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INTRODUCTION

 
I am honored to have been invited once again to meet with the CMA. Canadians should be deeply appreciative of your long-standing commitment to patient care and to strengthening and maintaining our Canadian Health Care System.

Thank you for your invaluable contributions to my Commission’s work and your continuing influence on the great national discussion on the future of Medicare. 


This morning, I have been asked to make some brief remarks on the key question of Medicare’s present and future “sustainability.” 

The heart of my Commission’s mandate was to make recommendations, in the words of the order-in-council, “to ensure the long-term sustainability of a universally accessible, publicly funded health system.” 

So, although I am not a health economist, I had the privilege of reviewing volumes of literature, working with a myriad of experts, and listening to thousands of Canadians on the important question of “sustainability.” 

The Prime Minister inserted long-term sustainability as part of my mandate because Canadians have been told by some of their governments and individual citizens that Canadian Medicare is no longer “sustainable.” 

This kind of unsubstantiated, but increasingly popularized notion began to erode public confidence in our medicare plan, as this year’s CMA “Report Card” demonstrates. 

So, answers were required. Evidently, they still are.

Canadians told me that they want the current system to be sustainable, that it must be sustainable. Caregivers and health experts told me that it can be made so through additional targeted funds that buy transformative changes to the delivery of health care. 

SUSTAINABILITY — HOW SHOULD IT BE DEFINED?

As I said in my report, the word “sustainability” both illuminates and obscures the debate. The concept is open to multiple interpretations—and misinterpretations. 

But let me be clear at the outset.  If our elected officials want the system to be properly reformed and sustained, it will be sustained. Certainly, the Canadian people wish it so.

Choices matter.  And I want to address these choices today as we anticipate the choices available to our political leadership over the coming weeks and beyond.

In recent years, the debate has increasingly focused on one aspect — costs; and costs alone. 

You know the arguments. Medicare costs too much: it’s the “elephant in the living room” that takes too large a proportion of society’s other priorities; that it’s an impediment to lowering taxes, and so on. 

Consequently, those who support this notion of “sustainability,” quite understandably, venture forth with old proposals that advocate more private pay and increased private delivery. 

I believe, as I stated in my report, that the system is as sustainable as Canadians want it to be. I will say more about the dollars in a moment.

But the focus on costs alone is too narrow.  Why? 

· Because how the system is organized and delivered makes a difference.

· The systematic use and spread of best practices makes a difference.   

· Proper HHR policies makes a difference. 

· Focusing on prevention and the determinants of health makes a difference.

These are but some of the staples of the complexity of health care reform and speaks out, even screams out, for an integrated approach.  

You understand this holistic and integrated approach, reflected in your report of last month, Taming of the Queue, and your recent comments on Pharmacare.

 Thus, taking into consideration the large body of evidence we had accumulated, I defined “sustainability” to mean, “ensuring that sufficient resources are available over the long-term to provide timely access to quality services that address Canadians evolving health needs.” 


There are three essential aspects of this definition — services; needs; and, resources. 

As practitioners, you will know better than most, how difficult it is to keep services, needs, and resources in proper balance. There is no “invisible hand” to divine the proper balance. 

Ultimately, the ongoing challenge of ensuring this balance comes down to choices -- choices made by those who actually govern the health care system. 

TWO COMPETING MODELS — CANADA’S THE BETTER

The stark reality is that, fundamentally, there are only two competing models of governance which will decide the balance of the key issues of services, needs, and resources. 

One system —ours— is based on the belief that a core Canadian value, Health Care, is a social or public good and not a commodity to be bought, sold, and traded, as commodities are, by the rules of the marketplace. 

The other model essentially adopts the reverse position and believes that the economic forces of the marketplace can best strike that balance. 

In addition, some have attempted to develop a kind of a hybrid model, which encompasses the two. However, when it comes to providing “medically necessary services”— I stress those words again, “medically necessary services” the hybrid model collapses in confusion and inconsistencies. 


Admittedly, neither of the two fundamental models I have described is perfect. The issues are just too complex and difficult. 

For example, when we talk of “needs”, we must determine whose needs — the needs of the population as a whole or individual cases, or both, and in what proportions. 

“Services” are constantly evolving, driven in part, by advances in science and technology, and growing specialization within the health professions.  

As well, the broadening of the scope of what we define as medically necessary services delivered by non-physicians, adds further complexity. 

As you know, costs for medically necessary services within the CHA, have grown at a rate commensurate with our capacity to pay.  The evidence clearly shows this.

Whereas things outside the CHA basket, especially things like pharmaceuticals as one example, continue to rise sharply.

And resources, whether strictly available through the public purse or the private purse, or a combination of both, fluctuate with economic circumstances. 


Fortunately, there is much experience and literature available to us in helping to answer the question of “sustainability” and the best governance model by which it can be achieved. 


The simple fact is that the yearly percentage of GDP spent on Health Care in Canada is at about 9.6% as compared to nearly 15% in the country in which best conforms to the marketplace governance approach, the United States.  

Let’s take a closer look at the U.S./Canada comparison.

It is important to note that in the 1950’s and early ‘60’s, health care spending in Canada and the U.S., as a percentage of GDP, was rising in lockstep. 

But following the creation of our Medicare system, costs in the U.S. continued to rise sharply in comparison to Canada, as I noted.  

More spending, less coverage in the U.S.

As well, if you add up the American expenditures on Medicaid, Medicare, and the value of the tax breaks offered those who can afford to purchase private health insurance, the U.S. system is over 60% publicly funded, compared to our 70%.  

Yet, in our model, we have universal coverage, compared to the 100 million Americans who are either uninsured or under-insured. And we have better health outcomes.

The question we need to ask when confronted by those who claim that our 70/30 public/private split is unsustainable, is whether increasing the private component (that is shifting more from a government, progressive tax supported approach to an individual and regressive payment approach), will be more efficient, sustainable, and produce better health outcomes.  The evidence says NO.  


The GDP numbers reflect a very key point, which is often over-looked by those who concentrate primarily on costs. We will pay for our health care services one way or another. 

It’s total costs that matter and there is only one payer. 

Thus, the issue is whether or not, on balance, our system in Canada continues to demonstrate that it is the better model to retain and renew. The evidence clearly says the answer is, “Yes.”

So, is there an elephant in the living room? 

Several months back, the federal Finance Department completed an internal report, which has now been widely quoted in the popular press. 

Referring to those who say that Medicare is not sustainable, the finance study debunks the myth that rising health care costs and an aging population will bankrupt the federal and provincial governments. Projecting out to the year 2040, and using a reasonable set of baseline assumptions for how health spending will evolve, the federal Finance Department’s study concludes that:

“Governments’ share of the total health spending for the country will likely remain less than 10% of the size of the Canadian economy.”

Less that 10% of GDP to at least 2040!

As well, the recent report from the Canadian Federation of Nurses Unions, reminded us that “compared to a decade ago, Canada’s public--not total but public-- spending on health care as a share of GDP has fallen from 7.4% in 1992 to 6.7% in 2002, a dramatic decline that has only been matched by Finland.”


In the 1990’s, all governments fought the ugly demon of deficits and debts. As you know, much of these efforts resulted in dramatic reductions in health expenditures, which, in turn, affected the numbers of doctors, nurses, MRI and other advanced diagnostic equipment, and, indeed, hospital beds. 

Choices were made. I know, I was one who made some of these tough choices.

True, in the mid-‘90’s, tax cuts became the salient policy choice in Canada.  And the constraints placed on ability to pay for, and improve services, across the board are clear.  

Since 1996, tax cuts eliminated a cumulated total of $250 billion in foregone revenue.  

During the same time, health care costs have risen about $108 billion and are portrayed as a fiscal threat.  Rightly or wrongly, choices were made. 

Some governments are now replenishing some of this lost revenue.


But I, like over 85% of Canadians, will continue to hope that new money and old, should be in the service of transformative change to provide for reforms to primary health care, HHR, Home Care, and an affordable Pharmacare plan. 

The objective is to ensure that all Canadians, as a right of Citizenship, will have access to reasonably similar levels and standards of health care, regardless of where they live. 

When it comes to health care in Canada, there should be no room for second class citizenship. 

Maintaining the balancing act—the services, needs, and resources, in an open and transparent manner, held accountable by the democratic process, will get us there.  

Our Canadian model isn’t perfect. It never will be. But, based on all of the evidence, it is clearly the best available and very sustainable if the proper choices are made.

NATIONAL PHARMACARE—OR CATASTROPHIC DRUG COVERAGE?

Allow me to conclude with a brief word on the recent and very important debate around the national Pharmacare program advocated by our provincial and territorial leaders at the recent Niagara conference. 

As you know, my Commission studied Pharmacare extensively, and produced a complete, free-standing chapter on this subject. 

Obviously, Ottawa can and should play a major role in such areas as bulk purchasing of drugs, timely certification of new drugs, quality and safety assurances, and facilitating the creation of common drug formularies.  These things could happen now, hopefully in the context of an integrated approach to reform, properly funded.  Regarding who pays, and in what shares, obviously the FMM process is an appropriate forum for these complex and important discussions. 

Our ultimate goal should be to establish a truly national Pharmacare plan. That’s not at issue.


As many have noted, including some of the Premiers, the Niagara proposal needs to be situated in the context of sustainability and good medical outcomes.  Let me make the following points:

· Any Pharmacare package must be integrated into a series of reforms which have been neglected for too long, such as the ones I have referred to already today;

· All of the aspects of health care should be a shared enterprise between the federal and provincial governments, funded as part of the traditional 50/50 arrangement we have discussed so often; and if new sharing arrangements are to be adopted, the principles and intended outcomes should be clearly assessed and articulated;

· Consistent with this notion, Pharmacare should eventually be included in the CHA basket of medically necessary insured services; 

· As an initial starting point,  it may be more appropriate to deal with the immediate problem of catastrophic drug coverage, while continuing to work towards a more expanded and comprehensive national program; it would be wise, given the complexities of moving to the longer term vision, to strike an independent process to detail the various issues and options;

·  and we should ensure that the issue of equitable drug coverage is part of the discussion.  

At present, in Atlantic Canada, fewer than one in five have drug insurance versus the rest of Canada where almost nine out of ten people are covered;

·  And a Pharmacare plan should be tied to a disease management program linking appropriate drugs to appropriate needs.


Let me conclude on this subject by emphasizing the need for coherent and integrated health care reform.

Three out of five families in Canada lack a family physician.  I assume you would agree that appropriate medication and treatment is best prescribed in the context of the kind of relationship and continuity of care provided by family doctors.  

This is why is it so important to ensure that Pharmacare is part of an integrated approach, understanding the priorities of reform and their interdependence.

And if our governments wish to examine and move towards the vision of expanded Pharmacare, I would urge them to agree to a reputable and independent body or process to detail the actual and projected costs, coupled with the impact on health outcomes, so that Canadians can make an informed decision. We should try to eliminate, at least on this topic, the divisive and bitter intergovernmental warfare of recent years.  

I agree with your president who aptly noted the other day, that the time for political football should be over and done with.

CONCLUSION—NOW IS THE TIME FOR ACTION:
In concluding, I truly hope that our collective approach to reform is informed by the “do no harm” essence of the Hippocratic Oath.  

This morning’s discussion comes on the eve of one of our most important First Ministers meetings. Televised, as it should be, Canadians will be able to observe the position of each government as to where it stands on the values, principles, and organizing models to renew our most cherished social program. We will be able to note:

Who stands up for Canadian values? 

Who seeks an integrated and long-term view to reform, as opposed to a short-term, quick fix? 

Who agrees that new federal money must be associated with a coherent reform agenda, made in the national interest? 

Who has the courage to stand up for real accountability, both political and fiscal? 


We are at a pivotal moment in Canadian history. Because Medicare speaks as much to the unity and purpose of our nation as it does to the health of our citizens. 

It’s my sincere hope, that we will rise to the occasion and build a better Medicare and a stronger more formidable Canada.  

Thank you so much for your important leadership and thank you again for the privilege of addressing you this morning.
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