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Executive summary
Introduction
Today all Canadians are concerned about the state of Medicare. Recent international
surveys show that Canadians wait longer than most others for family doctor
appointments, emergency room service, specialist appointments, and elective surgery.
The twenty to thirty percent of Canadians who never wanted Medicare now say, ―We told
you so. This government health plan wasn’t ever going to work.‖
Few Canadians know that the original vision of Medicare went well beyond public
payment for the old system. The original vision of Medicare included new ways of
delivering care. But, as then Saskatchewan Premier Tommy Douglas realized in the
1950s, this vision would have to be implemented in two stages.
Medicare’s original vision in Saskatchewan
Saskatchewan led the rest of the country and the continent with its health policy. Before
Tommy Douglas became premier in 1944, the province already had a thriving municipal
doctor program, provided universal care for patients with tuberculosis, and had
established Canada’s first cancer control agency. After his victory in 1944, Douglas
appointed Dr. Henry Sigerist, an internationally known Johns Hopkins professor of
medicine to review the province’s health system. Sigerist recommended the
establishment of district health regions to which would include hospital and medical care,
diagnostics, public health, and home care.
Saskatchewan established the Health Services Planning Commission to continue planning
and facilitate implementation of the Sigerist report’s conclusions. Southwestern
Saskatchewan was keen to move and on January 1, 1946, the Swift Current Health
Region was established, providing universal hospital and medical care.
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The Swift Current Region model doesn’t spread
However despite the popularity of the Swift Current plan with local doctors and the initial
positive reviews from Canadian organized medicine, opposition from doctors in other
parts of the province and country prevented the spread of the Swift Current model.
Eventually the Saskatchewan provincial government, led by Douglas as Premier, moved
ahead with Medicare’s first stage, providing insurance to people when they got sick. In
1947, Saskatchewan implemented universal hospital insurance and in 1962, medical
insurance. However, over 90 per cent of the province’s doctors went on strike, refusing to
see patients even in an emergency. Eventually, Saskatchewan’s doctors essentially settled
for what the government had been offering.
Canadian governments were shaken by the bitter strike and were loathe to have a repeat.
As a result, Canadian governments did little to challenge physicians on the way health
care services were organized. There were some new models of care developed based on
group practice and integration of public health. The Saskatchewan community clinics and
the Sault Ste. Marie Community Group Health Centre were evaluated in the 1960s and
1970s and shown to have lower overall health care costs because their patients spent 2025% fewer days in hospital.
In general Medicare has been good for Canadians
The first stage of Medicare has been very good to Canadians. Up until the late 1950s,
Canadians and Americans had similar health status and similar health care systems with
similar costs. Now Canadians are healthier and spend much less on health care. Despite
the world’s highest health care spending, nearly 60 million Americans either have no
insurance or live with someone who lacks coverage, and tens of millions have such bad
coverage that health care bills bankrupt half a million every year. And, Medicare has
been good for Canadian business by reducing manufacturers payroll costs by up to $6 per
hour per employee.
But, Canada’s health system has run into predictable problems because of the
failure to implement the Second Stage of Medicare
When Canadians first started debating Medicare one hundred years ago, we were a young
country and most health problems were acute. However, today our main health problems
are chronic diseases in an aging population. And because Canadian physicians have not
integrated their practices with each other or with the rest of the health system, Canadians
with chronic diseases frequently develop complications which could have been prevented
with better follow up.
Medicare’s Achilles’ heel: Long waits for care
Compared with other wealthy countries, Canada has some of the longest waits for
primary health care, medical specialists, hospital emergency rooms, and elective surgery.
Douglas noted in his day that needless ―ping-ponging‖ between different specialists and
diagnostic tests caused many delays. Now the waits are longer because there are more
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specialties, more tests available, and because modern practices won’t allow patients into
hospital just to have all their tests and consultations at once. When care processes are
updated using the original vision of Medicare, waits plummet. The Saskatoon
Community Clinic sees their patients the day they want to be seen and the Saskatchewan
Health Quality Council has taken this innovation to 25% of the province’s primary health
care practices. The Hamilton Shared Care Mental Health Program integrates 145 family
doctors, 17 psychiatrists, 80 counsellors to provide primary health care-based mental
health services to over 300,000 patients. The program increased the number of patients
using mental health services by 1100% while simultaneous reducing referrals to the
psychiatry specialty clinic by 70%.
Canadians should also have faster access to elective surgery. For example, the Alberta
Bone and Joint Institute Pilot Project reduced wait times for artificial joints from 19
months to less than 11 weeks, all the way from family doctor referral right through to
surgery. The key changes included creating orthopaedic surgery group practices.
The Second Stage of Medicare is coming but can we wait?
We have known the broad brush strokes for the Second Stage of Medicare since at least
1946 in Swift Current. The development of the quality agenda in health care has added a
lot of detail to the sketch. And, there are more and more Canadian examples of these
Second Stage programs with their attendant benefits to health and the health care system.
If we could implement the Second Stage of Medicare we could improve the country’s
health, a lot, including the health of the people who provide care. While Medicare has
problems, it’s pretty clear that we can fix them all without charging clients or contracting
out care to the lowest bidder.
Canada needs to complete Medicare’s first stage by providing public coverage for
pharmaceuticals, home care, and preventive dental services. But if we don’t re-focus our
health services on keeping people well, we will never be able to afford the First Stage. To
quote Tommy Douglas:
“Only through the practice of preventive medicine will we keep the costs from
becoming so excessive that the public will decide that Medicare is not in the best
interests of the people of the country.”
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Introduction:
Today all Canadians are concerned about the state of Medicare. Recent international
surveys show that Canadians wait longer than most others for family doctor
appointments, emergency room service, specialist appointments, and elective surgery.1
The twenty to thirty percent of Canadians who never wanted Medicare now say, ―We told
you so. This government health plan wasn’t ever going to work.‖
Few Canadians know that the original vision of Medicare went well beyond
public payment for the old system. The original vision of Medicare included new ways of
delivering care. But, as Tommy Douglas reminded us in the SOS Medicare Conference in
November 1979, this vision would have to be implemented in two stages – the first stage
was to remove money as a barrier to access but the second, more difficult, stage would be
―to alter our deliver system‖ in order ―to reduce costs and put an emphasis on
preventative medicine.
Medicare’s Original Vision in Saskatchewan
Saskatchewan led the rest of the country and the continent with its health policy.2 Before
Tommy Douglas became premier in 1944, the province already had a thriving municipal
doctor program, provided universal care for patients with tuberculosis, and had
established Canada’s first cancer control agency. Just months after Douglas was elected
premier, the province became the first jurisdictions in North America to cover all cancer
diagnosis and treatment.
After his victory in 1944, Douglas appointed Dr. Henry Sigerist, an
internationally known Johns Hopkins professor of medicine, to review the province’s
health system.3 Sigerist recommended the establishment of district health regions to focus
on preventive medicine. The district would include hospital and medical care,
diagnostics, public health, and home care. To ensure the focus was on prevention,
Sigerist recommended that the medical officer of health head up the health region.
Saskatchewan established the Health Services Planning Commission to continue
planning and facilitate implementation of the Sigerist report’s conclusions. Southwestern
Saskatchewan was keen to move, and on January 1, 1946, the Swift Current Health
Region was established. On July 1 of that year, it began providing universal hospital and
medical care.4
The Swift Current Region financed and provided hospital and physicians’ care,
laboratory and radiology services, home care, public health, and children’s’ dental
services. Its efforts drew broad praise from local citizens and leading physicians in
Saskatchewan.5 The Swift Current region went from having a high level of infant
mortality to the lowest in the province by 1965.6 Even Dr. Arthur Kelly, deputy secretary
of the Canadian Medical Association, was effusive with praise in a 1948 Canadian
Medical Association article, characterizing the region as:7
here is a successful experiment in the large scale provision of medical care,
courageously applied, efficiently managed and remarkably free of attempts to
make the facts fit preconceived ideas, financial or otherwise.
The key factors associated with the Swift Current Region’s success were:
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Improved coordination of health care delivery focused on prevention through a
local integrated health region: The region funded and organized a comprehensive
package of services including hospital and physician care, diagnostic services,
home care, public health, and children’s dental services.



Prepaid funding: Services were available to the public on a universal basis, with
little or no charge to users.



Group medical practice: The doctors were in private practice, but the regional
medical leadership, including the medical officer of health, exerted significant
influence in standards of practice and utilization. The medical office of health and
public health nurses worked in tandem with the physicians to deliver preventive
services.



Democratic community governance of health care delivery by a locally elected
board: The twelve Swift Current board members represented the region’s eightyseven municipalities. Community governance would ensure health care remained
responsive and customized to the priority needs of the local population.

The Swift Current Region Model Doesn’t Spread
However, despite the popularity of the plan with local doctors and the initial positive
reviews from Canadian organized medicine, opposition from doctors in other parts of the
province and country prevented the spread of the Swift Current model.8 Organized
medicine’s biggest concern was that the profession did not want to negotiate with local
boards, but rather the province.9
Eventually the Saskatchewan provincial government, led by Premier Douglas,
moved ahead with Medicare’s first stage: providing insurance to people when they got
sick. In 1947, Saskatchewan implemented universal hospital insurance. When
Saskatchewan launched its medical insurance plan on July 1, 1962, over 90 percent of the
province’s doctors went on strike, refusing to see patients even in an emergency.10
Eventually, Saskatchewan’s doctors essentially settled for what the government had been
offering. The settlement of the 1962 Saskatchewan physicians’ strike is generally seen as
a victory for the government and the birth of Medicare in Canada. However, events belie
this interpretation.
In the longer term, Canadian governments were collectively shaken by the bitter
1962 doctor’s strike and were loath to have a repeat. The federal government did
implement a national hospital insurance plan in 1957 and a national medical insurance
plan in 1968. In 1969, the country’s deputy ministers of health asked the University of
Toronto’s Dr. John Hastings to write a report on the reorganization of medical practice
and primary health care as it moved to public payment. Hastings’ 1972 report
recommended a similar system to that suggested by Sigerist twenty-seven years earlier:
group medical practice, non-fee-for-service payment, and integration with public health
and social services.
Despite a positive reception from nursing groups, public health associations, and
several provinces, there was firm opposition from the medical profession. The health
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system stayed pretty much the same for twenty-five years after Dr. Hastings’s report.
Canadians had first-dollar coverage for hospital and physicians’ services, but the delivery
system still looked like the 1950s. Almost all physicians are in private practice, billing
the provincial Medicare plans on a fee-for-service basis. There is little group practice or
the use of inter-disciplinary teams.
But the Model Does Work Where it is Implemented
There were some new models of care developed. In Saskatchewan, the 1962 battle for
Medicare led to the establishment of several cooperative community clinics. The
Saskatoon Community Clinic now employs 150 staff and provides medical services to
over 20,000 patients and community-based preventive services to thousands of others.11
The clinic has pioneered improvements in access and chronic disease management that
are being implemented province wide through the Saskatchewan Health Quality Council.
A 1981 study of the Saskatoon Community Clinics found that the community clinic
patients had 17 percent lower overall costs and 31 percent fewer days in hospital.5
In 1964, a Sault Ste. Marie Community Group led by the United Steelworkers of
America opened the Group Health Centre.12 The centre now has over 60,000 patients,
nearly 70 doctors, 110 nurses, and 50 other health professionals. Group Health, as it is
called, has been a font of innovation for over 40 years. Group Health has had a
comprehensive electronic medical record since 199713 and has been cited for its
innovative care in access and chronic disease management.14 Studies from the 1960s and
1970s found that the Sault Ste Marie Group Health Association Clinic had lower overall
health care costs because patients spent 20 to 25 percent fewer days in hospital.15,16,17
In the United States and Canada, remote mining and forestry companies have
typically provided their own medical services. In the United States, ―prepaid group
practice,‖ as the plans were called, grew in a major fashion during the 1930s. Studies
over the years have concluded that prepaid group practices such as the Group Health
Cooperative of Puget Sound and Kaiser-Permanente set standards of excellence for health
care system performance. In the most expensive health services research project ever
funded, the Rand health insurance study found the costs for Group Health Cooperative
patients were 25 percent less than those seeing fee-for-service doctors — due almost
entirely to the fact that Group Health patients spent 40 percent fewer days in hospital.18,19
The First Stage of Medicare has been Good for Canadians
The first stage of Medicare has been very good to Canadians. Up until the late 1950s,
Canadians and Americans had similar health status and similar health care systems, with
similar costs. Now Canadians live 2.5 years longer and our infant mortality rate is 23
percent lower.20 In 2004, the United States spent 15.3 percent of its gross domestic
product (GDP) on health care, and Canada spent 9.9 percent. Half of the difference in
expenditures is because of the much higher administrative burden of the mainly private
US system.21 Despite having the world’s highest health care spending, nearly 60 million
Americans either have no insurance or live with someone who lacks coverage,22 and tens
of millions have such bad coverage that health care bills bankrupt half a million
Americans every year.23
And Medicare has been good for business in Canada by picking up the tab for
most health care costs. Our manufacturers have an $8 per hour per employee advantage
over their American competitors.24 Medicare keeps hundreds of thousands of our best-
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paying jobs in this country. By any standard we have done well by adopting Tommy
Douglas’s first stage of Medicare. But, as Douglas predicted, our health system has
developed problems.
Failure to Implement the Second Stage of Medicare
Medicare’s founders foresaw two-fold benefits when they prescribed more prevention in
the second stage of Medicare. First, the second stage of Medicare would promote better
health and well-being among Canadians. Second, it would ensure the long-term
sustainability of the health care system. In 1982, Tommy Douglas told a Montreal
audience: 25
All these programs should be designed to keep people well — because in the long
run it’s cheaper to keep people well than to be patching them up after they are
sick.
Why Completing Medicare’s Original Vision is Urgent and Imperative
It is urgent and imperative to correct this situation. The dangers of not moving to the
second stage of Medicare are becoming more and more apparent. When Canadians first
started debating Medicare a hundred years ago, we were a young country and most health
problems were acute. Today, our main health problems are chronic diseases in an aging
population. Almost 80 percent of Canadians over the age of sixty-five suffer from a
chronic condition. Of those, about 70 percent suffer from two or more chronic
conditions.26 At least 60 percent of health care costs are due to chronic diseases.27 And,
compared with other countries, our health system does a poor job of keeping people with
chronic disease healthy.28
Most chronic diseases could be prevented altogether. We could prevent over 80
percent of cases of coronary heart disease29 and type-2 diabetes,30 and over 85 percent of
cases of lung cancer and chronic obstructive lung disease (such as emphysema).31 If the
potential for prevention could be translated into reality for these four conditions,
approximately 2,900 hospital beds could be freed up in Ontario alone.32
Financial factors are another driving force for change. Tommy Douglas always
said that focusing on prevention would make Medicare more sustainable. And a growing
body of evidence indicates Douglas was right.33 For example, a recent Alberta after-care
program for congestive heart failure patients leaving hospital reduced future hospital use
by 60 percent, with $2,500 in overall net cost savings per participant.34 Home care nurses
ensured that patients were taking their medications, were eating properly, and making
other lifestyle changes. And the regular follow-up ensured that corrective measures were
taken quickly if a patient began to deteriorate.
Medicare’s Achilles’ Heel: Long Waits for Care
Compared with other wealthy countries, Canada has some of the longest waits for
primary health care, medical specialists, hospital emergency rooms, and elective
surgery.35 Douglas noted in his day that needless ―ping-ponging‖ between different
specialists and diagnostic tests caused many delays.36
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I have a good doctor and we’re good friends. And we both laugh when we
look at the system. He sends me off to see somebody to get some tests at the
other end of town. I go over there and then come back, and they send the
reports to him and he looks at them and sends me off some place else for
some tests and they come back. Then he says that I had better see a
specialist. And before I’m finished I’ve spent, within a month, six days
going to six different people and another six days going to have six different
kinds of tests, all of which I could have had in a single clinic.
Now the waits are longer because there are more specialties, more tests available, and
because modern practices won’t allow patients into hospital just to have all their tests and
consultations at once.37 All these reasons demonstrate the urgent need to swiftly shift to
the second stage of Medicare. If we don’t do a better job preventing the preventable, the
system will collapse from the strain — and many Canadians will suffer needlessly in the
process.
Interpreting the Second Stage of Medicare for the Twenty-first Century
Tommy Douglas and the history of Medicare in Saskatchewan has given us inspiration
for the second stage of Medicare, but how do we translate that into a vision of Medicare
for the twenty-first century? Looking back, it seems that he was decades ahead of his
time in calling for what we now call the ―Quality Agenda‖ in health care. For example,
the Health Council of Canada38 noted in its 2006 report:
Are we providing the safest, most suitable care? Are we investing enough in
prevention? Are we reducing inequalities in health? The answer to these
questions is no, not yet. But we could. It is the Council’s belief that we
already have strong evidence and enough experience to pursue a quality
agenda.
Over the last fifteen years, reports from many countries on hospital complications have
spurred interest in the quality of care.39 A 2004 Canadian study showed similar results to
those in other countries. One Canadian in fourteen suffers a complication while in
hospital, and over one-third of these could be prevented.40 Somewhere between 9,000 and
24,000 Canadians die annually from preventable complications of their hospital care.
That’s 5 to 10 percent of all deaths.
And thousands of Canadians die every year because of poor quality health care
outside of hospital, especially from medication complications and inadequate chronic
disease management and prevention. For example, about one-quarter of older women are
being prescribed sedatives, contrary to clinical practice guidelines.41
Of course, this isn’t the fault of any one professional, one profession, or one
organization. Most countries face similar problems, although some do better and some do
worse. Many jurisdictions have developed quality initiatives. There are health quality
councils in Saskatchewan, Alberta, and Ontario. Each of these councils, as well as others
in other countries, have developed principles for health system renewal.42,43, 44,45 Their
work was used as the basis for the list of principles for the second stage of Medicare (See
Box). The principles are divided into essential ones, which are what we want and the
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instrumental ones, which help us get there. This paper addresses the essential principles.
Other speakers at that the meeting dealt with instrumental ones.
The Principles for the Second Stage of Medicare
Essential Principles — What We Want
1. Population Health Focus: There should be a determined effort to continuously
improve the overall health of the population.
2. Equitable: There should be continuing efforts to reduce disparities in the health
of those groups who may be disadvantaged by social or economic status, age,
gender, ethnicity, geography, or language.
3. Client-Centred: Client-centred care respects individuality, ethnicity, dignity,
privacy, and information needs of each clients and the client’s family. That
respect should pervade the health system. Clients should be in control of their
own care.
4. Effective: The best science and evidence should be used to ensure care is the best,
most appropriate possible. Innovations should also be based on best evidence,
whether they are new ways of coordinating care, preventing disease, delivering
service, or using technology.
5. Accessible: Clients in need should get timely care in the most appropriate setting.
The system should continuously reduce waits and delays.
6. Safe: People should not be harmed by the care that is intended to help them. The
system should monitor and continuously reduce adverse events.
Instrumental Principles — How We Will Get There
7. Efficient: There should be continuing efforts to reduce waste, including waste of
supplies, equipment, time, ideas, and health information.
8. Accountable: The system should be highly accountable to clients, their families,
and funders. There should be clear quality objectives for all health service
providers. The objectives and funding should be aligned at the provincial,
regional, and local levels to ensure clients and families experience fully integrated
care.
9. Appropriately Resourced: The health system should plan for appropriately
trained human resources; provide a safe and satisfying environment for their work
and provide sufficient facilities, instruments, and technology to support
productive and effective care.
10. Non-Profit Delivery: Health care is fundamentally different from commercial
good and services. Markets simply are not designed to deal effectively with health
care, which is a social function. Health care providers provide the best care when
they work in teams, not as competitors.
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What Would the Second Stage of Medicare Look Like?
Essential Principles — What We Want
1. Focused on population health
What’s wrong with our current approach?
Our current approach to health care and health policy is based upon treating illness after
it occurs. We miss opportunities for prevention. Implementing the second stage of
Medicare could avert thousands of premature deaths a year and the suffering of tens of
thousands of others.
Why do we have this problem?
Our health system was largely designed to treat acute illness. Federal legislation only
requires the provinces to cover hospitals’ and physicians’ services. Our system offers
increasingly expensive treatments, but our major health problems continue to be chronic
diseases, which cannot be cured but often can be prevented.
Most health problems are related to social, environmental, occupational,
economic, and other factors. Governments tend to deal with these health determinants in
an uncoordinated fashion. Our country has little in the way of planning for health or
social goals as compared with economic ones. If the health system is going to help make
Canada a healthier place, it will need to work with other sectors on the non-medical
determinants of our health.
How do we fix the problem?
We need national and provincial health plans to guide the redesign of the health care
system and the way governments make decisions that affect our health. For example,
Quebec has coordinated its social policy around a series of health goals since 1987. Since
1998, Quebec has had a National Institute of Public Health, which, among other tasks, is
responsible for developing a provincial health plan based upon these goals.46
Saskatchewan developed the Human Services Integration Forum to coordinate
health and social planning across government departments. It is led by a Steering
Committee, with senior officials representing seven provincial government departments
and the Cabinet Office.
Then provinces need to help health regions work with other sectors at regional
and local levels. For example, Saskatchewan’s Human Services Integration Forum
integrates its work with ten Regional Inter-sectoral Committees (RICs). The committees
include representatives from various provincial and federal government departments,
municipalities, regional health authorities, housing authorities, educational institutions,
tribal councils, police, and Métis organizations.
Finally, we need health organizations to engage their communities to improve the
determinants of health. For example, The Toronto Regent Park Community Health
Centre wanted to ensure that the community’s children had the opportunity to become the
health centre’s future administrators, doctors, and nurses. But the community’s high
school drop-out rate was very high and few children went on to university. In response,
the Community Health Centre keyed the development of an award-winning Pathways to
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Education program which has reduced the community’s drop-out rate from 56 percent to
14 percent, considerably lower than the city average.47
2. Equitable
What’s wrong with our current approach?
Our health system is largely focused on treating people who walk in the door, not on
ensuring that people get the care they need. Unfortunately, the people least likely to get
the regular health care they need are the most likely to be sick. As a result, there are very
significant disparities in health among different Canadians.48
Health disparities have an important impact on the health system. For example,
lower-income Canadians are substantially sicker than upper-income Canadians and
consequently use twice the number of health care services.49 In 2004, the
Federal/Provincial/Territorial Health Disparities Task Group noted that approximately 20
percent of health care spending was due to disparities among different income groups.50
Why do we have this problem?
Certain groups are more susceptible to illness because of their non-medical determinants
of health.51,52,53 However, disparities in access to the health care system do play a role in
disparities in health. In general, the health care system and the non-medical determinants
of health interweave with each other to form a complex web of causation.54 But the
Federal/Provincial/Territorial Health Disparities Task Group noted that ―the health sector
has an important role to play in mitigating the causes and effects of other determinants of
health through interventions with disadvantaged individuals, populations and
communities.‖55
How do we fix the problem?
We need to ensure that we are continuously monitoring and reducing disparities in health
and health care. Given that disparities in health arise from a complicated interplay of
factors, most of which are not under the control of the health care system, we need to
clarify what the system can do itself and where it needs to recruit help.
The Saskatoon Health Region has identified significant disparities in health and
health care access within its catchment area.56 For example, there are sixteen times as
many suicide attempts in the poorest neighbourhoods than in the wealthiest, but only
twice as many physician visits for mental health problems.
The Saskatoon Regional Intersectoral Committee (RIC) is co-chaired by the
Health Region’s vice-president for primary health care and the city’s director of parks
and recreation. In response to the health disparities research, the health region is working
in concert with its RIC partners to develop innovative programs to tackle the disparities.57
In March 2007, the province announced $8 million in new spending targeted to the city
neighbourhoods with the poorest health.58
3. Client-centred
What’s wrong with our current approach?
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Clients should be in control of their own care to ensure that their health care journey
meets their own values and expectations. However, clients don’t even usually have the
information they require to make decisions. The average client requires ninety seconds 59
to explain his problem, but the average doctor interrupts the average client in only about
twenty seconds.60,61 As a result, physicians often do not have the complete information to
assess their clients’ problems, and clients are capable of fully informed decision making
in less than 10 percent of physician visits.62 These problems are much worse for people
with formal communications barriers, such as physical disabilities, cultural barriers, or
lack of English language skills.63,64,65
Why do we have this problem?
Our health system is based around providers, not clients. Up until recently there has been
little provider training devoted to communication skills or to the concept of clients and
families as partners in care. Some of these problems could be ameliorated if clients had
access to a high-functioning team of professionals instead of the more typical focus on
one doctor. Too much of our doctors’ time is spent dealing with problems with which
they have little training or expertise. Canadian family physicians are less likely to work in
teams than those in other countries.66
How do we fix the problem?
We need to involve clients in all aspects of their care and in health services planning. We
need to ensure that we build in sensitivity and tolerance to Canada’s growing ethnic,
racial, and religious diversity as we re-design our health system.
During the 1990s, the London Intercommunity Health Centre developed a highly
effective program to deal with diabetes in London’s large Latin American population.67
The centre has found that most of the time, when a client’s diabetes is out of control, it’s
due to non-medical factors. So they have a social worker and two community health
workers who are part of their team. They help their clients deal with a myriad of
problems, from illiteracy to landlord tenant problems.
Helping clients with their underlying determinants of health has dramatically
improved their diabetes results. As of June 2006, the Centre’s Latino diabetes selfmanagement clinic showed a 22 percent improvement after program intervention,
indicating excellent diabetes control.68
4. Effective
What’s wrong with our current approach?
Poor quality outcomes are a result of care that isn’t based on the best scientific evidence.
It often takes fifteen to twenty years after an innovation’s development before it becomes
routine practice. A number of studies have shown that the management of chronic disease
is contrary to professionally-endorsed clinical practice guidelines.69,70
Why do we have this problem?
We’re not using the best evidence to inform practice because:
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The evidence doesn’t get to where it needs to go. The doctor doesn’t have the
information at the bedside. The nurse doesn’t have it at the client’s home.
The health providers know the evidence, but there is a system barrier that prevents
them from using it. Family doctors know they should be doing a better job with
chronic disease; but few family doctors work with other professionals like nurses,
therapists, and others, and fewer have electronic health records.

How do we fix the problem?
We have to follow the evidence to develop services, and we need to implement electronic
health records. We also have to implement high-functioning inter-disciplinary teams,
especially in primary health care. For example, Ontario has developed an internationally
recognized strategy for dealing with stroke, which straddles the spectrum of services all
the way from prevention to rehabilitation. It is based on evidence each step of the way.
As a result, Ontarians have the world’s best access to thrombolytic or clot-busting
therapy for stroke. Eleven percent of Ontario stroke patients get clot busting drugs versus
3 percent in the United States and most other parts of the world.71
5. Accessible
What’s wrong with our current approach?
Canadians are more likely than those in most other countries to report long waits for
family doctors, emergency rooms, specialist appointments, and elective surgery.72
Why do we have this problem?
Canada has fewer doctors per population than almost any other wealthy country, and we
are at the low end for hospital beds and diagnostic equipment.73 However, health systems
with fewer resources than ours can run smoothly with few waits and delays. One of the
big problems in primary health care is the lack of inter-disciplinary care compared with
other jurisdictions. Doctors are seeing a lot of patients who would be better off seeing
other professionals or managing their own care.
One of the reasons many Canadians face long waits for specialist visits is that the
main format hasn’t changed in over a hundred years. In most of Canada, specialists
schedule their clients for one-hour appointments, after the family doctor has made the
referral. But sometimes the visit could have been replaced by a five-minute phone call
between the family doctor and the specialist. In other cases, the client and family might
need a half-day assessment from a multi-disciplinary specialist team.
How do we fix the problem?
We need to focus on clients’ needs and use some queuing techniques to ensure timely
access. Toronto’s Access Alliance Community Health Centre74 improved the access to its
maternal child programs for new immigrants and refugees by literally taking services to
clients. The centre works closely with settlement agencies to identify the Toronto
neighbourhoods into which new immigrants and refugees are moving. Then Access
Alliance uses existing community ethno-cultural networks to recruit and hire peer
outreach workers. The outreach workers and staff from the CHC deliver up to twenty
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education programs, including six on parenting. They also facilitate well child and
women clinics conducted by the CHC’s nurse practitioners and dietitians in community
settings.
The Saskatoon Community Clinic, Toronto’s Rexdale and Lawrence Heights
Community Health Centres, and Cambridge’s Grandview Medical Centre have
implemented ―Advanced Access‖ to eliminate waits and delays.75 The Saskatchewan
Health Quality Council has taken this innovation to 25 percent of the province’s primary
health care practices.76
And we could get needed specialty care quickly, as well. In Hamilton, the HSO
Mental Health Program integrates 145 family doctors, 17 psychiatrists, 80 counsellors
who are based with the family doctors (most of whom are social workers), and over
300,000 clients.77,78 As a result of the program, 1,100 percent more clients have been seen
with mental health problems in primary health care, while referrals to the psychiatry
specialty clinic have simultaneously dropped by 70 percent. All clients are given
standardized assessments, and the program has documented improvements in depression
scores, as well as general health and functioning.
Finally, we could get faster access to elective surgery. For example, the Alberta
Bone and Joint Institute Pilot Project79 reduced wait times for artificial joints from
nineteen months to less than eleven weeks, all the way from family doctor referral right
through to surgery.
When you put it all together, we shouldn’t have to spend a lot more money in
Canada to get some day access to primary health care, routine specialty care within one
week, and elective surgery in a month.
6. Safe
What’s wrong with our current approach?
One in fourteen Canadian hospital clients suffers a complication while in hospital,
resulting in up to 24,000 deaths every year from preventable complications. Thousands
more die because of poor-quality health care outside of hospital, especially from
medication complications.80,81
Why do we have this problem?
The health care system has an outdated view of safety.82 Other sectors such as
transportation have updated their culture to include encouraging disclosure of accidents
and near-accidents by offering immunity if the reporting is done promptly. Accidents are
investigated to identify systemic factors, not to single out and punish individuals.83
The lack of electronic information systems is a key risk factor for clients. To
quote the US Institute of Medicine, ―In a safe system, clients need to tell care-givers
something once.‖ One of the major complaints by Canadian clients is that they repeatedly
have to tell the same stories to many different providers. And if clients are incapable of
giving this information, the care team won’t have it. This risky situation becomes even
more dangerous when a client moves from one health care setting to another, for
example, from the operating room to the intensive care unit, or from hospital to home.
How do we fix the problem?
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We need to ensure that we are using effective services and that there are safeguards in
place when things do go wrong. Information systems are a key facilitator for safety. Dr.
David Chan and other McMaster University colleagues developed OSCAR, Open Source
Clinical Application Resource, an open-source, electronic health record.84,85 Dr. Chan has
recently assisted a group of Toronto agencies that deal with the homeless establish an
integrated record which will be available online to whatever provider requires the
information.
The Client Access to Integrated Services and Information (CAISI) Project aims to
reduce the risks of chronic homelessness by enhancing the integration of care between
agencies at the individual and population levels, using an electronic information system.86
Providers will not have to search through paper charts or telephone a dozen other
agencies to get key information and keep their clients safe.
The Second Stage of Medicare is Coming, But Can We Wait?
We have known the broad brush strokes for the second stage of Medicare since at least
1945. The development of the quality agenda in health care has added a lot of detail to
the sketch. And there are more and more Canadian examples of these second stage
programs with their attendant benefits to health and the health care system. If we could
implement the second stage of Medicare, we could significantly improve the health of
Canadians, including the health of the people who provide care. While Medicare has
problems, it’s pretty clear that we can fix them all without charging clients or
contracting-out care to the lowest bidder.87
But, while there have been many improvements in Medicare, the pace is slow and
our public discourse is plagued by the endless debate about privatization. The media have
a strong bias against ―good news,‖ so they provide almost no coverage of second stage
reforms. Google records 300 times as many ―hits‖ for Vancouver orthopedic surgeon Dr.
Brian Day than for the Alberta Bone and Joint Institute. Dr. Day offers quicker artificial
joint implants for cash on the barrel. But he would have no customers if the Alberta
Institute’s pilot project were spread across the country.
Canada needs to complete Medicare’s first stage by providing public coverage for
pharmaceuticals, home care, and preventive dental services. But if we don’t refocus our
health services on keeping people well, we will never be able to afford the first stage. To
quote Tommy Douglas:
―Only through the practice of preventive medicine will we keep the costs from
becoming so excessive that the public will decide that Medicare is not in the best
interests of the people of the country.‖
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