at least one 
priority area to reduce wait times. “I am proud 
to say that our government is making great 
progress on wait times guarantees. Under the 
Liberals we had zero guarantees. Now we 
have a commitment to 13,” Mr. Clement said, 
pointing out that the government also invest-
ed $30-million in Budget 207 for the Patient 
Wait Times Guarantee Pilot Project Fund.

While wait times has been a hot topic for 
the government, most recently the Conser-
vatives have had to diffuse the controversy 
over the Chalk River nuclear facility. It has 
since become a political story with the public 
spat between Canadian Nuclear Safety Com-
mission president Linda Keen and Natural 
Resources Minister Gary Lunn (Saanich-Gulf 
Islands, B.C.), but the facility also had a health 
implication. Parliament passed Bill C-38, the 
Operation of the National Research Universal 
Reactor at Chalk River Bill, in order to restart 
the reactor, which was previously deemed 
unsafe by the Canadian Nuclear Safety Com-
mission, after it was revealed that the facility 
produces half the world’s medical isotopes for 
cancer and cardiovascular disease treatment.

“It was extremely important for Canadian 
hospitals and patients to have Chalk River’s 
NRU up and running, that was why all parties 
agreed in an emergency sitting of Parliament 
to restart the reactor,” Mr. Clement said. “On 
Dec. 19, I visited the NRU at Chalk River to 
thank the staff for their quick and safe restart 
of the reactor. Canadians can feel reassured 
by the swiftness with which healthcare pro-
fessionals worked together to address the 
urgent needs of patients.”

Some other priorities for the health minis-
ter include tackling healthcare issues as they 
relate to food and consumer product safety, 
the environment, and chemical management. 
Before the House broke for the Christmas 
recess, Mr. Clement announced that the gov-
ernment would table a Food and Consumer 
Safety Action Plan bill. “It is a comprehensive 
set of proposed new measures that will make 
Canadians safer by working with industry, 
informing consumers, and legislating tougher 
penalties. This plan will benefit all Canadians, 
and give them the peace of mind knowing 
that the food and products that they buy and 

give their children are safe,” Mr. Clement 
said, adding that this was his biggest priority 
for this session and one of his biggest chal-
lenges—to get the bill passed in a minority 
Parliament that’s poised to be defeated by the 
opposition for a late winter election.

“Canadians care about seeing that the 
products that they use and give their chil-
dren are safe. They care about knowing that 
they are safe from contaminants and toxins 
in food, and health and consumer products. 
… They do not care about partisan bicker-
ing. I will be working very hard this session 
to pass our government’s health care ini-
tiatives—this is what Canadians want and 
expect from their government.”

Mr. Clement also said that another pri-
ority area for the government is to work 
more on the connection between health and 
the environment. He said that he has been 
working on “health-environment linkages” 
through “a health-focused environment 
agenda aimed at improving the health of 
Canadians through concrete actions that 
decrease the risks to Canadians’ health 
from contaminants and toxins in food, and 
health and consumer products.”

In addition to the government’s priori-
ties, Mr. Clement also spoke about overall 
healthcare funding, the doctor and nurse 
shortages, foreign credentials, health 
research, the role of technology in health 
care and pandemic preparedness.

What is your No. 1 priority as Canada’s 
health minister?

“My first priority as Canada’s health min-
ister is to improve the health of all Canadi-
ans. My highest priorities include things like 
food and consumer product safety, health 
safety, health and the environment, chemi-
cal management. Areas such as doctors and 
hospitals are the direct responsibility of 
provincial health ministers, and while the 
federal government provides funding and 
direction in some areas, my job is to be the 
Health Minister for Canada.  

“My first priority for this session is tabling 
and passing the Food and Consumer Safety 
Action Plan. Prime Minister [Stephen] Harp-
er, [Agriculture] Minister [Gerry] Ritz and I 
announced the action plan on Dec. 17. It is a 
comprehensive set of proposed new measures 
that will make Canadians safer by working 
with industry, informing consumers and legis-

lating tougher penalties. This plan will benefit 
all Canadians, and give them the peace of 
mind knowing that the food and products that 
they buy and give their children are safe.

“On Jan. 15, we launched a public con-
sultation on the proposed Food and Con-
sumer Action Plan. The consultations on the 
proposed measures will provide interested 
Canadians, stakeholders, industry, provinces 
and territories with an opportunity to learn 
details of the plan and provide input on how 
it will be implemented.”

What is your No. 1 challenge?
“My biggest challenge this session will be 

passing important legislation with a minority 
government. Canadians care about seeing 
that the products that they use and give their 
children are safe. They care about knowing 
that they are safe from contaminants and 
toxins in food, and health and consumer 
products. Canadians want to know that their 
government will be fighting illegal drug 
crime, and preventing and treating drug 
addiction. They do not care about partisan 
bickering. I will be working very hard this 
session to pass our government’s health care 
initiatives—this is what Canadians want and 
expect from their government.”

What are some other important initiatives 
you and the government are working on 
for health care?

“There are a number of important initia-
tives that our government is working on for 
health care. As I mentioned, the Food and 
Consumer Safety Action Plan will be a major 
legislative initiative for this session. It is a 
comprehensive set of proposed new measures 
that will make Canadians safer by legislat-
ing tougher federal government regulation of 
food, health, and consumer products. 

“Another important initiative has been 
the National Anti-Drug Strategy. We’re 
replacing an old and unclear initiative with 
a strong and focused strategy that will be 
tough on drug crime and show compassion 
for victims. The strategy provides $63.8-mil-
lion over two years to prevent illegal drug 
use in young people, treat people who have 
drug addictions, and fight illegal drug crime. 

“The direct connection between health 
and the environment continues to be one of 

The challenge: ‘Improve 
the health of all Canadi-
ans’ by decreasing wait 
times, increasing access 
to doctors, and passing 
health safety legislation 
in a minority Parliament.

The solution: Increasing 
funding to provinces and 
territories through the 
Canada Health Transfer 
while addressing health 
care through food and 
consumer product safety, 
the environment, chemi-
cal management and 
using technology.

By BEA VONGDOUANGCHANH

Continued on Page 19

Clement’s on deck: Health Minister Tony Clement, pictured in this file photo at an Ottawa press conference, told The Hill Times last week that, ‘The Health 
Council of Canada and the Wait Time Alliance of six medical specialty groups and the Canadian Medical Association report that progress is being made in 
reducing wait times within the five priority clinical areas—cancer treatment, heart procedures, diagnostic imaging, joint replacement and sight restoration.’

Photograph by Jake Wright, The Hill Times
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the most important initiatives our govern-
ment is working on, and I have been working 
to address health-environment linkages that 
matter to Canadians. I have been working on 
a health-focused environment agenda aimed 
at improving the health of Canadians through 
concrete actions that decrease the risks to 
Canadians’ health from contaminants and tox-
ins in food, and health and consumer products.

“Some additional initiatives that I have 
taken as health minister have included the 
forming of Canada’s new Mental Health 
Commission, and the development of a 
comprehensive set of plans to manage the 
domestic response to health pandemics.”

Last year you announced four projects 
on wait-times guarantees, involving First 
Nations and pediatric care, and invested $1-
billion into a partnership with all the prov-
inces and territories to reduce wait times. 
What’s the progress on these initiatives? 
What’s happening with the wait-times guar-
antee? Have wait times been reduced?

“I am proud to say that our government is 
making great progress on wait-times guaran-
tees. Under the Liberals, we had zero guaran-
tees. Now we have a commitment to 13. 

“Last March, our government announced 
an agreement with all 13 provinces and ter-
ritories which agreed to establish wait-times 
guarantees. In support of this agreement we 
have provided more than $1-billion dollars to 
the provinces to help implement guarantees. 
This is in addition to the $41-billion in federal 
funding from the 2004 Accord, including a 
$5.5-billion Wait Times Reduction Fund.

“The government is currently review-
ing provincial/territorial proposals for pilot 
projects to test guarantees in a variety of 
clinical areas under the $30-million Patient 
Wait Times Guarantee Pilot Project Fund 
announced in Budget 2007. 

“Federal pilot projects are also underway 
in the areas of pediatric surgery and diabetes 
and prenatal care on First Nations reserves. 
Two pilot projects in the areas of prenatal 
care and diabetes care are underway in First 
Nations communities across the country. 
The third pilot project is testing patient wait 
times guarantees for diabetes foot ulcer care 
in Manitoba First Nations communities. The 
fourth pilot project is developing the first 
ever pan-Canadian database tool to collect 
paediatric surgical wait times data and will 
test a clinical recourse pathway in one of 
the six clinical areas being targeted by the 
project. The Hospital for Sick Children, Sick 
Kids, is leading the 15-month project on 
behalf of Canada’s 16 paediatric academic 
health science centres.

“The Health Council of Canada and the 
Wait Time Alliance (WTA) of six medical 
specialty groups and the Canadian Medical 
Association report that progress is being made 
in reducing wait times within the five priority 
clinical areas—cancer treatment, heart proce-
dures, diagnostic imaging, joint replacement 
and sight restoration. Our government is work-
ing to ensure that wait-time guarantees will be 
part of the health care system, and citizens will 
be able to hold their governments accountable 
for delivering results.”

Five million Canadians are without a fam-
ily doctor. In response to a Commonwealth 
Fund survey showing that Canada has the 
worst ranking of seven countries when it 
comes to wait times for seeing doctors and 
getting elective surgery, you told The Cana-
dian Press on Nov. 1, 2007, “The report indi-
cates that Canadians are saying the same 
thing to politicians that they’re saying to 
the Commonwealth Fund: access to physi-
cians and access to medical services has to 
improve. We share that concern.” What is 
your government doing to improve access 
to physicians and medical services? How 
does your government intend to address the 
shortage of doctors and nurses?

“On Nov. 1 and 2, I travelled to Washing-
ton, D.C., to attend the Commonwealth Fund’s 
International Symposium and exchanged best 
practices with my international counterparts. 
The shortage of physicians is worldwide—
globally we need over five million more 
health professionals than exist today. None-

theless, the shortage of health professionals 
has been a long-standing problem. We inher-
ited programs and I am not satisfied with the 
solutions that have been proposed—or the 
lack of them. I am exploring options.”

In order to meet the demand for doctors, Nick 
Busing, president of the Association of Facul-
ties of Medicine of Canada, told Maclean’s 
(Jan. 14, 2008) that in addition to having a 
minimum of 3,000 new entrants to Canadian 
medical schools every year, the government 
should be accrediting foreign medical schools 
to make it easier for the 1,500 Canadian medi-
cal students who study abroad every year to 
come back and practise here. He also said that 
the government should be helping foreign-
trained doctors who immigrate to Canada get 
licensed quicker to address the doctor short-
age. What’s your position? Do you agree?

“I agree that 
there are highly 
qualified internation-
al medical graduates 
in the provincial sys-
tems who are wait-
ing to be licensed to 
practise in Canada, 
and my department 
is working with our 
partners to increase 
assessment capacity 
to ensure that these 
individuals are able 
to obtain licensure as 
quickly as possible.”

Is the government 
working with prov-
inces to increase 
spaces in Canadian 
medical schools? 

“Don’t forget, the provinces have consti-
tutional jurisdiction over education, includ-
ing medical education. The federal govern-
ment provides funding to provinces through 
the Canada Health Transfer. The provinces 
have discretion on the use of these funds to 
address health human resources issues.”

What are you doing on the foreign creden-
tial front? 

“Our government is committed to its lead-
ership role in addressing the complex set of 
issues related to foreign credential recogni-
tion. Health Canada is addressing this situa-
tion by working collaboratively with HRSDC 
and CIC and with our provincial and territo-
rial partners, who are making their own sig-
nificant investments in this area.”

Finance Minister Jim Flaherty announced 
the Canada Health Transfer of $22.6-billion 
two weeks ago for this year. What will this 
money be used for?

“Our government committed to delivering 
six per cent annual growth in the Canada 
Health Transfer, and we are living up to that 
commitment. This year our government will 
provide over $22.6-billion in stable and grow-
ing cash support to the provinces and territo-
ries for the provision of health services. This 
funding will reach over $30-billion annually 
by 2013-2014. This is more financial support 
to the provinces and territories for health 
services than the previous centralist Liberal 
government.

 “In addition to the Canada Health Trans-
fer, budget 2007 invested $400-million for the 
Canada Health Infoway, $612-million to sup-
port provinces and territories to meet their 
patient wait time guarantees and $30-million 
over three years for patient wait time guaran-
tee pilot projects. This is another example of 
our government’s commitment to open feder-
alism and resolving fiscal imbalance. 

“Our government is proud of budget 2007 
and our fiscal balance package. This is a 
turning point in our history. Unlike our Lib-
eral predecessors who ignored the problem, 
our government not only acknowledged the 
difficult issue of fiscal imbalance, we faced it 
head on and provided a fair and reasonable 
solution that ensures that all provinces and 
territories will be better off and get more 
money for important matters such as health 
care, the environment, and infrastructure.”

What can Canadians expect in the upcom-
ing budget for health care?

“You’ll see when the budget is tabled.”

Budget 2007 gave Canada Health Infoway 
an additional $400-million to help prov-
inces and territories with electronic health 
records “that will reduce wait times and 
the risk of medical errors and lead to bet-
ter outcomes.” How successful has this 
been? Why is it important?

“Our government strongly believes 
that in order for our health care system to 
become more seamless and patient-cen-
tred with shorter waiting times and fewer 
medical errors, transferring paper records to 
electronic records is of the highest priority. 
Infoway has been supporting work towards 
the introduction of electronic health records 
(EHRs) in Canada since 2001, with sig-

nificant accomplish-
ments to date. For 
example, Edmon-
ton’s Capital Health 
Region, which has 
electronic health 
records in place for 
over 6,000 users, has 
documented a 50 
per cent reduction 
in requests for lab 
results in 18 months.  
A diagnostic imaging 
system in the Fraser 
Health Region in 
British Columbia is 
achieving estimated 
savings of $4.5-mil-
lion a year, based 
on an initial $11.8-
million investment, 
in reduced film and 

storage costs and improved productivity.
“Ultimately, the provinces and territories 

must determine their capacity and timelines 
to implement electronic health records. There-
fore, Infoway will be investing the latest $400-
million in projects which will take place over 
the next several years. The $400-million allo-
cated to Infoway in budget 2007 both supports 
the continued development of EHRs toward 
the 50 per cent goal and complements other 
investments to improve governments’ prog-
ress toward patient wait time guarantees—
namely, the $612-million trust for provinces 
and territories to introduce selected patient 
wait times guarantees and the $30-million 
patient wait time guarantee pilot project fund 
being implemented by Health Canada.”

 
Canadian Nurses Association president Mar-
lene Smadu said last year that  “fast, efficient 
communication and information are not add-
ons; they are fundamental to good care and 
patient outcomes.” Do you agree? What is the 
government doing to help foster health inno-
vation and technology? 

“Absolutely! I know that Canada faces 
tough questions about its role in the chang-
ing global economy. In this new economy, 
competitiveness and productivity are deter-
mined by how effectively and how rapidly 
nations can translate emerging knowledge 
into new and innovative products, policies 
and services. Health care innovations, fuelled 
by research, have significant economic 
potential for Canada. 

“And that is why under our government, 
funding to Canadian Institutes of Health 
Research has risen to its highest level ever, 
almost $1-billion. CIHR is focused on creat-
ing the tools and programs that will help 
build successful commercialization activities 
within Canada’s health research community. 
Our goal is to help CIHR create the environ-
ment, the talent and the programs necessary 
for Canada to reap the economic benefits 
of health research: high-quality jobs; inter-
nationally-competitive biotechnology firms; 
increased direct foreign investment and 
increased productivity.” 

When Dr. Brian Day became president of 
the Canadian Medical Association, he said, 
“there is a role for the private sector.” He 
also said, “We must modernize the Canada 
Health Act, which is based on principles 

developed over 40 years ago.” Do you 
agree? Is it time for the federal govern-
ment, provinces and territories to revisit the 
Canada Health Act?

“Our government has no plans to over-
haul the Canada Health Act.”

Is Canada’s healthcare system sustainable?
“Yes, with innovation, good management, 

and common sense it is.”

Auditor General Sheila Fraser wrote in her 
audit on the Atomic Energy of Canada Ltd., 
that it will cost $600-million in the next five 
years and $850-million “to replace or refur-
bish” the infrastructure at the Chalk River 
nuclear facility, which supplies medical iso-
topes to half the world. How critical was it 
for Canadian hospitals and patients to have 
this facility up and running again? Will the 
government “replace or refurbish” it?

“It was extremely important for Canadian 
hospitals and patients to have Chalk River’s 
NRU up and running, that was why all par-
ties agreed in an emergency sitting of Parlia-
ment to restart the reactor. Isotopes from 
the Chalk River facility are used to produce 
medical radioactive isotopes, which are used 
to diagnose and treat cancer and cardiovas-
cular disease. More than half the isotopes 
used around the world are produced at the 
Chalk River facility.

“On Dec. 19, I visited the NRU at Chalk 
River to thank the staff for their quick and 
safe restart of the reactor. Canadians can 
feel reassured by the swiftness with which 
healthcare professionals worked together 
to address the urgent needs of patients. Any 
questions about ‘replacing or refurbishing’ 
the reactor would have to be posed to the 
Minister of Natural Resources.”

What kind of a role is the federal government 
playing when it comes to health research?

“Our government has been investing sig-
nificantly in health research, more than any 
government before. This year, funding for the 
major federal agency responsible for funding 
health research, the Canadian Institute for 
Health Research, has risen to its highest level 
ever—almost $1-billion. CIHR supports more 
than 11,000 researchers and researchers in 
training as part of the federal government’s 
investment in health research. Our govern-
ment has also invested $111-million dollars 
into the Canadian HIV  Vaccine Initiative. In 
partnership with the Bill and Melinda Gates 
foundation, which contributed $28-million to 
the Initiative, Canada is becoming a world 
leader in the comprehensive and long-term 
approach in the global fight against HIV/AIDS. 
Our partnership with the Bill and Melinda 
Gates Foundation is one of tremendous honour 
and immense pride for our country.”

What are Canada’s challenges when it 
comes to pandemic preparation? How pre-
pared is Canada?

“We are much better prepared now, but 
there is no way of being perfectly prepared. 
I am proud to say that the World Health 
Organization has recognized Canada as a 
leader in pandemic preparedness and one of 
the few countries in the world to put in place 
a domestic contract for pandemic influenza 
vaccine production.

“In budget 2006, the government invested 
$1-billion over five years towards pandemic 
readiness to ensure Canadians are prepared 
in the advent of an influenza pandemic. 

“Planning for a pandemic requires a 
high level of coordination among all levels 
of government. It is essential to clarify roles 
and responsibilities of all those involved in 
emergency response, governments, public 
health officials and health care workers, in 
the event of a pandemic.

“Our government continues to work 
with the provinces and territories on a bal-
anced, multifaceted approach to pandemic 
preparedness. Canada has a comprehen-
sive pandemic influenza plan that includes 
detailed preparedness and response steps 
and roles for all key health partners includ-
ing provinces and territories.”

bvongdou@hilltimes.com
The Hill Times

‘I am proud to say that 
our government is 

making great progress 
on wait-times guarantees. 
Under the Liberals, we had 
zero guarantees. Now we 

have a commitment to 13.’
—Health Minister 

Tony Clement 
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Dr. Ruth Wilson has been a family phy-
sician for the past three decades and has 
a hectic career. Since last October, the 
55-year-old medical graduate from the 
University of Toronto has served as presi-
dent of the College of Family Physicians 
of Canada; teaches family medicine at 
Queen’s University in Kingston; and is in 
practice through which she regularly sees 
patients and, as she proudly points out, 
delivers babies. When her schedule gets 
too jammed, her husband—Dr. Ian Casson, 
also a family doctor—steps in to help with 
her patient load.

“We spell each other off,” explains Dr. 
Wilson, who has five adult children.

But come the day when she decides to 
retire, she will leave big shoes to fill—as 
will her contemporaries who decide to do 
the same over the next few years.

“When we retire, it will take more 
than one doctor to replace us,” says Dr. 
Wilson. “Doctors coming behind us have 
a different work life than we do—and 
good for them.”

Recent statistics support her opinion. 
According to recently released results 
from the 2007 National Physician Survey 
(NPS), 27 per cent of 19,239 physician-
respondents said they had reduced their 

weekly work hours. One-third (35 per cent) 
said they planned to do so over the next 
two years.

In addition, six per cent of doctors plan 
to retire from clinical practice and another 
one per cent said they would leave practice 
for other reasons in the next two years. Of 
new physicians under the age of 35, 55 per 
cent are women.

“The effect of these changes could 
mean that as the baby-boom generation 
gets older, over 4,000 physicians will cease 
their medical practice within the next two 
years,” said the NPS, which is conducted 
jointly by the College of Family Physicians, 
the Canadian Medical Association and the 
Royal College of Physicians and Surgeons 
of Canada.

As the CMA points out, 300,000 people 
in Canada will turn 65 within the next 
year—the highest annual level on record. 
Furthermore, the average age of Cana-
dian physicians is 50. And as they begin to 
retire, the current doctors’ shortage could 
only get worse in dealing with the coun-
try’s aging—and growing—population set 
to increase by 1.3 million people four years 
from now.

By then, 5,200 more doctors will be 
needed to cover about four million more 
Canadians, which includes the current 3.3 
million without a family physician, accord-
ing to the CMA.

(An August 2007 Decima Research poll 
found of those with no family physician, 41 
per cent reported they could not find one 
over the past year.)

Currently, there are 32,708 family 
doctors in Canada—a number the CMA 
expects will increase to 36,357 by 2012, but 
1,551 fewer than the number that will be 
needed.

And Canada falls short of international 
standards. The Organization for Economic 
Co-operation and Development average 
number of physicians per population is 36 
per cent higher than Canada’s. To match 
the OECD ratio, the CMA says that Canada 
would need 26,000 more doctors.

According to the association’s presi-
dent, Dr. Brian Day, Canada went from 
being fourth in the world for the number of 
physicians per 1,000 people in 1970, to 24th 
out of 28 OECD countries today.

“We are nowhere near getting to the 
OECD average,” he says, adding that an 
estimated 4,000 doctors have left Canada 
between 1991 and 
2004.

“We need to tar-
get certain areas, 
and one, in par-
ticular, is medical-
school intake and 
in the short-term, 
need to attract 1,500 
Canadians that have 
been forced to go 
to medical schools 
outside the country 
because we don’t 
have spots for them 
here. And maybe 
it’s time to consider 
independent medi-
cal schools, such as 
those at Harvard 
and Yale, which 
aren’t  taxpayer-
funded.”

A recent Canadian Medical Associa-
tion Journal editorial pondered the idea 
of reducing medical school training from 
four to three years, resulting in an annual 
saving for Canadian taxpayers of about 
$170,000 per student.

Dr. Day also points out that as the U.S. 
moves toward a Nov. 4 presidential elec-
tion, “every single candidate is promis-
ing to deal with the 47 million uninsured 
people in the United States.”

Declares Dr. Day: “We have free trade 
with the U.S. when it comes to doctor 
migration and we’re historically one of the 
biggest providers of medical manpower to 
the United States. If they succeed in giving 
those 47 million people access to medical 
insurance, they’re going to want doctors 
and it’s going to add significantly to pres-
sures on our side.”

As it is, some specialists—half of newly-
trained orthopedic surgeons, for instance, 
leave Canada within five years of gradu-
ating—“because the system encourages 
health facilities to ration resources as a 
way to deal with budgets, and rationing 
leads to wait lists,” says Dr. Day, a 60-year-
old, Liverpool-born orthopedic surgeon 
based in Vancouver.

The CMA has called on the federal 
government to establish a $1-billion, five-
year healthcare resource fund that would, 
in part, expand the capacity at medical 
schools and other health and science cen-
tres, and develop a “repatriation/retention 

strategy” to attract healthcare profession-
als who have left the country.

“We need at least another 500 medical 
spots in Canada,” says Dr. Wilson, who 
estimates there are currently 2,500 medical 
students across Canada.

A 1991 report by health economists 
Morris Barer of the University of British 
Columbia and McMaster University’s Greg 
Stoddart, prepared for the federal and pro-
vincial deputy health ministers on the sup-
ply of Canadian physicians, recommended 
that medical school admissions be cut by 
10 per cent, but not in isolation from a list 
of other recommendations on physician-
manpower issues.

Nevertheless, the cuts were imple-
mented and Canada’s 16 (now 17) medical 
schools only had about 1,500 entry posi-
tions during the 1999-2000 academic year.

In a position statement, the College of 
Family Physicians has proposed a target 
of 95 per cent of Canadians having their 
own family doctor by 2012—a timeline that 
would allow for the training new medical 
graduates require in family medicine “and 
the kinds of supports that need to be put 
in place to recruit and retain family physi-
cians in practice.”

Currently, about one in four family 
doctors in Canada graduated from medi-
cal schools outside the country, says Dr. 
Wilson.

“At Queen’s, we have just over 100 
family medicine residents and 34 of them 
are internationally trained,” she explains. 
“Except for one, all went abroad because 
it’s so difficult to get a spot in a Canadian 
medical school.”

Federal Green 
Party Leader Eliza-
beth May says her 
party would work 
with healthcare 
professional asso-
ciations to expe-
dite the review of 
foreign credentials 
for doctors and 
nurses and explore 
ways of attracting 
more students to 
medical schools 
by  e l iminat ing 
or reducing the 
financial barri-
ers they face with 
high tuition costs 
in exchange for 
working  in  an 
u n d e r- s e r v i c e d 

rural or remote region following gradua-
tion.

The deregulation of medical school 
tuition fees, at the provincial level, coupled 
with the debt-burden of student loans, 
has made becoming a doctor in Canada a 
costly venture, says Dr. Wilson, who sees a 
role for the federal government to play in 
dealing with the shortage of doctors.

She would like Health Minister Tony 
Clement (Parry Sound-Muskoka, Ont.) to 
both increase medical-school enrolments 
and positions for family-medicine resi-
dents across the country.

“We need to continue to find ways to 
seek value and importance of family doc-
tors in the healthcare system while uphold-
ing universal access to a single-payer sys-
tem,” says Dr. Wilson. “We also don’t have 
a place where all the players—doctors, 
nurses, health professionals—can meet 
and strategize on national health human 
resources issues.”

“As a result, decisions are made in a 
very fragmented way.”

And for too long the discussions have 
been focused in Ottawa, says Linda Silas, 
president of the Ottawa-based Canadian 
Federation of Nurses Unions.

She says that while Health Canada is 
working on its next pan-Canadian health 
human resources strategy for 2008-2012, 
it’s time to “stop asking questions” and 
implement some of the strategy’s long-
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Canada expected to face nursing 
shortage of 78,000 by 2011
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‘It’s time we do something dramatic 
and my message to the Prime 

Minister has always been if we had 
a shortage of police officers in this 

country—as we have with 
approximately 20,000 nurses 

missing in the system—don’t you 
think we would react a lot quicker, 

just for the security of our 
communities?’ —Linda Silas, 

Canadian Federation of Nurses Union
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standing recommendations targeted to the 
workplace: to ensure there’s enough of 
the “right types” of healthcare providers; 
recruit more healthcare professionals and 
retain them; and focus on “inter-profes-
sional education for collaborative patient-
centred practice.”

Says Ms. Silas: “We should have a steer-
ing organization that makes sure that 
if there is something innovative in New 
Brunswick, it can be implemented in Brit-
ish Columbia, or if there’s a surplus of stu-
dents in Vancouver, they should be allowed 
to apply to schools that might have vacan-
cies in Ontario.

“We don’t have those kinds of pro-
grams right now, and employers are 
missing that co-ordination and facilita-
tion that the federal government can be 
doing.”

She says that attention should also 
be given to providing co-mentoring pro-
grams for nurses, and more collaborative 
inter-professional care involving them 
and family doctors—a position that the 
College of Family Physicians and the 
Canadian Nurses Association (CNA) both 
advocate.

Clearly, though, the priority is attract-
ing more nurses into the profession—and 
keeping them, perhaps the greatest chal-
lenge of all.

The first-ever National Survey of the 
Work and Health of Nurses, released 
by Statistics Canada in December 2006, 
found that the proportion of Canada’s 
314,900 nurses (95 per cent of which 
were women, based on 2005 figures) who 
reported a high level of work stress was 
higher than that for employed people 
overall.

Nearly one-third (31 per cent) of 
female nurses were classified as hav-
ing high job strain, compared to 26 per 
cent of all employed women. Seventeen 

per cent of those who perceived high 
job strain reported 20 or more sick days 
over a one-year period, while almost 
half of the nurses (46 per cent) reported 
that their employer expected them to 
work overtime.

One in three regularly worked paid 
overtime, for an average of five hours per 
week. One-half said they regularly work 
unpaid overtime, averaging four hours 
per week.

Ms. Silas amplifies the situation with 
more dramatic calculations.

“Nurses are working 18 million hours 
of overtime a year, which equates to 
10,000 full-time jobs. And their sick time 
equates to 9,000 full-time jobs. This is a 
critical situation,” she says. “It’s all the 
more critical when one considers what 
lies ahead.”

By 2011, Canada is expected to face 
a shortage of 78,000 nurses, according 
to the Canadian Nurses Association. By 
2016, the number is expected to swell to 
113,000.

Says Ms. Silas: “When all the cuts were 
done to balance the budget in the 1990s, 
they were all done on the back of health-
care—and 70 per cent of the healthcare 
budget is human resources, mostly nurses 
and doctors.”

Ms. Silas, a 46-year-old, New Bruns-
wick-born registered nurse who spent 25 
years in her profession and has been presi-
dent of the nurses’ federation since 2003, 
says that nurses have been particularly 
hard hit by budgetary cuts.

She explains that in the early 1990s, 
about 12,000 nursing graduates were enter-
ing the system—a number that later plum-
meted to around 4,000 around 1995 and is 
now in the 8,000 range.

It’s a far cry from the situation in the 
1980s, Ms. Silas—then a newly-minted 
RN—recalls.

“There wasn’t a shortage and a lot 
more teamwork,” she says. “My base in 

nursing wasn’t at university. It’s when I 
started to work and had great mentors. 
It was easier to become a nurse—and a 
great one. But today, nurses jump into a 
system that’s overloaded and they don’t 
know where to fit.”

Ms. Silas explains that 60 per cent of 
nurses—just two years after their gradu-
ation—are showing signs of burnout and 
are already thinking about leaving the pro-
fession, according to research conducted 
by nursing professor Heather Laschinger 
at the University of Western Ontario in 
London.

Meanwhile, the retirement age for nurs-
es has fallen from the 62-to-63-range to 
around 57.

“We did not see signs of burnout in new 
graduates and nurses retiring before 60,” 
says Ms. Silas of the situation a decade 
ago. “Now we know we have to implement 
new ways of working in healthcare and 
have to do it quickly.”

Some of the ways would be to attract 
retired nurses back into the workforce—
as The Ottawa Hospital has done—as 
well as waiving tuition for nursing and 
medical students “for a fixed number of 
years.”

Explains Ms. Silas: “It’s time we do 
something dramatic and my message to 
the Prime Minister has always been if 
we had a shortage of police officers in 
this country—as we have with approxi-
mately 20,000 nurses missing in the sys-
tem—don’t you think we would react a 
lot quicker, just for the security of our 
communities?”

An Ipsos Reid poll, conducted on behalf 
of the Canadian Federation of Nurses 
Unions last May, found that 90 per cent of 
Canadians surveyed felt that hiring more 
nurses would help reduce medical or surgi-
cal wait times.

As well, 67 per cent said nurses and 
doctors should be recruited by giving them 
free university tuition.

And, 84 per cent said they trust informa-
tion coming from organizations represent-
ing nurses (and 77 per cent from doctors’ 
groups), compared to 57 per cent inclined 
to trust the federal health minister—and 
worse, only 51 per cent who felt the same 
about information from “editorial writers 
and commentators.”

However, Ms. Silas’s focus is the federal 
government, which doesn’t score many 
points from her on how it approaches the 
health file.

“There is a sense by national organiza-
tions in healthcare that the Harper govern-
ment wants to walk away from its respon-
sibilities in healthcare and get out of any 
social services that are handled by the 
provinces.”

But the one thing doctors or nurses don’t 
need are more studies, insists Ms. Silas.

She says that reports and surveys on 
shortages and retention-recruitment issues 
affecting doctors and nurses have been 
done as far back as a decade ago when 
Allan Rock held the health portfolio in for-
mer prime minister Jean Chrétien’s Liberal 
government.

“The sad thing is that we’re no better 
than we were 10 years ago,” says Ms. Silas. 
“Healthcare workers are getting very tired 
and who’s suffering are patients and their 
families.”

NDP health critic Judy Wasylycia-Leis 
(Winnipeg North, Man.), who recently 
organized a roundtable of healthcare 
professionals to discuss the shortage 
they face, says the issue doesn’t just 
affect doctors and nurses, with half of 
the country’s medical technologists set to 
retire by 2016.

She explains that while various initia-
tives are underway at the provincial level, 
with Manitoba adding nursing school spots 
and Saskatchewan, through a partnership 
with the federal government, is increasing 
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Canadians care about lung health. So should you. Here’s why:
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obstructive pulmonary disease (COPD), and lung cancer.
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the number of aboriginal healthcare work-
ers, the federal government has a “critical 
role” to play by investing in training as 
called for by the CMA and the CNA.

Employment Insurance resources could 
also be used to train nurses and other 
healthcare workers while providing them 
with some financial assistance, adds Ms. 
Wasylycia-Leis.

“We have to make sure that the public 
system is equipped with the resources to 
provide the best technology, and is co-ordi-
nated to ensure we’re not wasting time and 
having facilities that are not fully opera-
tional,” she explains.

“We’ve got a good system that needs a 
new management style, new approaches 
around cooperation and coordination, and 
a new role by the federal government in 
terms of working with the provinces in 
dealing with the skills shortage to pro-
mote and fund pilot projects that actually 
work—whether it’s training people to work 
in healthcare or to make the community 
health system much more efficient and 
effective in terms of meeting needs.”

The CNA would like the federal govern-
ment to make investments in technology—
from electronic health records to techno-
logical support that would assist nurses 
and other healthcare workers to do their 
jobs more efficiently, says president Mar-

lene Smadu, who is also a registered nurse 
and serves as the Regina-based associate 
dean of the University of Saskatchewan’s 
college of nursing.

She explains that the federal govern-
ment has already helped fund a national 
nursing portal, which provides CNA-mem-
ber nurses with information and resources 
related to their profession.

“But walk into many facilities in Sas-
katchewan, and nurses wouldn’t have 
access to a computer,” says Ms. Smadu. 
Electronic health records are also abso-
lutely critical so that patients don’t have to 
repeat their medical histories and medica-
tion every time they are treated.

“There are opportunities in the exist-
ing system where we can do things bet-
ter and be really clear about having to 
look for solutions. It’s not just saying we 
need more 18 or 20 year-olds educated 
as physicians and nurses. We have to put 
resources into reducing the health needs 
of the population. If we don’t start dealing 
with obesity and lifestyle issues—and put-
ting more financing into chronic-disease 
management—we’re always going to be at 
the other end catching people because we 
haven’t dealt with them upfront.”

The CNA has proposed six strategies 
to improve productivity in the health sec-
tor, including strengthening workflow 
design and optimizing the work of profes-
sional staff, which could help address fac-

tors leading to absenteeism and increase 
employment rates.

“There’s tons of room for efficiency and 
innovation,” says Ms. Smadu. “We found 
that a significant number of nursing hours 
could be made available if, for instance, 
nurses aren’t emptying wastebaskets or are 
using handheld personal digital assistants 
instead of writing 
out patient charts 
in longhand.”

I n  t e r m s  o f 
a t t r a c t i n g  n e w 
nurses and other 
healthcare work-
ers, Canada should 
be “entirely self-
sustaining in terms 
of educating the 
number of provid-
ers we need and not 
be poaching from 
other often-poor-
er countries,” she 
explains. “That’s 
actually unethical.”

Janet Hatcher 
Roberts , execu-
tive director of the 
Canadian Soci -
ety for International Health who recently 
served as director of health migration for 
the International Organization for Migra-
tion in Geneva, recalls being in Guyana 
when a Canadian was among the recruiters 
trying to lure doctors out of that country.

“One hundred per cent of the [medi-
cal] graduating class had tickets out of 
the country,” says Ms. Hatcher Roberts, 
who adds that Canadian nurses are often 
enticed to leave this country and pursue 
their profession, but end up with jobs in 
restaurants or as nannies—or worse, in the 
sex trade “or other unsafe work.”

Ms. Smadu points out that Saskatch-
ewan, which has traditionally been an “out-
migrator” of nurses, now has its provin-

cial government attracting nurses back by 
helping to pay their moving expenses and 
offering an undergraduate nursing bursary 
program to those who spend their initial 
post-grad years working in the province, a 
move that has resulted in the retention of 95 
per cent of new grads.

And in Nova Scotia, nurses are being 
fully integrated 
into family-practice 
clinics and work-
ing closely with 
physicians, which 
has resulted in a 
reduction of wait 
times from weeks 
to the same day or 
next day.

“If the work-
place improves and 
there’s the right 
equipment, nurses 
will stay,” she says, 
adding that only 
about half of Can-
ada’s 250,000 RNs 
are working full-
time.

“Politicians say 
they’re prepared to 

educate more nurses, but it won’t do any 
good if they throw them into a system that 
they haven’t already adjusted to ensure the 
nurses are going to stay,” says Ms. Smadu. 
“The current generation of nurses want 
to be involved in meaningful work. And 
when asked what influences their choice of 
employers, they are most likely to say they 
want to be incorporated into a positive 
work environment with a team approach 
supported by experienced nurses and other 
providers as mentors. New graduates are 
not expecting to work a 100-hour work-
week their predecessors did. They want 
quality of life and to do a good job.”
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healthcare professionals
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‘If we don’t start dealing with 
obesity and lifestyle issues—

and putting more financing into 
chronic-disease management
—we’re always going to be at 
the other end catching people 
because we haven’t dealt with 

them upfront.’ —Marlene 
Smadu, Canadian Nurses 

Association President
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As candidates vying for this year’s presi-
dential nomination in the United States look 
to Canada when arguing the merits or defi-
ciencies of the American healthcare system, 
this country’s federal politicians gearing 
up for a possible election here should con-
sider the recent results of an internation-
al health policy study that gave Canada’s 
public healthcare system lower marks in 
some instances than the patchwork system 
in place in the U.S.Of about 12,000 adults 
surveyed in seven countries, 60 per cent of 
3,003 Canadian participants said that “fun-
damental changes” are needed in Canada’s 
healthcare system, according to The Com-
monwealth Fund’s 10th annual telephone 
survey released last fall. (The Health Council 
of Canada partnered with the New York-
based private health research foundation on 
the Canadian portion of the survey.)

None of the other participating coun-
tries—Australia, Germany, the Netherlands, 
New Zealand, the United Kingdom and the 
U.S.—registered as high a percentage in the 
survey. In the next-highest country, the U.K., 
57 per cent of 1,434 people surveyed said that 
fundamental changes were needed there. In 
the U.S., only 48 per cent felt the same way.

However, more Americans—34 per 
cent—said their healthcare system needed 
to be rebuilt “completely.” In Canada—only 
12 per cent (the second lowest behind Hol-
land, at nine per cent)—said the same thing.

Perhaps the area of greatest concern for 
Canada involves access.

Only 22 per cent of Canadians said they 
could get a same-day appointment with 

a physician when they’re sick or require 
medical attention. That placed Canada 
behind the U.S., where 30 per cent of Amer-
icans submitted the same response.

In contrast, more than 40 per cent of 
patients in Australia, the Netherlands and 
the U.K., and over 50 per cent of those in 
Germany and New Zealand, said they were 
able to arrange for a same-day medical 
appointment with a doctor.

On another related issue, Canada regis-
tered the highest percentage. Thirty per cent 
of Canadian patients said they had to wait 
six days or more to see a doctor compared 
to 20 per cent of respondents in Germany 
and the U.S. At the lower end of the scale, 
only five and four per cent of patients in the 
Netherlands and New Zealand respectively 
had the same experience.

Canada and the U.S. also tied—at 38 per 
cent—of people reporting that it was “very 
difficult” to get medical care at night or on 
weekends or holidays, compared to only 12 
per cent in the Netherlands, the lowest rate.

Not surprisingly then—and particularly 
in the case of Canada—more people in this 
country and the U.S. said they relied on 
hospitals for treatment.

Over a two-year period, 39 per cent of 
Canadians and 36 per cent of Americans 
visited an emergency room, compared to 
patients in Holland—again reporting the 
lowest rate at six per cent. Canada also 
recorded the highest percentage (16) of 
emergency room visits for a condition that 
could have been treated by a physician, if 
one had been available.

And when it came to waiting times for 
elective or non-emergency surgery, Cana-
da’s score was mixed.

Though 72 per cent of Canadians (the 
highest percentage) said they waited less 
than a month, 14 per cent (the highest next 
to the U.K. at 15 per cent) reported a wait-
ing time of more than six months. Only two 
per cent of those in the Netherlands (the 
lowest rate) reported waiting as long.

Canada could take a lesson from the 
Dutch experience, suggests Robin Osborn, 
vice-president and director of the interna-
tional program in health policy and prac-
tice at The Commonwealth Fund.

For instance, after-hours care in the 
Netherlands is not an issue since patients 
have round-the-clock access to physicians.

“They’ve got groups of doctors working 
together, covering up to 500,000 people in 
some areas,” explains Ms. Osborn, who was 
one of the researchers involved in the survey.

“There are places people can go to and 
doctors even make house calls. There are a 
lot of ways of keeping people out of emer-
gency rooms.”

She says that while some of Canada’s 
access-related problems may be partly the 
result of federal budget cuts on healthcare 
spending in the 1990s, those issues could be 
addressed—and possibly rectified—through 
the adoption of a “medical home” model.

“A medical home is a place that pro-
vides comprehensive, coordinated, con-
tinuous patient-centred primary care,” says 
Ms. Osborn. “It’s not necessarily a physical 
place, but it provides that service for a 
patient, including after hours—and knows 
the patient’s medical history and coordi-
nates the care required.”

Through such a medical-home system, a 
patient’s electronic medical records would 
be available to healthcare practitioners 
through the chain of care—from the family 
physician, who initially sees the patient, 
to the specialists, pharmacists and others 
involved in the treatment regime.

But Dr. Ruth Wilson, president of the 
College of Family Physicians of Canada, 
says that medical-home concept is alive 
and well in this country.

“It’s the family physician, and 50 per 
cent of doctors are family physicians. Our 
healthcare system was founded on the idea 
of the family doctor’s office as the medical 
home for patients,” she explains.

According to The Commonwealth Fund 
survey, 84 per cent of Canadians had a regu-
lar doctor; 67 per cent of respondents here 
also said their doctor “always” knows impor-
tant information about their medical history.

In terms of contacting their doctor by 
phone during regular hours, 44 per cent of 
Canadian patients said it was “very easy,” 
while 34 per cent said it was “somewhat 
easy.” As well, 47 per cent said their regu-
lar doctor “always” coordinates care they 
receive from “other doctors” or “places.”

Based on these findings, 48 per cent 
of Canadian adults have a medical home, 
says The Commonwealth Fund.

That’s a percentage point higher than as 
reported in the Netherlands, but below the 
experience in the U.S. (50 per cent), Australia 
(59 per cent) and New Zealand (61 per cent).

In its 2007 survey, The Commonwealth 
Fund also looked at the co-ordination of care 
over a two-year period, and found that Cana-
da scored relatively well on two points. Only 
11 per cent of Canadian respondents said that 
test results or records were not available at 
the time of their appointment, and only five 
per cent reported the incidence of their doctor 
ordering tests that had already been done.

The survey then looked at these two co-
ordination problems vis-à-vis whether a 
patient had a medical home or not and found 
that those that did reported fewer problems (10 
per cent) than those that did not (19 per cent).

Most Canadian patients also said their 
doctor helped refer them to a specialist (63 
per cent) and provided that practitioner 
with information about their condition or 
problem (76 per cent). And again, those 
Canadians with a medical home were more 
likely to report this (69 per cent) than those 
without one (56 per cent).

This medical-home advantage appears 
in other results:

•69 per cent of Canadians said their 
regular doctor seemed informed about the 
care they received in an emergency room 
compared to 44 per cent of those without a 
medical home;

•79 per cent with a medical home indi-
cated their doctor always explains things, 
spends enough time with them and involves 
them in decisions—compared to only 51 
per cent of Canadian patients without such 
an arrangement;

•88 per cent of Canadians (medical 
home) rated the quality of care received 
from their doctor as “excellent” or “very 
good” compared with 57 per cent without a 
medical home;

•38 per cent of Canadians with a chron-
ic condition (medical home) said their doc-
tor gave them a written plan for managing 
their care at home compared to 28 per cent 
(no medical home)—while only 11 per cent 
(medical home) said they received conflict-
ing information compared to 20 per cent 
without a medical home; and

•17 per cent of chronically ill Canadi-
ans (medical home) reported a medical 
mistake, wrong dose of medication or lab-
test error compared to 29 per cent of those 
without a medical home.

Overall, 28 per cent of Canadians with two 
or more chronic conditions reported some 
medical error in the past two years. And the 
incidence of errors increased when three or 
more doctors were involved as compared to 
one doctor, or 30 per cent versus 13 per cent.

And having a medical home made a dif-
ference when it came to Canadians’ views 
about the country’s healthcare system. Of 
those who felt it needed to be completely 
rebuilt, 10 per cent were attached to a med-
ical home and 15 per cent were not.

So, if Canada is to improve its health sys-
tem, the emphasis should be on promoting 
medical homes, according to Ms. Osborn.

As she explains: “For primary care infra-
structure, a medical home has all those 
good things: a regular doctor who knows 

Most Canadians think healthcare 
system needs to be changed, 
says international survey
But more Americans—34 per cent—said their healthcare 
system needed to be rebuilt ‘completely.’ In Canada—
only 12 per cent said the same thing. What’s going on?

By CHRISTOPHER GULY

Continued on Page 36
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Why are some people 
healthy and others 

not?  What factors impact on 
health? How can inequali-
ties in health be reduced?

These questions lie at 
the core of a review being 
undertaken by the Stand-

ing Senate Committee on Social Affairs, 
Science and Technology. The focus of our 
current work is to examine and report 
on the impact of the multiple factors and 
conditions that contribute to the health of 
Canada’s population—known collectively 
as the social determinants of health. 

Of course, this is not a new debate. These 
questions have been posed before over 
many decades and have generated much 
discussion and debate spanning many disci-
plines. In many cases, the answers to these 
questions have been well-articulated. We 
know that health stems from a lot of things. 
It is linked to our education, our income 
level, our support networks, our environ-
ment, and our sense of having some level of 
control over our lives. In fact, our longevity 
and overall feeling of ‘good health’ is strong-
ly related to a combination of our social, 
economic and cultural circumstances.  

The real story that needs to be better 
understood is that opportunities for good 

health and the conditions and factors that 
impact on it are not, however, equally acces-
sible to everyone. True, the largest gap lies 
between the richest and the poorest of 
Canadians. But the middle classes are also 
affected.  One of the most frequent and most 
pervasive of all the observations made in the 
history of public health research is the fact 
that the lower one is situated in the social 
hierarchy—as defined by work, housing 
conditions, education level, income status, 
etc., the lower one’s life expectancy and the 
probability of staying in good health. And 
while the health of Canadians (as measured 
by the crude measures used) is good on aver-
age, compared with other equally developed 
countries, the range within Canada is very 
wide. Consistent data show that observed 
disparities in population health are highly 
correlated with disparities of educational sta-
tus, income status, social status, etc. 

Despite a growing body of knowledge 
confirming the importance of social, eco-
nomic and cultural factors and their impact 
on sickness (and health), we continue to 
invest an increasing portion of our limited 
resources on health care. Today, for example, 
Ontario spends about 52 cents out of every 
dollar on health care. Finding ways to curb 
the ever-increasing expansion in healthcare 
budgets is a common challenge across this 
country and in other parts of the developed 
world. The real paradox, of course, is that 
escalating healthcare spending constitutes a 
threat to a healthier population. If the truth 
be told, increased expenditures on health-
care are likely impacting negatively on the 
general health of our population by virtue of 
diminished investments in other areas like 
education (especially early childhood educa-
tion), public housing, income security, and 
other public services.

For all the money spent, over 10 per 
cent of our GNP, the Conference Board 
of Canada ranked Canada 13th in overall 
performance of its healthcare system. The 
World Health Organizations ranked us 15th. 
The relationship between the health of a 
nation and its productivity is inescapable. 
The World Economic Forum, in its annual 
competitiveness review ranked Canada 16th 

out of 25. The Conference Board ranked us 
14th out of 17th nation’s surveyed in terms 
of our R&D and innovation. These rankings 
compel us to give serious thought to the way 
we are investing in the health of our nation.

We know much about what we could 
(and should) be doing to mitigate the most 
serious inequalities given sufficient com-
mitment and investment. 

Finding different ways to enhance edu-
cational upgrading, counteract poverty, help 
individuals in times of economic or other 
difficulties, tackle environmental issues, pro-
vide family support, and stimulate economic 
and social growth would probably have just 
as much—if not more—impact on our health 
than does our cur-
rent spending on 
the detection and 
treatment of illness. 

We really 
do know that to 
achieve health for 
all, the problem 
seems to be our 
lack of will (politi-
cal and public) to 
invest in ‘health 
creating’ sectors 
outside of health 
care. 

The challenge 
confronting the Sen-
ate subcommittee is 
to breathe new life 
into a long debate. 
The goals of the 
project are lofty:

1. To place pop-
ulation health inequalities at the centre of 
the political landscape in Canada. 

2. To create a unified case for reducing 
inequalities incorporating ethical, eco-
nomic and environmental dimensions.

3. To bring a fresh and attention-get-
ting perspective to the population health 
discussions, going beyond the traditional 
diagnoses of inequalities.

4. To attract new and prominent constit-
uencies to the population health table and 
broaden support for addressing inequali-
ties on a broad scale.

5. To develop a comprehensive and sophis-
ticated set of policy options and approaches 
to reduce health inequalities based on solid 
evidence and/or plausible experimentation. 

I know that we cannot assume wide-
spread support for investment in other 
‘health creating’ portfolios outside of the 
health care sector or for investment in a 
major inequalities reduction agenda in 
Canada. At the very least, however, we need 
to look at what is now being done, and con-
sider how it might be done differently.  

For example, we need to do a better job 

at getting our primary health care system 
right. By embracing a broader, more expan-
sive view of health we could make a huge 
difference in terms of gains in population 
health—particularly for marginalized and 
disadvantaged population groups. 

We need to do a better job of setting 
targets for success and reporting on dis-
parities and outcomes in a more concerted 
way. We need to ask why many of the indi-
cators that correlate with the health status 
of our population (i.e., infant mortality 
rates, stillbirth rates) are deteriorating in 
some regions of the country.

We need to design strategies that will 
enhance the health of Canadians with a 

focus on reducing 
the inequities in 
health by improv-
ing the educational, 
income, housing, 
social, cultural sta-
tus of those at the 
bottom end of the 
spectrum. (The tar-
get, of course, is not 
to bring anybody 
down to the average 
but rather to raise 
the average by elim-
inating the lower 
end of the range.)

We need to 
look at the kinds 
of achievements 
made in other 
jurisdictions that 
have implemented 
robust economic 

and social strategies that have led to 
improvements in population health. 

Government cannot (and should not) 
assume single ‘ownership’ of this issue. Refu-
elling the discussion is going to demand a 
different way of engaging old and new play-
ers in the dialogue, particularly municipal 
governments and non-government opinion 
leaders. Building understanding and mobiliz-
ing communities, businesses and individu-
als to act to reduce inequalities is, all things 
equal, preferable to lecturing and legislating.

However, policies can create incen-
tives that influence behavior in the desired 
direction.

The task for all of us is to expand our 
knowledge and thinking in a way that will 
make a major impact on Canada’s prospects 
for improving the health of the population 
and reducing inequalities in health – and 
necessarily, other aspects of well-being. 

Conservative Sen. Wilbert is vice-
chair of the Senate Committee on Social 
Affairs, Science and Technology.

news@hilltimes.com
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By CONSERVATIVE SENATOR 
WILBERT J. KEON

Health for all: 
questions from the past, 

lessons for the future
The real story that needs to 
be better understood is that 
opportunities for good health 
and the conditions and 
factors that impact on it are 
not, however, equally 
accessible to everyone.

‘For all the money spent, over 
10 per cent of our GNP, the 
Conference Board of Canada 
ranked Canada 13th in overall 
performance of its healthcare 

system. The World Health 
Organizations ranked us 15th. 
The relationship between the 

health of a nation and its 
productivity is inescapable. ’
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At the end of December 
2007, after 10 years, I 

left my position as president 
and CEO of the Canadian 
Healthcare Association 
(CHA). It was a pleasure 
and privilege to be the 
spokesperson for the pub-

licly-funded health system in this country 
and to convey the concerns of health sys-
tem leaders to the federal government. 

People have been asking me whether I 
have seen positive change over the last 10 
years. Are there solutions to the challenges 
facing our health system? Everyone is look-
ing for a magic solution. In a world of 30-
second sound bites and instant messaging, 
it is difficult to communicate health system 
complexities, challenges and solutions.

So I’ll give you my take on some key 
issues and suggest some solutions.  Regret-
tably, there will not be one magic pill.

Ten years ago, the major issue facing 
the health system was insufficient funding. 
The health story of the 90s was one of deep 
spending cuts, both federal and provincial, 
exacerbated by poisonous inter-governmen-
tal relations. The health system bore the 
burden of effort to slay government deficits.

Thus the issue of funding and sustain-
ability (together with health system renew-
al) was always at the top of my list of con-
cerns and the more successful we were at 
making the case for increased funding, the 
more challenges we faced from those who 
argued that health spending was out of 
control and the system was unsustainable.

Canada’s health spending is not out of 
control. Yet the myth persists that our health 
spending is one of the highest in the devel-
oped world. Canada is ninth among OECD 
countries in total health spending (public and 
private combined), expressed as a percent-
age of GDP or in per capita terms. Canada is 
thirteenth in public spending only.  Yet, how 
often have we read and heard that Canada is 
one of the top spenders? The OECD Health 
Data report 2007 noted that across all OECD 
countries, a growing share of the economy is 
devoted to health, many with private options. 
Those who advocate that we should look to 
Europe for solutions ignore the fact that most 
of these countries spend more, not less, than 
we do, so they are not the miracle source of 
answers. They also spend more than Canada 
on social programs, which are important 
determinants of health.

The percentage of GDP expended on 
health services in Canada has remained 
between nine and 10 per cent for over 15 
years. This covers the period of spending 
cuts in the 1990s as well as subsequent rein-
vestments, including the impact of the 2004 
Health Accord. So why is there a disconnect 
between the relatively stable health spend-
ing as a percentage of GDP and the ongoing 
concern about out-of-control health spend-
ing in the provinces, which is claimed to be 
crowding out other key areas? Tax cuts have 
resulted in a decline of both federal and pro-
vincial revenue as a share of GDP. This has 
created the appearance of health spending 
crowding out all other spending when the 
reality is other spending has declined rela-
tive to GDP. Ontario is first in health spend-

ing at 39.5 per cent of total provincial spend-
ing including interest on the debt, while the 
Canadian average is 34.6 per cent.

Will privatization solve the issue of rising 
costs? Increasing costs are a problem in most 
industrialized countries, including those that 
have more privatization than Canada.  Some 
70 per cent of Canada’s health spending is 
publicly funded, and 30 per cent privately 
funded (out-of-pocket expenditures or private 
insurance, usually employer provided). Canada 
Health Act services, medically-necessary ser-
vices provided in hospitals or by physicians, 
are almost exclusively publicly funded. Other 
services are funded in a patchwork quilt across 
Canada. Canadians can buy these other ser-
vices privately. Yet, there is ongoing pressure 
to cover more of them in the public system. So 
if privatization were the magic solution, there 
would be no pressure to include more services 
in the publicly-funded basket. 

The efficiency of Canada’s single payer 
system has provided a competitive advan-
tage to Canadian business due to reduced 
health benefit costs. Shifting more health 
costs to business would extinguish this 
advantage.  Cost shifting is not cost savings.  
A 2004 OECD policy brief made two impor-
tant points: 1. Countries with significant 
private health insurance options tend to be 
those with the highest spending levels, and 2. 
Private health insurance has not significantly 
reduced public financing burdens. These are 
some of the reasons why all federal political 
parties, including the current government, 
support a single payer system.  

Privatizing costs are not the answer. Nor 
is more private delivery.  There may be cost 
savings doing routine repetitive procedures 
in private clinics, but expensive, complicated 
procedures will always be done in full-service 
hospitals. Private clinics provide cheap care 
because they select their patients—cream 
skimming. In a January 2008 letter to the 
National Post, a physician wrote that  “Private 
sector medicine in the U.K. only has the abil-
ity to service the wealthy and the insured sick, 
the latter group receiving low risk, routine 
surgeries....Private care....is almost completely 
ineffective at helping the critically ill, who are 
all farmed out….to public hospitals.”  That is 
why CHA has always supported an evidence-
based approach as to when private delivery 
should occur. Contracting out certain services, 
provided there is quality, accountability, ade-
quate human resources (a problem) and cost 
savings, needs to be on the table and exam-
ined with an open mind. 

So what about the issue of wait times and 
access to health services, which is the key 
concern of Canadians? The problem with the 
current approach is that it is based on the 
assumption that the measure of a good health 
system is how many procedures and interven-
tions take place. Focusing on quantity is not 
enough. A healthy population is the true mea-
sure of a successful health system. 

The issue of wait times is complex. Resolv-
ing it requires integrated lists or centralized 
intake processes, diversions to appropriate 
care, access to care based on a standardized 
assessment of the acuity of a person’s condi-
tion, case navigators, the efficient use of OR 
times and appropriate information systems. 
Examples of these approaches exist through-
out the country, and together with an infu-
sion of cash for wait times, they are having a 
positive impact, but there are still individuals 
who feel that the solution to wait times is 
privatization; A December 2007 article in 
Maclean’s magazine noted that a closer study 
of European systems found “no clear evidence 
that allowing a privately insured option eases 
wait times in a mainly public system.”  This 
has not been the usual opinion expressed in 
that magazine.

One of the major challenges is the 
shortage of health human resources, and 
we need to work more quickly on imple-

menting a multi-faceted pan-Canadian 
approach. Privatizing more care will not 
magically create more health workers.

Discussion on the sustainability of the 
health system and wait times has not suf-
ficiently explored the continuing care/long-
term care sector and the interrelatedness 
between all parts of the continuum of care. 
The occupancy of hospital beds by patients 
whose optimal care should be provided in 
other settings adds to the wait times prob-
lem.  Wait times cannot be fully addressed 
or resolved in isolation from continuing 
care issues.  The federal government has 
supported home care following a hospital 
stay, but has yet to support a pan-Canadian 
home care program that keeps people well 
in their homes, thus preventing the need 
for more hospitalization.

I am an optimist who firmly believes that 
there has been much progress in the last 10 
years and that everywhere in this country 
there are best practices and points of light 
that can be emulated. The problem is that 
people are looking for a single quick fix when 
there are multiple solutions. We know what 
we need to do; we just need to get on with it.  
At the top of my list are: substantial federal 
funding for a comprehensive electronic health 

record; a recognition of the link between con-
tinuing care services and access to the acute 
care system; a comprehensive approach to 
wait-times that addresses both quantity and 
appropriateness; a pan-Canadian pharmacare 
program; a focus on chronic disease manage-
ment and keeping people well; more research 
funding; measurement of health system 
outputs and outcomes based on comparable 
data; a focus on quality; and finally, an evi-
dence, based approach to everything we do.

The federal government needs to move 
forward on the unfinished business in health. 
Health is not a done deal or just a subject that 
can be ticked off a list. The federal govern-
ment has an important and continuing role to 
play in ensuring comparable access to health 
services for Canadians. We are making prog-
ress, but there is much work to be done.  In 
the Ottawa Citizen of Jan. 8, 2008, there was 
a front page story entitled “Canada’s health 
system getting better, study finds.” I look for-
ward to more of such headlines in the future.

Sharon Sholzberg-Gray is a lawyer and 
health policy consultant. She recently left 
her position as president and CEO of the 
Canadian Healthcare Association.
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By SHARON SHOLZBERG-GRAY

Canadians with chronic health conditions use at least 70% of all 
nights spent in hospital, but with higher-quality primary health 

care we can significantly reduce that figure. 

Canada can do better

HOW?
Invest in proven strategies that improve the quality of care 

Adopt an all-of-government approach to reduce health risks

Speed up development of team care for chronic conditions

Develop and use appropriate data systems to track the impact 
of investments 

Although the majority of Canadians (96%) report having a regular 
doctor (86%) or a regular place of care (10%), coordination and 

quality of care could be improved. 

READ MORE
Fixing the Foundation: An Update on Primary Health Care and Home 

Care Renewal in Canada. Release date: Jan. 30th 2008

Why Health Care Renewal Matters: Learning from Canadians 
with Chronic Health Conditions (Dec. 2007)

www.healthcouncilcanada.ca

Are patients getting 
the care they deserve?

No magic pill to health 
system challenges

The problem is that people are 
looking for a single quick fix when 
there are multiple solutions. We 
know what we need to do. We just 
need to get on with it.
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In this new era of deficit-free Canadian fed-
eral governments, an important measure 

of good governance has become the provi-
sion of services voters demand at a reason-
able cost.  Canadians send their tax money 
to Ottawa, and like any consumer, insist on 
value for their money. This philosophy of fis-
cal responsibility extends to every corner of 
government and health care is no exception.

This is the same philosophy that the 

current Conservative government uses to 
explain its decision to cut back financial 
resources to the Canadian Health Network 
and, this March, take down its website. To 
people who understand the economics of 
health care in Canada—health care econo-
mists, care providers and patients—this 
move makes no sense at all.

A quick trip to the Canadian Health 
Network’s website (www.canadian-health-
network.ca), will bare this out. As the site 
declares, its goal is “to help Canadians find 
the information they’re looking for on how to 
stay healthy and prevent disease … through 
a unique collaboration—one of the most 
dynamic and comprehensive networks in the 
world. This network of health information 
providers includes the Public Health Agency 
of Canada, Health Canada, and national and 
provincial/territorial non-profit organiza-

tions, as well as universities, hospitals, librar-
ies, and community organizations.”

And the facts speak to its success. The 
Canadian Health Network has provided 
Canadians and medical professionals with 
reliable information for the past eight 
years. It is a gateway to over 20,000 French 
and English Canadian web-based consum-
er health resources, all of which have been 
selected and assessed for their quality and 
validity. The site receives about 380,000 
hits a month and in the last year alone its 
usage has grown by almost 70 per cent.

In spite of this success, the Conserva-
tive government is shutting down the 
network’s website and putting in place its, 
“Healthy Canadians” website, a site with 
no brand recognition which must start 
from scratch in building public trust.

The root of this decision is a directive from 

Health Minister Tony Clement that the Cana-
dian Public Health Agency find cost savings 
within the department of $16.7-million in cur-
rent and ongoing cost savings. As a result, a 
valuable and trusted resource for Canadians 
and medical professionals will be shelved.    

The delivery of healthcare services is 
indeed costly, and financial resources must 
be carefully managed if we are to sustain our 
public healthcare system over the long-term. 
However, Minister Clement has some explain-
ing to do. How is his new website more cost 
effective than the one already put in place? 
Why is a nation-wide service that they know 
and trust being replaced by an upstart site that 
has no tested validity, that contains no input 
from stakeholders, and is regulated and con-
trolled solely by his government? And, most 
fundamentally, why is the minister asking 
for cutbacks in health care at a time when (a) 
Canadians are demanding more and better, 
and (b) the government is running multi-bil-
lion dollar surpluses?

If you need any more proof just go to 
the Healthy Canadians website (www.
healthycanadians.gc.ca) and see for your-
self. The new site fails to address key health 
issues, such as the links between health and 
the environment, disease and poverty, or 
violence and gun control. It also makes no 
mention of issues such as abortion, geneti-
cally modified foods, or sexual abuse. All of 
these are addressed on the Canadian Health 
Networks Site … until March 2008.

This is yet another in a series of mis-
steps by a government that claimed to 
make health care a priority, a promise 
that has since 2006 been dropped from 
its priority list altogether. In fact, under 
this health minister’s watch,  a typical 
wait time for a Canadian seeking surgi-
cal or other therapeutic treatment has hit 
a record 18.3 weeks in 2007—an all-time 
high—up from 17.8 weeks in 2006.

This is a stark result contrasted with 
the actions of the previous Liberal govern-
ment which worked with the provinces to 
create an historical 10-year action plan to 
strengthen health care and invested $41.2-
billion in the system. Since then, the Con-
servative government has done little but 
re-label and re-announce Liberal plans and 
make piecemeal photo-op announcements 
that do little to tackle the real challenges.

Canadians deserve better. The closure 
of the Canadian Health Network is yet 
another example of this Conservative gov-
ernment’s mismanagement on health care.

In my role as Liberal health critic, I urge 
the Conservative government to reconsider 
this decision and to reinstate the Canadian 
Health Network, for the sake of improving 
health outcomes for all Canadians. Would it 
repair the damage done to health care since 
the arrival of the Conservative government? 
No.  But it would be a sign that this govern-
ment might—just might—understand that 
spending less isn’t always the best way of get-
ting the most out of your health care dollar.

Liberal MP Robert Thibault is his party’s 
health critic and represents West Nova, N.S.
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By LIBERAL MP ROBERT THIBAULT

And why Canada’s Health 
Minister Tony Clement has 
some explaining to do

There simply aren’t enough doctors to provide the quality of
health care that Canadians expect and deserve. These alarming
facts support the need to do something NOW:

• Today, almost 5 million Canadians do not have access to a family doctor. 

• By 2018, the doctors of an additional 4.5 million Canadians will be retiring.

• Canada needs 26,000 more doctors to meet the OECD average of doctors 
per population. 

• More than 1,500 Canadians are currently attending medical schools outside
the country because there are no spaces for them at home.

CANADA NEEDS MORE DOCTORS.
Visit moredoctors.ca to find out what you can do.

More Doctors. More Care.

Ouch.
CANADA’S DOCTOR SHORTAGE

HURTS US ALL.

NEW
PATIENTS
WELCOME

81 Metcalfe St.
Suite 801

613-564-9000

ChiropracticDowntown

Dr Mark deGruchy, B.Sc., D. C.

Dr Brent E Burton, B.A., Hon, D. C.

Just steps from 
Parliament Hill

www.downtownchiropractic.ca

Slater St.
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How penny pinching on health 
networks will sting Canadians
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Canadians fundamentally believe in a 
society where everyone is treated fair-

ly and where no one is left behind. Noth-
ing embodies that value more strongly 
than our universal healthcare system.  

When Tommy Douglas introduced pub-
lic health care, he understood that it rep-
resents a commitment to look after each 
other—not as an act of charity bestowed 
on some, but as a right of citizenship 
extended to all. It is a commitment to 
every man, woman, and child that their 
health and well-being is so important that 
it must not have a price tag attached to it. 

When everyday Canadians walk into a 
hospital or a doctor’s office, they instinctually 
reach for their health card—not their credit 
card. Forty-seven million Americans dream 
of being able to the same.  They are the 
uninsured people in the United States who 
have become the focus of so many campaign 

speeches in the current American primaries. 
It is in their eyes that we  “can literally see the 
fear and terror”  of becoming sick.

Sadly, their dream—our reality—is 
threatened.

It is threatened by big business, which sees 
the $80-billion in profits made by U.S. health-
care providers last year and lobbies for an 
end to the Canada Health Act in an effort to 
cash in. It is threatened by the chronic under-
funding of previous Liberal governments and 
of the current Conservative regime. And it is 
threatened when the door is opened to priva-
tization—a door unlocked by the Liberals and 
pushed open by the Conservatives.

These attacks on our healthcare system 
have taken their toll. Under the Liberals, 
wait times doubled and innovation withered. 
On Stephen Harper’s watch, patients wait 
for hours in overcrowded emergency rooms, 
millions of Canadians can’t find a doctor, 
families can’t afford the medications they 
need and seniors are still waiting for a long-
term care plan. Liberal and Conservative 

governments have made it increasingly dif-
ficult to fulfill the commitment that Canadi-
ans have made to one another.

Yet universal health care is more criti-
cal today than ever before.  

More and more Canadians are reaching 
old age and they must be able to count on the 
system that they helped to build for our coun-
try. The number of overweight and obese chil-
dren doubled between 1979 and 2004, mean-
ing that an increasing number of Canadians 
will be facing health hazards such as heart 
attacks, strokes, and diabetes. Air pollution 
is leading to asthma rates among children 
that are estimated as being up to four times 
higher than they were 20 years ago. 

It is time to invest, once again, in the kind 
of public healthcare system that Canadians 
want. A system that provides quality, reli-
able health care for everyone—not just for 
those who can afford to buy it.  This means 
investing in more training spaces for health 
care providers in order to expand the pool of 
doctors and nurses, and to shorten wait times 

for patients. It means investing in cost-sav-
ing innovations, like modern home care, that 
offer choices for patients, free up costly hos-
pital beds, and shorten wait times for other 
patients. And it means a national prescrip-
tion drug strategy to help families afford the 
medications they need and to make cheaper 
generic drugs available sooner—saving 
money for patients, hospitals and provinces.

Public health care is something that 
Canadians are rightly proud of and that 
has become a symbol of our identity. It has 
become a part of who we are and how we 
see ourselves. 

With the right leadership, it will continue to 
stand as a testament to the kind of Canada we 
wish to build. As it has done since 1947, public 
health care will serve as an effective way to 
make life more fair, affordable and healthy for 
working families and the middle class.  

NDP Leader Jack Layton represents 
Toronto-Danforth, Ont.
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By NDP LeaDer Jack LaytoN

Pharmacists receive at least five years of university
education on proper drug use, dosage and compatibility
— more than all other health professionals. Trusted by
Canadians, our government needs to rely on us as a 
critical resource. Pharmacists can help Canadians and
their government to  maximize drug health, safety and 
utilization.

1 Canadian Institute for Health Information 2007    2 Health Canada 2007    3 Zed, P. 2006

Liberal, Tory, 
same old story 
Liberal and Conservative governments have made 
it increasingly difficult to fulfill the commitment 

that Canadians have made to one another. He has a dream: Jack Layton says we believe in a society where everyone is treated fairly and 
no one is left behind. Nothing embodies that value more strongly than our healthcare system. 

Photograph by Jake Wright, The Hill Times
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The Harper Conservatives 
are leading Canada in the 

wrong direction on health 
policy. Instead of repairing 
the damage to public health 
care wrought by Liberal 
cutbacks and neglect, the 
Conservatives are inappro-

priately imposing their minimalist-govern-
ment template to health care with potentially 
devastating repercussions. Nowhere is this 
more evident than in health human resources.

For the NDP, health human resourcing 
(HHR) is at the heart of our national chal-
lenge to preserve and strengthen our health-
care system. Our future depends on a nation-
al strategy to foster and secure an uninter-
rupted supply of skilled health providers. 

The skill shortage facing Canada’s 
healthcare system is critical and it is grow-
ing. The extent of the problem is daunt-
ing, reaching into virtually every corner 
of care delivery and leaving no region 
immune. Canada is producing only 8,000 
of the 12,000 nursing graduates it needs 
each year to keep up with attrition and 
population growth. More worrisome still: 
younger nurses are leaving the profession 
—as many as 20 per cent in Ontario.  

We already have the lowest doctor to 
population ratio in the G8 and 4,000 more 
doctors expect to retire within the next 
two years. An estimated five million Cana-
dians don’t have a family physician. 

It’s the same picture in other health fields. 
For instance, 50 per cent of Canada’s medi-
cal lab technologists are eligible to retire by 
2016. One hundred full-time radiology posi-
tions are already vacant with an expected 
shortfall of 500 radiologists by 2024, even 
without adjusting for the increased demand 
from an aging population. 

And maintaining a predictable health 
workforce is further complicated by work-
ers migrating from province to province—
600 to 700 physicians alone every year. 

None of these figures take into account 
the huge competition from the U.S. as its 
shortfalls increase proportionally.  

This amounts to an iceberg we’re heading 
towards and the Conservatives on the ship’s 
bridge don’t appear willing to steer Canada 
clear. Their policy of offloading responsibility 
into provincial lifeboats is an inadequate and 
irresponsible response. So too is sabotaging 
the ship through increased privatization and 
dumping precious financing fuel overboard 
through huge Liberal-style corporate tax give-
aways and inappropriate surplus spending.

During the last election, the NDP cam-
paigned on a national human resources 

strategy supported by a Health Care Provider 
Training Fund aimed at adding 16,000 health-
care workers to the public system as quickly 
as possible. The need for these measures has 
only increased over the past two years.

The Conservative tack of relegating HHR 
to secondary status and dealing with each 
health element sep-
arately won’t work, 
as their embarrass-
ing failure on wait 
times shows. We 
must look at the 
full continuum of 
care. Guaranteeing 
more surgeries for 
hip replacement, for 
example, doesn’t 
ensure enough 
qualified staff to 
provide necessary 
post-operative care 
and therapy or 
effective coordina-
tion with other 
surgical demands or 
home care. 

One thing is 
clear: the surest 
route to disaster lies in the Liberal-Conser-
vative deference to a parallel private sys-
tem that will compete for skilled providers.  

The NDP stands for a comprehensive 
federal strategy with adequate funding tied 
to clear, agreed-upon, accountable targets 
within the public sphere. To recruit and retain 
workers, such a strategy would include ele-

ments such as a comprehensive national 
tracking and assessment authority, incen-
tives to encourage full skill utilization, the 
increased use of multi-disciplinary teams, 
support for additional education and train-
ing spaces, measures to help incorporate 
qualified foreign-trained workers in compli-
ance with our international commitments 
not to raid populations in need, and greater 
use of ‘return service’ arrangements offering 
bursaries, loan relief, lower or free tuition to 
students and trainees who fulfill service com-
mitments. It would also build on the exciting 
successes of innovative recruiting, training 
and mentoring programs that have targetted 
rural and aboriginal populations and using 
EI funds to support ‘laddering’—progressive 
skill development upward within the health-

care system.
There are no 

‘quick fixes’ or 
single solutions in 
sound public policy 
in a complex area 
such as health care.  
However, there are 
foundation stones 
that help support 
the structures we 
build and, in health 
care, ‘health human 
resourcing’ is such 
an item. It is time 
the federal govern-
ment started treat-
ing this vital area as 
a priority and not an 
‘add-on’ that some-
how the market will 
take care of in due 

time.  Canadians will be looking for dramatic 
new initiatives when the next five-year fed-
eral HHR plan, now due, is announced.

NDP MP Judy Wasylycia-Leis is her 
party’s health critic and represents Win-
nipeg-North, Man.
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By NDP MP JUDY WASYLYCIA-LEIS

Conservatives are inappropriately imposing their minimalist-government 
template to health care with potentially devastating repercussions 

Conservatives leading Canada in 
wrong direction on health policy

‘There are no ‘quick fixes’ or single 
solutions in sound public policy in 
a complex area such as health care.  

However, there are foundation 
stones that help support the 

structures we build and, in health 
care, ‘health human resourcing’ 

is such an item. Canadians will be 
looking for dramatic new initiatives 

when the next five-year federal 
HHR plan, now due, is announced.’
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The Canadian healthcare system has 
been the source of concern and rigor-

ous debate over the last decade. Some 
recent international surveys suggest that 
Canada might need to fundamentally 
rethink its healthcare system. But as John 
Lydgate in his Debate between the horse, 
goose, and sheep, circa 1440, first noted, 
“Odyous of olde been comparisonis.” 

Caution is required, as comparing 
performance across healthcare systems is 
notoriously difficult to do. For example, a 
2000 study published by the World Health 
Organization (WHO) ranked the French 
healthcare system first in the world; Can-
ada ranked a lowly thirtieth. This result 
is often used by privatization advocates 
to prove how poor the Canadian system 
is relative to countries that have two-tier 
(i.e., that allow people to use private funds 
to queue jump or buy better care) health-
care systems.

But a quick review of health outcomes 
in both countries raises questions about 
this apparently abysmal performance 

on Canada’s part. For instance, France 
and Canada record similar healthcare 
outcomes and, indeed, Canada performs 
better on many important indicators such 
as male life expectancy and infant and 
maternal mortality.  

So why did Canada perform so badly in 
the WHO study? As one analyst explains, 
Canada’s poor ranking is largely due to 
the fact that the WHO study discounted 
Canada’s performance with respect to 
health outcomes because Canada spends 
more money on education and money 
spent on education is assumed to be a 
determinant of health. In other words, 
because the French spend less on educa-
tion, their positive health outcomes, the 
WHO study argues, are more directly 
attributable to their healthcare system.  

This kind of methodology is highly 
suspect and open to criticism, but most 
reporters or policy pundits are unlikely to 
have the time or resources to more than 
dip their toes into the complex method-
ological debates over comparative health 
system performance.  

A number of Commonwealth Fund 
studies have also tried to compare health 

system performance. A 2007 survey of 
adults’ healthcare experiences ranks 
Canada seventh out of seven countries in 
terms of wait times for elective surgery. A 
more recent study, however, ranks Canada 
sixth out of 19 countries in terms of the 
amenable mortality rate (i.e., avoidable 
deaths from treatable conditions), a valu-
able performance indicator that can point 
to potential weaknesses in a nation’s 
healthcare system.  In this study, Canada 
does better than the U.K. (18th), the U.S. 
(15th), New Zealand (14th), Germany 
(11th), and the Netherlands (8th); indeed, 
it performs better than all countries apart 
from Australia that were part of the earlier 
wait-times survey.  

The bottom line is that many factors 
affect healthcare system performance 
and when making decisions intended to 
improve the healthcare system, Canadian 
decision-makers would do well to care-
fully examine the full array of research 
evidence.

While an improved understanding of 
comparative research evidence puts Can-
ada’s system in a better light, the path for-
ward cannot be the status quo. According 
to the 2007 Commonwealth Fund survey, 
60 per cent of Canadians reported that the 
healthcare system requires fundamental 
change. But if there is one consolation to 
Canadian governments as they wrestle 
with the future of medicare, it is that sus-
tainability and access concerns are not 
unique to Canada. 

A clear lesson that arises from cross-
national comparisons is that, counter-

intuitively, moving to greater degrees 
of private financing does not solve the 
broader sustainability and accessibility 
concerns.  All countries, regardless of 
the level of private financing in a system, 
wrestle with these issues and face similar 
pressures on public spending (remember 
that the U.S. spends more public dollars 
per head than in Canada despite the fact 
that at least 47 million citizens have no 
health insurance). 

Research funded by CIHR and partners 
is pointing the way to positive, construc-
tive change and success stories are accu-
mulating quickly.  One particular example 
is the contribution CIHR-funded research 
made to the establishment of Canada’s 
first ever national benchmarks for wait 
times in 2005.

CIHR-funded research also suggests 
that in the Canadian context, physician-
lead innovation in wait time manage-
ment is a critical component of success. 
We need more research on how to suc-
cessfully reduce and manage wait times, 
as well as ways to identify, translate and 
apply success stories across all provin-
cial systems.  

Finally, we must keep in mind wait-
time problems reflect larger systematic 
issues in the healthcare system, including 
health human resources, lack of a pan-
Canadian health information system, the 
rise of chronic diseases, and the need for 
primary care reform. CIHR and its part-
ners are investing in all these critical areas 
of research; research that is essential if 
policy-makers are to make informed deci-
sions that will lead to improved health for 
Canadians and a strengthened and sus-
tainable healthcare  system.

Dr. Colleen Flood is the scientific direc-
tor, CIHR Institute of Health Services and 
policy research Canada Research Chair 
in Health Law and Policy University of 
Toronto.
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The bottom line is that many factors affect healthcare system 
performance and when making decisions intended to improve 
the healthcare system, Canadian decision-makers would do 
well to carefully examine the full array of research evidence.

There’s a new health policy think tank 
around, and it’s starting to ask questions.

g How can we define, measure and evaluate how 
well health-care services connect to meet people’s
needs? What new data, thinking and voices do 
we need?

g How do we improve the hospital to ‘home’ journey
and other patient transitions, making them as 
seamless as possible? 

g How can we use the best evidence, insights and 
experiences of health-care doers, thinkers and 
patients to drive informed public discussion?

Find out more about our research agenda, activities
and subscribe to our e-newsletter, Top of Mind:
www.changefoundation.com

The Change Foundation is a policy think tank that 
generates research, analysis and informed public
discussion on key and emerging health system issues,
starting with the integration of health-care services 
in communities across Ontario.

The Canadian Healthcare Association announces 
the appointment of its new President and CEO

The Board of Directors of the Canadian 

Healthcare Association (CHA) is pleased to 

announce the appointment of Pamela C. Fralick, MA,

as President and CEO effective

February 4, 2008.

Ms. Fralick has 
spent the last twenty five 

years pursuing issues of social 
concern, primarily in the health field. 

With formal education in research and 
clinical psychology, Fralick devoted many years 

to front-line treatment, research, education, and policy and 
program development in the addictions field. Ms. Fralick served seven years as CEO of the 

Canadian Physiotherapy Association, and is Chair of the Health Action Lobby (HEAL),
a coalition of 36 national health organizations. As a volunteer, Ms. Fralick served nine 

years on the Board of Directors at the Centre for Addiction and Mental Health 
(CAMH) including three years as Board Chair. Consulting, public service and 

teaching round out her career focused on the public policy process.

Ms. Fralick is fluently bilingual. Originally from Nova Scotia,
Ms. Fralick now resides in Ottawa.

Contact Ms. Fralick in Ottawa
at the Canadian Healthcare Association - 613.241.8005 Ext. 246.

Canadian Healthcare Association  17 York Street, Ottawa, ON  K1N 9J6  Tel: 613.241.8005  www.cha.ca

CANADIAN MEDICARE: 
CAREFUL COMPARISON REQUIRED

By DR. COLLEEN M. FLOOD
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THE LATEST INTRUSIONS 
BY THE CONSERVATIVE 

GOVERNMENT

There are many health 
issues I could have 

discussed in this special 
edition of The Hill Times: 
openness, lack of resourc-
es, or pharmacovigilance—
or drug safety—which the 
Standing Committee on 

Health will soon be looking into. What I 
have chosen instead is the continued inter-
ference by Ottawa in provincial fields of 
jurisdiction, despite Conservative protesta-
tions to the contrary.

During the election campaign, the 
leader of the Conservative Party, Ste-
phen Harper, promised open federalism 
that would respect provincial autonomy. 
More recently, in the Throne Speech, 
Prime Minister Harper promised to limit 
Ottawa’s spending in provincial fields of 
jurisdiction. But the actions of the Con-
servative government clearly contra-
dict its promises, and like the Liberals 
before it, the Conservative government 
shows the same desire to interfere in 
provincial matters.

Last August, the Bloc Québécois 
denounced the creation of the Mental 
Health Commission of Canada, an exam-
ple that perfectly illustrates this contra-
diction between words and actions. Que-
bec has long had its own mental health 
programs and could benefit from some 
financial assistance from the federal gov-
ernment rather than a costly new initiative 
that Quebec does not need.

The Standing Committee on Health’s 
report on childhood obesity is another 
example of this desire to interfere in 
Quebec and provincial jurisdictions. 
The study was initially intended to 
focus “on the responsibility of the fed-
eral government for First Nations and 
Inuit children,” but took a detour into 
federal recommendations covering 
Quebec and provincial areas of respon-
sibility. Need we remind everyone that 
Quebec already has its own action 
plan, the Plan d’action gouvernemen-
tal de promotion des saines habitudes 
de vie et de prévention des problèmes 
reliés au poids 2006-2012; Investir pour 
l’avenir? Apparently we need to do so! 
The Conservative government and the 
opposition parties refused to recognize 
Quebec’s initiatives and expertise in its 
own fields, and made it necessary for 
the Bloc to issue a dissenting opinion. 
It appears that the federal government 
wants to reinvent the wheel and change 
the priorities and action plan that Que-
bec has already set in motion.

Instead of the federal government seek-
ing to extend its activities into jurisdic-
tions it does not control, the Bloc Québé-
cois invites it to assume its own responsi-
bilities for matters such as the unaccept-
able state of health of First Nations people 
and their children. Moreover, the federal 
government should take care of its own 
clients. Auditor General Sheila Fraser and 
former ombudsman Yves Côté have criti-
cized the government severely concerning 
these issues.

In her October 2007 report, the Auditor 
General stated, “National Defence does 
not have some of the basic information 
we would expect to see in a well-man-
aged system of health care,” and said 
that this lack of information prevented it 
from ensuring that its military personnel 
receive the quality health care they are 
entitled to. More recently, prior to leaving 
his position as Canadian Forces ombuds-
man, Yves Côté drew attention to the lack 
of support for the families of soldiers 
who face difficult situations after foreign 
deployments.

Unfortunately we have seen even 
more shortcomings in the way the fed-
eral government minds its own busi-
ness. The recent crisis provoked by the 
shortage of isotopes produced at Chalk 
River, and the lack of a Plan B to deal 
with such a problem, highlighted the 
incompetence and lack of foresight of 
both ministers, Tony Clement of Health 
and Gary Lunn of Natural Resources, 
and even more so, the failure of the Con-
servative government to live up to its 
moral and medical obligations to protect 
the public health. The Bloc Québécois 
reacted quickly, demanding an investiga-
tion by the Auditor General to get to the 
bottom of things and thus evaluate the 
Conservative government’s management 
strategy that put the health of thousands 
of people at risk.

The government also took more than 
four months to propose a solution to 
consumer product safety issues … just 
before Christmas. As soon as the toys 
thought to be hazardous to children were 
recalled, the Bloc immediately made 
suggestions to the government about 
actions it could take within its own fields 
of jurisdiction. It will be watching to 
see that enough financial and human 
resources are invested to ensure that this 
plan is not just a sham.

Furthermore, the Conservatives have 
absolutely no scruples about manipulat-
ing the figures, supposedly increasing the 
budget for the fight against HIV-AIDS 
(from $42.2-million to $84.4-million) 
although the community organizations 
fighting to prevent this epidemic have not 
seen the colour of that money. The Bloc 
Québécois has strenuously objected to this 
in committee and in the media.

And now what can we say about the 
interminable delays in approving natural 
health products, except to point out that 
they are endangering the survival of many 
Quebec and Canadian businesses?

Naturally, the Conservative govern-
ment prefers to dictate priorities in fields 
that are not its responsibility rather than 
doing what it is supposed to.

I will close by stating again that the 
Bloc Québécois will continue to watch 
over the interests of Quebecers and will 
denounce any contradictions made by the 
Conservative government when it says it 
wants to respect provincial jurisdiction but 
does exactly the opposite by creating new 
ways to interfere.

Bloc Québécois MP Christiane Gagnon 
is her party’s health critic and represents 
Québec, Qué.
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By BLOC QUÉBÉCOIS MP 
CHRISTIANE GAGNON

The continued interference by Ottawa in provincial fields of 
jurisdiction, despite Conservative protestations to the contrary.
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How paper undermines every healthcare priority we have

Nothing is more important to Canadi-
ans than their health and well-being, 

and that of those they love. Yet information 
technologies that have revolutionized vir-
tually every other aspect of our lives are 
painfully absent from the way we manage 
and share health data.  

When Vioxx was recalled, an Ottawa 
doctor used electronic medical records to 
identify all of his affected patients within 
15 minutes of the recall, notifying them 
the same day. But for the vast majority of 
our physicians, only a laborious search of 
hundreds of paper files could provide the 
same information. Project that informa-
tion gap across the millions of interactions 
between Canadians and their healthcare 
providers each year, and we begin to grasp 
the need for change.   

Astonishingly, every year almost all 
of the 100 million physician exams, half 
a billion lab and radiology tests, and 382 
million prescriptions are still handwritten.  
This critical information—buried in the 
filing rooms of 40,000 doctor offices, test 
centres, hospitals, and clinics—is often 
inaccessible in crisis situations, when it is 
needed most.

A landmark study completed in 2004 
found that between 9,000 and 23,000 people 
die each year in our hospitals from prevent-
able, adverse events. Despite the efforts of 
skilled and caring health professionals, many 
of these deaths occur as a result of missed 
drug interactions, inappropriate medications 
or other human errors related to care coordi-
nation. They occur because our health profes-
sionals lack the modern information systems 
they need to optimize care. We need to do 
more to support their efforts.

Our outdated system puts lives at risk, 
wastes money and scarce resources, and 
undermines every health care priority we 
have.  

How can wait times be reduced if up 
to 70 million medical tests taken annually 
are wasteful duplicates?  (The 2006 Annual 
Report of Ontario’s Auditor General 
estimates that 10 per cent to 20 per cent 
of imaging tests ordered in Ontario are 
unnecessary or inappropriate.) 

How can we improve access to care 
when 68 per cent of specialists seeing a 
new patient receive no up front informa-
tion, making the visit less than productive?

I can travel nearly anywhere in the 
world and use my bank card to securely 
withdraw money and manage my account. 
But if I’m in an accident and taken to a 
hospital, the doctors will have no way of 
knowing whether I have low blood sugar, 
an enlarged heart or six pins in my ankle. 
They won’t know I’ve had malaria twice, 
am allergic to nuts and have high choles-
terol. As one elderly Canadian health con-
sumer put it, her video store keeps better 
track of her than her doctor.

Study after study has concluded that 
Canada urgently needs a foundation 
of proven IT systems to manage and 
exchange healthcare information. The right 
information must be available to the right 
healthcare provider at the right time. Any-
thing less is unacceptable and dangerous.

Canada Health Infoway was launched 
by Canada’s First Ministers as the cata-
lyst for collaborative change. Since the 
adoption of the 10-year First Ministers 
Agreement, we have made remarkable 

progress.  At the end of March, 2004, we 
had approved a handful of projects valued 
at $125-million: Just half-way through the 
2007-2008 fiscal year, we have completed, 
or are actively working on, 241 projects 
with an investment value of $1.2-billion. 

With the support of and ongoing invest-
ment by the federal government, all provinc-
es and territories are aggressively pursuing 
essential advancements—from developing 
telehealth services in remote regions, to pro-
viding chronic kidney patients with on-line 
portals to better manage their wellness.  This 
common framework allows successful sys-
tems in one jurisdiction to be shared with or 
replicated in others, reducing risk and devel-
opment costs, and speeding up progress. 

By 2010, with the co-operation and 
support of governments and health profes-
sionals across the country, the populations 
of every province and territory will benefit 
from new health information systems. We 
anticipate that half of Canadians will have 
their electronic health record readily avail-
able to the authorized professionals who 
provide their health care services.  

As significant as this accomplishment will 
be, it represents less than half of the solution. 

Our healthcare system is complex, and 
requires a robust, thoughtful solution. 
Bringing this new level of service to all 
Canadians requires both time and money 
– $10-billion to $12-billion over the next 
10 years. While that sounds like a lot of 
money (and it is), consider the fact our cur-
rent health care system costs an average 
of $4,867 per Canadian annually. Investing 
in electronic health information systems 
would amount to approximately $35 per 
Canadian each year, over a 10-year period. 
However, it is estimated that this invest-
ment will result in $6-billion to $7-billion in 
annual cost savings when the system has 
been fully implemented.  As a result, two 
years after completion, the investment will 
have completely paid for itself.

We have the opportunity to build a sus-
tainable public health system, realizing 
the efficiencies of a modern IT system, to 
enhance health care delivery and save lives.  
We need to make this investment, and it is 
difficult to imagine a more valuable return.

Richard Alvarez is president and CEO, 
Canada Health Infoway.
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Information technologies that 
have revolutionized virtually 
every other aspect of our 
lives are painfully absent 
from the way we manage and 
share health data.  

By RICHARD ALVAREZ

Taking care of business: Health Minister Tony Clement, pictured in Ottawa last year at a press conference. Canada Health Infoway President Richard Alvarez says we 
have the opportunity to build a sustainable public health system, realize the efficiencies of a modern IT system, to enhance healthcare delivery and save lives.

Photograph by Jake Wright, The Hill Times
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Veterans Affairs Canada has a lot on its 
plate: an unexpectedly large number of 

wounded soldiers returning from Afghani-
stan, 2,000 or more Second World War vet-
erans dying each month, the appointment 
of the first-ever ombudsman and introduc-
ing the single largest change in veterans 
benefits in 60 years. While the department 
paints a rosy picture of effectiveness and 
client satisfaction, many observers and vet-
erans point to a department in crisis, with 
top-heavy over centralization, insensitivity 
to clients and overworked frontline staff. 

“The bureaucrats are afraid to pop 
their head out into the real world for fear 
of becoming a ‘whack-a-mole’ and getting 
hit on the head,” said retired sergeant Ron 
Cundell, a physically disabled veteran living 
near Barrie, Ont. “They don’t look beyond the 
tables that are in front of them. They have 
no proper medical training so how can they 
truly understand a medical report.” 

Veterans Affairs is the only government 
department with its head office located 
outside Ottawa. Not counting their only hos-
pital, Sainte-Anne-de-Bellevue in Montreal, 
Veterans Affairs has just over 2,700 full-time 
equivalents working in veterans programs, 
benefits, and health care. More than 66 per 
cent of those positions are located in various 
headquarters, leaving only 33 per cent of the 
workforce or less than 900 personnel to care 
for the 220,000 clients of Veterans Affairs. 

The labyrinthine bureaucracy did not 
escape the eye of the Senate Subcommittee 
on Veterans Affairs last month. Liberal Sena-
tor Colin Kenny (Rideau, Ont.) commented 
to the current Deputy Minister Suzanne 
Tining that the departmental organization 
chart reminded him “of the organization 
chart of Homeland Security in the United 
States,”  subsequently qualifying his refer-
ence with “I was not being complimentary.”

“You are thrown into miles and miles 
of red tape,” said Mr. Cundell. “What sort of 
quality of life is that? That consumed me for 
the first three years of my illness-having to 
go through all the levels of Veteran Affairs 
then go to the Supreme Court of Canada for 
a Federal Court judge to say in one day, ‘he 
deserves his pension, give it to him.’ ”

Only 10 years ago it was the Canadian 
Forces which found itself being criticized for 
many of the same reasons Veterans Affairs 
Canada is now under the gun. However, 
National Defence has since undergone a ‘rev-
olution’ of sorts. The path to many welcome 
changes in the CF started in large part as a 
result of  Parliamentary hearings wrapped 
up in 1998 by the Standing Committee on 

National Defence and Veterans Affairs. These 
hearings toured the country’s bases taking 
input directly from soldiers and their families. 

“DND  seems to be doing a lot of intro-
spective analysis,”  said retired army intel-
ligence officer captain Perry Gray a disabled 
veteran suffering from PTSD. “But on the 
other end there doesn’t seem to be anything 
done by VAC. When a person leaves DND 
there isn’t the same level of treatment pro-
vided by Veterans Affairs—I think it’s worse.” 

It is a point that is disputed by Ken 
Miller,  director of program policy for Veterans 
Affairs, who claims that under the New Veter-
ans Charter passed in April 2006 disabled vet-
erans will encounter a “seamless transition.”  

“The New Veterans Charter created an 
access point right at the time of release 
where there is interaction between the vet-
eran and us,  and between us and National 
Defence to ensure that there is continuity as 
the veteran transitions from life in the mili-
tary and support of their disability during the 
last period of time that they were in the mili-
tary to support under Veterans Affairs,”  he 
said.  “It is not an entitlement eligibility type 
of system it is a needs-based system; that is 
really what is quite critical now.”  

If current trends continue, Veterans Affairs 
will be confronted with a growing queue of 
younger disabled vets, seeking assistance 
especially in the area of psychological injuries 
such as Post Traumatic Stress Disorder.

In its 2006-07 performance report submit-
ted to the Treasury Board, Veterans Affairs 
states that “over the past five years the 
number of clients with PTSD has more than 
tripled, increasing to 6,504.” 

Janice Summerby of Veterans Affairs 
explains, “there are currently a total of 10,882 
veterans receiving disability benefits for psy-
chological conditions, including PTSD.”

Yet Veterans Affairs’ only hospital, Sainte-
Anne-de-Bellevue in Montreal provides 
mostly geriatric care to aging veterans. There 
are five clinics across Canada which offer 
limited outpatient care for psychological 
injuries such as PTSD. One of those clinics is 
located at Sainte-Anne’s. 

In spite of the growing numbers of 
Canadian Forces veterans suffering from 
PTSD, Sainte-Anne’s hospital provides 
only four beds to treat psychological inju-
ries of military service.  

 “I was basically shocked by the whole 
thing,” said Mr. Gray who was once temporar-
ily admitted to Sainte-Anne’s but was subse-
quently discharged against his wishes and 
under heavy medication. “It was a case of take 
two aspirins and call me in the morning.” 

Added to this is the additional stress 
and frustration that a soldier suffering 
from PTSD has to go through attempting 

to jump through the bureaucratic hoops in 
order to receive assistance.

“Some of the forms they have to fill out,  es-
pecially those going through PTSD, that in 
itself can give you PTSD,” said NDP MP Peter 
Stoffer (Sackville-Eastern Shore, N.S.), his par-
ty’s veteran affairs critic. “The minister should 
have honoured what he said he was going to 
do in the first place which is that the benefit 
of the doubt will always fall upon the veteran. 
There must be a tremendous amount of people 
who just said I  give up.”

South of the border, the United States 
Department of Veterans Affairs has more 
than 150 hospitals, almost 900 clinics and 
more than 200 veteran support centres dedi-
cated to the care of veterans. Each of these 
facilities offers mental health care and all 
veterans’ hospitals have dedicated beds for 
veterans suffering psychological injuries. 

In Canada a primary concern remains the 
management of the limited funds dedicated 
to veterans’ care. It was during last month’s 
hearing that Sen. Kenny challenged Deputy 
Minister Tining,  “if you could eliminate vari-
ous positions and hearings, the business 
case might even turn out that you would save 
money and in fact increase benefits.” 

While the deputy minister testified she 
“could not agree more” with Sen. Kenny, 
Ms. Tining declined to answer the ques-
tion regarding “overhead versus payout.” 
The Associate Deputy Minister Verna Bruce 
responded that it was “about $250-million.”

The department’s annual report signed 
by Ms. Tining tells a different story. Veterans 
Affairs spends 30 cents of every dollar or 
$1-billion of its $3-billion budget on funding 
“overhead.” But on the health care side, the 
inefficiency is even more pronounced with 
71 cents of every dollar covering overhead 
and only 29 cents making it to the veterans’ 
care. Of more than $1-billion budgeted to the 
healthcare division, only $266-million is paid 
out for veterans’ treatment. 

By contrast, the U.S. Department of Vet-
erans Affairs spends only 10 cents of every 
dollar on operating costs with approximately 
90 cents going directly to the veteran in the 
form of benefits or medical care. The U.S. has 
100 times more employees in their healthcare 
division than Canada but its budget at $37-bil-
lion is only 37 times as large as the healthcare 
budget of Veterans Affairs Canada. 

Comparison with the oft-criticized Ontar-
io Health Insurance Program (OHIP) paints 
a picture at Veterans Affairs of a productiv-
ity-challenged organization. OHIP is pro-
jected to spend approximately $280-million 
to administer $12.9-billion in payments for 
health care this year. This equates to an oper-
ating cost of 2.1 cents for every dollar paid 
out for the healthcare of Ontario’s residents. 

Veterans Affairs spends $2.70 to manage 
every dollar that it pays out for healthcare, 
almost 130 times more than the 2.1-cent cost 
incurred by OHIP to manage each of Ontar-
io’s healthcare dollars. 

“I’m disgusted by it all,” said Mr. Gray. “If 
the department truly cared about its clientele, 
it would spend more time and effort on provid-
ing services and benefits rather than publiciz-
ing the results of their stilted client surveys.”

On the front lines the area counsellors 
who deal directly with veterans on health 
care issues, have a reported case load of 1,200 
or more clients, reportedly limiting them to 
contact clients only once every three years. 
Furthermore, VAC workers especially those in 
the front line have been quickly trying to add 
the details of the benefits under the New Vet-
erans Charter to a repertoire of programs and 
benefits developed over the past sixty years. 

“It is pure insanity; they are pulling their 
hair out,” said Mr. Cundell who also sits on a 
panel advising the office which serves Toron-
to and the surrounding area. “We need more 
Indians not more chiefs. It’s time to change 
the culture in Veterans Affairs.”

Mr. Miller,  though,  is quick to point out 
that the number of cases that a counsellor 
handles should not on its own be taken as 
an indication of the amount of work or the 
actual time  they  may have to deal with the 
needs of their clients.  

“It is not really a case management 
number,  it is the number of clients in a 
particular area recognizing that not all nec-
essarily need to be case managed, and not 
all are case managed at the same level of 
intensity,”  he said.  

Veterans Affairs has yet to face the antici-
pated wave of wounded military to be covered 
by the New Veterans Charter. The Canadian 
Forces have made a concerted effort to retain 
even severely wounded soldiers from the 
Afghan conflict protecting them from what 
they might encounter should they be released.

“I am aware that DND and the chief of the 
defence staff have made a commitment to not 
release currently serving members who have 
been impacted or injured,” said Ms. Tining to 
the Senate subcommittee meeting. “As a result, 
we have not yet seen as clients any who have 
been released from the Afghanistan conflict.” 

“In terms of providing services, they are 
really not doing enough for the modern 
veteran,” emphasizes chief editor of ‘veter-
anvoice.info’, Capt. Gray. He does not hold 
much hope for the wounded returning from 
Afghanistan when they are passed off to Vet-
erans Affairs, “Nothing in my personal expe-
rience has shown me that [Veterans Affairs] 
is going to provide the level and quality of 
service required to ensure the necessary 
quality of life…[Veterans Affairs] is part of 
the problem, not part of the solution.”

Sean Bruyea is a retired captain and dis-
abled soldier who served as an intelligence 
officer in the Canadian Forces for 14 years. 
He is now an advocate for other disabled 
veterans. Robert Smol served for 20 years in 
the Canadian Forces. He is currently a teach-
er and freelance journalist in Toronto.      
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Veterans Affairs Canada: 
Well-oiled machine or department in crisis?
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Partnerships give life to health 
research—they stimulate new ways 

of thinking, connect policymakers with 
researchers and make the most out of 
scarce resources.  The Canadian Insti-
tutes of Health Research (CIHR) places 
tremendous value on partnerships. Part-
nership is at the very core of CIHR’s 
mandate. 

This point is dramatically illustrated 
in the stories found in our 2007-2008 
annual report. CIHR had the unique 
opportunity of recounting the experi-
ences of seven Canadians who have been 
touched by Canadian health research.  
Each of these accounts underlines the 
importance of partnerships in the pur-
suit and application of health research 
and demonstrates why CIHR is focusing 
more efforts to build significant partner-
ships and collaborations. 

Consider Paul Kean, who lives in 
Lumsden, Newfoundland, on the northeast 
coast of Bonavista Bay. Paul works at the 
local fish processing plant.  As Paul puts it, 
“In the fishing industry, you work as hard 
as you can, as long as you can, and every-
thing else falls by the wayside. It’s sad, but 
that’s the way it is in most fishing commu-
nities,” Paul says. 

But Paul saw the damage—carpal 
tunnel syndrome, back problems and an 
over-reliance on over-the-counter pain 
medications.  Determined to act, he part-
nered with CIHR-funded researchers 
from Memorial University on a project to 
reduce the number of soft tissue injuries 
at the plant. Working together, the union, 
plant management, and researchers 
came up with several low-cost and easy-
to-implement solutions that have helped 
reduce the injury rate at the plant and 
have increased productivity.  For example, 
work stations requiring standing for long 
periods of time now have foot stands or 
rests installed to help alleviate workers’ 
back pain and tired legs.

Dana Markoff from Brampton, Ont., 
also has a compelling story about the 
power of partnerships.  The mother of four 
was diagnosed with breast cancer, under-
went a lumpectomy and participated in 
an important clinical trail for a new, less 
toxic form of radiation therapy pioneered 
by Dr. Jean-Philippe Pignol of Sunnybrook 
Health Sciences Centre. In traditional 
radiation therapy, skin can become red, 
itchy and tender—half of the time the radi-
ation causes the skin to be burnt right off.  

The CIHR-funded trial delivered dra-
matic results—women receiving inten-
sity modulated radiation therapy (IMRT) 
were two to three times less likely to 
suffer painful radiation burns. Dana 
was one of them. “I hosted Christmas 
dinner that year. I had 20-some people 
over, with one treatment still to go,” she 
notes. Today, as a result of important 
information generated by the trial, IMRT 
has been accepted as the standard way 
to deliver radiation for breast cancer in 
hospitals across Canada.

CIHR relies on partnerships.
Our partners from the research com-

munity provide valuable support to 
maintain a peer-review system to ensure 
CIHR invests in the very best research.  
The research community, of course, 
also drives innovation. Some of these 
fundamental discoveries may take years 

to reach their full potential, but their 
continued delivery contributes greatly 
to the knowledge, people, and entre-
preneurial advantages identified by the 
Government of Canada as the building 
blocks of the Science and Technology 
(S&T) strategy. CIHR has expanded its 
partnerships with international partners 
to ensure Canada has access to global 
knowledge networks. One such partner-
ship, with the U.S. National Institutes 
of Health, helped support important 
clinical trials testing the effectiveness 
of male circumcision in preventing HIV. 
Both trials stopped early after initial 
data showed the procedure dramati-
cally reduced transmission of HIV. Time 
magazine rated the research as the No. 
1 medical breakthrough of 2007.

Other partners help translate 
research findings into exciting new tech-
nologies with commercial potential, new 
ways of preventing illness and new ways 
of caring for those who are sick. CIHR’s 
Institute for Health Services and Policy 
Research has been holding meetings 
across Canada with provincial health 
authorities to discuss an ambitious and 
much-needed initiative known as Evi-
dence on Tap. The program would be a 

mechanism for linking researchers with 
decision makers to produce timely and 
policy-relevant evidence on key priority 
issues identified by provincial decision 
makers.  The program would enable 
CIHR to better respond to health care 
decision maker needs for more urgent 
access to health research information.  

CIHR also has important partnerships 
with the other federal granting coun-
cils—the Natural Sciences and Engineer-
ing Research Council, the Social Sciences 
and Humanities Research Council and the 
Canada Foundation for Innovation – as 
well as many other federal and provin-
cial organizations and non-governmental 
granting agencies. 

In 2008, we will be redoubling our 
efforts to build significant partnerships 
and collaborations with each of the 
groups described above. By focusing on 
partnerships, CIHR can play an impor-
tant role in helping the Government of 
Canada achieve goals set out in the S&T 
strategy.

Dr. Pierre Chartrand is acting presi-
dent of the Canadian Institutes of Health 
Research.
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By DR. PIERRE CHARTRAND

PARTNERING OUR 
WAY TO EFFECTIVE 
HEALTH RESEARCH

CIHR has been holding meetings across Canada with 
provincial health authorities to discuss an ambitious and 

much-needed initiative known as Evidence on Tap. 

Is 4.2% of health care spending really enough to support
home and community care? Not if you believe the statistics.

8 out of 10 Canadians believe that more home and community care
would improve the health care system.

Research indicates that 50% of care receivers depend
100% on their family and friends.

Last year alone, over 13,000 VON volunteers provided
more than 667,000 hours for much needed services.

Can you imagine
our health care system

without home and community care?

WWW.VON.CA 1-888-VON-CARE

Home and community care is a necessity not an accessory.
Millions of Canadians are doing their part.

Governments need to do theirs.
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who you are, and who is accessible and co-
ordinates care to improve experiences for 
patients, resulting in fewer medical errors 
and less duplication of services.”

NDP health critic Judy Wasylycia-Leis 
(Winnipeg North, Man.) says that it “boggles 
the mind” why the idea of medical homes has 
not become widespread across the country.

She explains that multidisciplinary 
health centres, in her city and in other 
cities such as Sault Ste. Marie, Ont., and 
Saskatoon, Sask., have teams of healthcare 
professionals on site to assist patients with 
a myriad of issues—from helping them with 

nutrition to monitoring their blood pres-
sure—without having to rely solely on the 
services of a family physician.

“These are some real good examples and 
models of how to make the system more 
efficient and still provide ready access to 
healthcare for people, but for some reason it 
takes a long time to get there,” she explains.

In fact, it’s been almost 40 years since 
Manitoba, for instance, produced a white 
paper on health policy.

Released in 1971 and authored by Saul 
Miller, a cabinet minister in then-premier (and 
future governor general) Ed Schreyer’s NDP 
government, the paper argued against an over-
reliance on individual doctors’ offices as the 

prime vehicle for delivering healthcare.
It was, as pointed out by Ms. Wasylycia-

Leis—herself a former Manitoba Cabinet min-
ister in Howard Pawley’s NDP government 
a decade later—a call to move away from a 
system in which “everybody feels they have to 
get to the highest-paid official to get the best 
care and end up going to emergency wards 
because they’re the only thing around” and 
migrate toward a more “holistic” community 
approach involving a cluster of professionals 
delivering a basket of healthcare services.

But improving patient access to physicians 
and medical care is just one initiative Canada 
should pursue, according to Ms. Osborn.

She says that both Canada and the U.S. 
are “way behind” other countries, such as 
the U.K., in having access to electronic 
medical records as well as in providing 
financial incentives to doctors to ensure 
they’re properly compensated when deliv-
ering or co-ordinating often complex care 
to chronically ill patients.

A 2006 Commonwealth Fund survey of 
about 6,000 primary-care doctors in seven 
countries found that only 23 per cent of Cana-
dian physicians use e-medical records—the 
lowest percentage and far behind the 98-per-
cent level in the Netherlands.

The study also found that 41 per cent 
of Canadian primary-care doctors—and 
just 30 per cent of those in the U.S.—were 
receiving or could receive financial incen-
tives for managing chronic illnesses and 
enhancing preventative care.

However, as this year’s survey revealed, 
Canada’s healthcare system is not without 
its advantages.

In the U.S., 37 per cent of all adults 
reported having skipped medications, not 
seen a doctor when sick or foregone recom-
mended care because of costs. Only 12 per 
cent of Canadians made the same claim.

And while 30 per cent of respondents in 
the U.S. reported spending more than $1,000 
U.S. on out-of-pocket medical expenses over 
a one-year period, only 12 per cent of Cana-
dian adults faced the same expenditures.

Twenty-one per cent of Canadians said 
they had no out-of-pocket costs—far behind 
the 52 per cent of respondents in the U.K., but 
ahead of the 10 per cent of adults in the U.S.

Ms. Osborn points out that Canadians 
have also become less critical of the coun-
try’s healthcare system over time.

A decade ago, about one in four Canadi-
ans said the system needed to be scrapped 
and rebuilt. Last year, the percentage of 
adults saying that in this country was cut in 
half to 12 per cent.

Federal Green Party Leader Elizabeth 
May is not among those calling for a com-
plete gutting of the healthcare system, 
despite having experienced first-hand some 
of its deficiencies.

Last September, she underwent sur-
gery to replace her right hip after spending 
eight painful months waiting for the proce-
dure. She would have waited another eight 
months, had she not put her name on an 
emergency-cancellation list.

Nevertheless, Ms. May remains a “big 
believer” in the current healthcare system, 
and says her support is borne out by the fact 
that Canada has one of the highest longev-
ity-lowest morbidity rates in the world and 
the per-capita cost of healthcare here is 
lower than it is in such countries as the U.S.

Rather than pursuing a two-tier system, 
she says the current single-payer public 
model in place could be improved upon 
without dismantling it.

For instance, to deal with ongoing short-
ages of hospital beds across the country, 
alternative facilities could be used to pro-
vide convalescent treatment or nursing 
care for patients who don’t necessarily 
require full hospital services and could be 
placed in less-costly recovery centres.

“The system remains vulnerable and the 
Green Party’s concern is that if we allow 
privatization to sneak into the system, we 
run the risk—under the national treatment 
provisions of NAFTA—of for-profit, U.S.-
based healthcare companies demanding 
access here to what they consider a market,” 
explains Ms. May, who is running in the next 

federal election for the Greens in the Nova 
Scotia riding of Central Nova, currently held 
by Defence Minister Peter MacKay.

He called for “experimentation with mar-
ket reforms and private delivery options” and 
Ms. May says he suggested that Canada’s 
healthcare system “is a sign of our innate 
inferiority as a country. He says ‘my views 
have evolved’ but I haven’t seen an adequate 
explanation from him that he made a mis-
take in the past and what was it that changed 
his mind and brought him around.”

Says Ms. May: “If I were to come into 
politics, having been 17 years with the Sier-
ra Club [as executive director] and sudden-
ly realized that I wasn’t really interested in 
the environment, a lot of people would have 
good reason to say, ‘what the heck.’”

Reviewing past comments—or decisions—
might offer some insights as to how improve 
upon healthcare in Canada, as Montreal-area 
journalist Holly Dressel has discovered while 
researching a forthcoming book on the 1995 
closure of Montreal’s Queen Elizabeth Hos-
pital, entitled Who Killed the Queen? The 
Death of a Community Hospital and How to 
Fix Public Health Care.

She explains that the 1990s saw the 
elimination of 21 per cent of hospital beds 
across the country, while medical school 
spots were cut by 10 per cent—as part of the 
federal Liberal government’s budget-reduc-
ing exercise that slashed social programs 
under the watch of then-finance minister 
Paul Martin (LaSalle-Émard, Qué.).

“Paul Martin admitted to a large crowd 
of 1,000 fundraisers at the Queen Elizabeth 
Hotel in Montreal in 2004 that he went to 
every financial centre in the world and was 
told that if he didn’t cut healthcare Canada 
would lose its bond rating,” says Ms. Dres-
sel, who also discovered that Canada closed 
more hospital beds faster than any other 
industrialized country in history.

Still, she also found evidence that Cana-
da’s existing public healthcare system need 
not be scrapped.

“There is not one single, scientific peer-
reviewed study that shows private care is 
more efficient in either cost or care—and 
everybody in healthcare knows it,” explains 
Ms. Dressel. “Nobody wants to believe it 
because healthcare is always a mess and a 
difficult thing to provide. But we’ve got one 
of the best systems, so far—which isn’t to 
say we shouldn’t work to improve it.”

Though he has run a private clinic in 
Vancouver, Canadian Medical Association 
president Dr. Brian Day, an orthopedic sur-
geon, says the solution in dealing with the 
healthcare crisis has to come from “making 
the public system work better.”

“We can’t solve the system with privatiza-
tion in the way other countries might because 
we don’t have private hospitals and it would 
take too long to build them,” he explains. 
“Canada is the only OECD [The Organization 
for Economic Co-operation and Develop-
ment] country that almost exclusively blocks 
funds to our hospitals. So when a patient 
comes to the hospital, he or she is using up 
the hospital’s money and that’s why operat-
ing times are cut back and people wait.”

However, Dr. Day points out that 70 per 
cent of Canadians already have private health 
insurance to pay for the costs of prescription 
medication, ambulance, dentistry, physiother-
apy and other health-related services.

“Canada is one of the few countries—
maybe the only country—that has univer-
sal healthcare that doesn’t cover drugs or 
dentistry. It makes no sense. You operate on 
someone’s hip and send them home, and 
the physiotherapy has to be paid for pri-
vately—and these decisions are not made 
by doctors but by governments.”

He says he believes all political parties are 
“afraid of an honest, open discussion on health-
care because they don’t see how they can win 
by coming up with solutions and all they do is 
pour money into the system without fixing it.”

“Healthcare is the No. 1 issue with the 
public, yet the word ‘health’ was mentioned 
twice in last year’s Throne Speech and I 
don’t think it was even discussed at the 
recent first ministers’ meeting.”

The Hill Times
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CANADIAN MEDICAL RESIDENT
DEBT AFFECTS ALL OF US
•  Canada has a shortage of

physicians. Resident debt 
deters trainees from careers in
specialties where the physician
shortage is greatest, such as
family physicians.

•  Medical residents from rural 
parts of Canada are less likely 
to practice in rural and under
serviced areas because of 
their debt.

•  Medical resident debt creates
financial barriers to a medical
education that result in a 
medical workforce with less
representation from lower and
middle income families.

The Canadian Association of Internes and Residents (CAIR)
calls on the Federal Government to invest in the future health 
of all Canadians by improving access to a medical education.

For more information go to: www.cair.ca

A MESSAGE TO THE 

FEDERAL GOVERNMENT

RISING DEBT OF CANADIAN 
MEDICAL RESIDENTS
•  The average debt carried by a medical

resident is $158,728.
• Debt grows during residency training because

resident trainees pay interest and principle on
government student loans throughout training.

A NEED TO INVEST IN FUTURE PATIENT CARE
•  CAIR urges the government to change the

Canada Student Loans program so that
medical trainees begin repaying their loans
upon completion of residency training 
instead of during residency.

•  Taking this step in the next budget will
improve the affordability of a medical
education and bring long-term benefits to 
the health and well being of all Canadians.

More Canadians need 
‘medical homes,’ says 

NDP MP Wasylycia-Leis
Continued from Page 24
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NOTABLE AND NOTEWORTHY HEALTH FACTS
FUNDING FOR HEALTH CARE 
IN BUDGET 2007
The government invested:
■ $400-million to Canada Health 
 Infoway to develop health information 
 systems and electronic health records
■ Up to $612-million to help the 
 implementation of patient wait times 
 guarantees of which $500-million will 
 be allocated on an equal per capita basis
■ $30-million over three years for the 
 patient wait times guarantee pilot 
 project fund
■ $300-million to help launch a national 
 program for he HPV vaccine
■ $2-million for the No Child Without 
 program in order to provide free 
 MedicAlert bracelets to students
■ $10-million over the next two years 
 and $15-million per year in 2009-2010 
 to establish a Canadian Mental Health 
 Commission
■ An additional $22-million per year to 
 the Canadian Institutes of Health 
 Research

—Source: Budget 2007, 
Department of Finance

CANADA HEALTH TRANSFERS 
2008-2009
Province/Territory Transfer
Newfoundland  $359,000,000
and Labrador
Prince Edward Island $99,000,000
Nova Scotia $664,000,000
New Brunswick $533,000,000
Quebec $5,491,000,000
Ontario $8,576,000,000
Manitoba $846,000,000
Saskatchewan $804,000,000
Alberta $1,921,000,000
British Columbia $3,269,000,000
Nunavut $26,000,000
Northwest Territories $20,000,000
Yukon $23,000,000
Total $22,629,000,000

■ Canada Health Transfers will reach 
 $30.3-billion under the 10-year Health 
 Care Agreement reached between the 
 First Ministers and the federal 
 government in 2004.
■ The federal government made a total 
 of $13.4-billion in transfers in 
 2007-2008.

—Source: Department 
of Finance Canada website

DEPARTMENT OF HEALTH
Health Minister Tony Clement is respon-

sible for the Department of Health as well 
as seven agencies. These agencies include 
the Public Health Agency of Canada, 
Assisted Human Reproduction Canada, 
Canadian Health Network, Canadian Insti-
tutes of Health Research, Hazardous Mate-
rials Information Review Commission, Pat-
ented Medicine Prices Review Board and 
Pest Management Regulatory Agency.

Health Canada has a total budget of 
$4.5-billion and employs 10,000 people 
across the country to help deliver health-
care policy, health promotion and protec-
tion and First Nations and Inuit health. Mr. 
Clement is responsible for administering 
13 acts, including: Assisted Human Repro-
duction Act, Canada Health Act, Canadian 
Centre on Substance Abuse Act, Canadian 
Institutes of Health Research Act, Con-
trolled Drugs and Substances Act, Depart-
ment of Health Act, Food and Drugs Act, 
Hazardous Materials Information Review 
Act, Hazardous Products Act, Pest Control 
Products Act, Pesticide Residue Compensa-
tion Act, Radiation Emitting Devices Act 
and the Tabacco Act, as well as the Canadi-
an Environmental Protection Act, which is 
also the responsibility of the environment 
minister.

—Source: Health Canada website

2007-2008 Department of Health Main Estimates 
Health Department 2007–2008   2006–2007   Difference
Operating expenditures $1,690,951,000 $1,674,444,000 $16,507,000 
Grants and contributions   $1,225,859,000   $1,189,350,000   $36,509,000 
Minister of Health – Salary  $75,000 $73,000 $2,000
and motor car allowance 
Contributions to employee  $111,378,000 $111,530,000 $152,000
benefit plans
Total Department $3,028,263,000 $2,975,397,000 $52,866,000

Assisted Human Reproduction Agency of Canada
Program expenditures $12,834,000 $9,022,000 $3,812,000 
Contributions to employee  $642,000 $659,000 $17,000
benefit plans
Total Agency $13,476,000 $9,681,000 $3,795,000 

Canadian Institutes of Health Research          
Operating expenditures $42,439,000 $41,252,000 $1,187,000 
Grants $822,476,000 $786,765,000 $35,711,000
Contributions to employee  $4,606,000 $4,648,000 $42,000 
benefit plans
Total Agency $869,521,000 $832,665,000 $36,856,000 

Hazardous Materials Information Review Commission
Program expenditures $3,024,000 $3,019,000 $5,000 
Contributions to employee  $482,000 $493,000 $11,000
benefit plans
Total Agency $3,506,000 $3,512,000 $6,000  
   
Patented Medicine Prices Review Board          
Program expenditures $10,584,000 $5,800,000 $4,784,000 
Contributions to employee  $891,000 $712,000 $179,000 
benefit plans
Total Agency $11,475,000 $6,512,000 $4,963,000 

Public Health Agency of Canada          
Operating expenditures $438,390,000 $299,278,000 $139,112,000 
Grants and contributions $189,271,000 $179,306,000 $9,965,000 
Contributions to employee  $30,681,000 $28,005,000 $2,676,000 
benefit plans
Total Agency $658,342,000 $506,589,000 $151,753,000

—Source: Government of Canada 2007-2008 Main Estimates

Family physicians and specialists, 2002-2006

 2002 2003 2004 2005 2006
Family physicians 30,258 30,662 31,094 31,633 31,989
Specialists 29,154 28,792 29,518 29,989 30,318

—Source: Canadian Institutes of Health Research

•  By 2015 women will make up 40 per cent of the total physician workforce.
•  In 2007, 67 per cent of physicians were male.
•  Five million Canadians currently do not have a family doctor.
•  The Canadian Medical Association estimates that 26,000 more doctors are needed 
 in Canada to address the shortage of physicians in an aging population.
•  1,500 Canadians are studying medicine in other countries.
•  One in nine Canadians who graduate from medical schools practice in the United States.
•  Canada doctor-patient ratio is 2.2 physicians per 1,000 people, ranking 24th out of 
 28 OECD countries.

—“Five million Canadians are currently without a family doctor—and things 
are only getting worse,” Maclean’s, Jan. 14, 2008

REGISTERED NURSES
There are 251,675 registered nurses in Can-
ada, of which:
•  the average age is 41.2 years
•  5.5 per cent are male
•  94.5 per cent are female
•  94.1 per cent work in a hospital
•  1.4 per cent work in a physician’s 
 office, family practice or nursing
 home
•  1.3 per cent work in a long-term 
 care facility
•  52.5 per cent work full time 
•  34.7 per cent work part time 
•  12.1 per cent work casually
•  1.6 per cent work in managerial 
 positions
•  94.5 per cent are staff nurses
•  71.5 per cent have a college diploma
•  27.6 per cent have a bachelor’s degree 
•  0.9 per cent have a masters or doctorate 
 degree

—Source: Canadian Nurses Association 
website, “2005 RN Workforce Profile: 

Medicine/Surgery”

PATIENTS RECEIVING TREATMENTS 
OUTSIDE OF CANADA, 2007
Treatment Total
Plastic surgery 276
Gynecology 2,262
Ophthalmology 3,914
Otolaryngology 1,013
General surgery 3,806
Neurosurgery 488
Orthopedic surgery 3,063
Cardiovascular surgery 670
Urology 3,928
Internal medicine 6,552
Radiation oncology 132
Medical Oncology 1,020
Residual* 19921
Total 47,044

*The residual count was produced using 
the average provincial per cent of patients 
receiving treatment outside of Canada and 
the residual count of procedures produced 
in Waiting Your Turn.

—Source: Receiving Treatment Outside 
Canada, Fraser Institute, November 2007

WAIT TIMES
•  Total waiting time between referral 
from a general practitioner and treatment, 
increased from 17.8 weeks in 2006 to 18.3 
weeks in 2007. 
•  Among the provinces, Ontario achieved 
the shortest total wait in 2007, 15 weeks, 
with British Columbia (19 weeks), and Que-
bec (19.4 weeks) next shortest. Saskatch-
ewan had the longest total wait, 27.2 weeks; 
the next longest waits were found in New 
Brunswick (25.2 Weeks) and Nova Scotia 
(24.8 weeks).
•  Among the various specialties, the 
shortest total waits (i.e., between referral 
by a general practitioner and treatment) 
existed for medical oncology (4.2 weeks), 
radiation oncology (5.7 weeks), and elective 
cardiovascular surgery (8.4 weeks).
•  Patients waited longest between a GP 
visit and orthopaedic surgery (38.1 weeks), 
plastic surgery (34.8 weeks), and neurosur-
gery (27.2 weeks).
•  There were increases between 2006 and 
2007 in the waits for internal medicine (+4.9 
weeks), gynecology (+2.1 weeks), urology 
(+1.9 weeks), and otolaryngology (+1.8 
weeks), radiation oncology (+0.7 weeks) 
and elective cardiovascular surgery (+0.4 
weeks).
•  Decreased times were found in patients 
receiving treatment in neurosurgery (-
4.5 weeks), ophthalmology (-2.5 weeks), 
orthopedic surgery (-2.2 weeks), medical 
oncology (-0.7 weeks), plastic surgery (-0.6 
weeks), and general surgery (-0.5 weeks).

—Source: Waiting Your Turn: Hospital 
Waiting Lists in Canada, Fraser Institute, 2007

International emergency room usage
     New United United
 Australia Canada Germany Netherlands Zealand Kingdom States

Visits to the  33% 39% 21% 18% 28% 28% 36%
ER in last two 
years for any 
visit 
Visits to the  11% 39% 5% 6% 9% 8% 15%
ER for a condition 
a doctor could 
have treated if a
vailable 
Waited two or  34% 46% 11% 9% 25% 32% 31%
more hours in 
ER before being 
treated

According to the survey Canadians ranked second of all the countries when it 
came to the percentage of adults who waited more than six months for elective or 
non-emergency surgery at 14 per cent, compared to the U.K. (15 per cent) and Aus-
tralia (nine per cent). However, 32 per cent of Canadians waited less than a month for 
the elective or non-emergency surgery, compared to 72 per cent of Germans, 62 per 
cent of Americans, and 55 per cent of Australians and New Zealanders.

—Source: 2007 Commonwealth Fund International Health Policy Survey
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