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Overview

“The devil’ sin the details. And the devil usually comes out in the details.”
- Roy Romanow

“ Follow the money...there is a huge amount of money involved in providing for-profit health care.
That money, in part, isused to ensure that regulation is weak.”
- Arnold Rdman, MD

Federd, provincid, and territorid firs ministers met in Ottawa September 13-16, 2004 and signed an
agreement entitled: ‘A 10-Year Plan to Srrengthen Health Care’ http://www.healthcoalition.ca/deal -
text.pdf. The agreement secures stable federd funding for hedth over the next ten years. Federa cash
transfers and the cost escalator were both restored.

The agreement, because it was signed and contains more specifics, is a better dea than those of 2000
and 2003. But it has the same wesknesses. poor accountability, reporting and enforcement. Medicare
is gill on life support - not from lack of money - but because of weak controls on where and how
the money will be spent. This agreement fals short of Prime Minister Martin's dection promise of “a
hedlth care fix for ageneration” and it does not live up to his promise to stem thetide of privatization

The Prime Miniger gave Canadians clear assurances that the government would Steer away from
private, for-profit delivery of hedth care after the next dection. Immediady after being sworn into
office, Federa Hedth Minister Dosanjh said: "1 can tell you that what we need to do is stem the tide of
privatization in Canada and expand public delivery of health care so we have a stronger health care
system for all Canadians.”

The agreement does not mention, let aone address, the most serious threat to the integrity and
sudainability of public hedth care in Canada - the tide of privaization and commercidization.
Perhgps the economic priorities of the Government of Canada (see Section 14 of this report: "Hedth
Innovation") explain why there is no plan to sem the tide of privatization.

The lack of a plan to protect the public delivery of care is amplified by another glaring omission. The
agreement does not affirm the hedth care vison and vaues of Canadians as reflected in the Romanow
Report. Canadians view Medicare as a moral enterprise, not a busness venture. Tossng
overboard the vaues that govern our hedth care sysem in the name of federd-provincid rdations is
betraying a public trust.

In light of the dection promise of the federal Liberds, Canadians are owed an explanation as to how
the federd government intends to stem the tide of hedth care privaization. Action is required
immediately. First, the Prime Miniger must signd his expectation that public dollars will only be used
for the public, nonprofit ddivery of hedth care. Second, the Minister of Hedth must activey enforce
the criteria and conditions of the Canada Health Act so that dl Canadians receive insured hedth
services on uniform terms and conditions.




Accountability - the red thing, not a decoy — and federd guardianship are necessary to ensure that
public funds are used to protect and dtrengthen Medicare. An independent public accountability
mechanism is essentid to ensure red hedth care reform takes place and to defend againgt the powerful
economic interests who want to privatize the ‘profitable parts of hedth care. This is a role Canadians
expect the Federa Government and the new Health Council of Canadato play.

Canadians need to ‘follow the money’ and indst on a full public accounting of every tax dallar. The
future of Medicare and of public hedth in Canada rests on the dility of dtizens and thelr governments
to enhance access to hedth services while protecting the vaues and principles in the Canada Health
Act from the commercia vaues of the market. What stands between Medicare and its demise are the
peoples of Canada.

1. Stable and Predictable Federal Funding Grade: A+

The ded ddivered more money than origindly promised by the Prime Minister. The federd
government will trandfer an additiond $18 billion to the provinces for hedth care over the next six
years. In the last four years of the tenyear agreement, an additiond $23.2 billion will be trandferred,
for atota of $41.2 billion in new funds.

The funding agreement exceeds the Romanow recommendation and ®mes close to the demand of the
premiers (and the CHC) that the federd share be 25% of hedth care spending. In addition to restoring
cash trandfers, an escdator clause will increase the base by 6% every year. This ensures predictable
and dable funding and will enable provinces and territories to undertake multi-year planning and
serious reforms. The details on the funding are as follows:

$1 billion in 2004/05 and $2 hillion in 2005/06 applied to the base of the Canada Hedlth Transfer
$500 millionin 2005/ 06 to be applied to commitments on home care and catastrophic drug coverage
Base funding in the Canada Hedlth Transfer to increase to $19 billion in 2005/06

A 6 percent escalator clause to be applied from 2006/07 and thereafter

$4.5 billion will be dlocated to a“Wait Times Reduction Fund” between 2004/05 and 2009/10

In 2010/11, $250 million per year will be added for health human resources

$500 million will be dlocated for medica equipment in 2004/05

$700 million over 5 years dlocated to improve the health of aborigina peoples

2. Accountability and Reporting to Canadians Grade: D

The agreement is based on ‘trus’ and the assumption that the public will hold their governments to
acocount. This is inadequate. Wesk accountability facilitates privatization by dsedth. Canadians will
have to work to ensure accountability and reporting mechanisms are developed and implemented.
Before federd cash is trandferred, there need to be rules and pendties in place for falure to keep
commitments made in the agreement.

It is no co-incidence that the governments with the most resstance to meaningful accountability
(Alberta, Québec and B.C.) are the ones determined to trandfer the ddivery of insured hedlth services
over to commercid, for-profit hedth care corporations. Proponents of private, for-profit hedth
sarvices do not want public funds accounted for or traced but thisis what true accountability requires.



Canadians don't redize that current accountability requirements in federad legidaion ae beng
ignored by the federd government. Under the Canada Health Act, the Miniger of Hedth has a
datutory duty to monitor, report, and enforce compliance with the five criteria of the Act. The
Minigter's annud report to Parliament on the Canada Health Act consgtently fals to identify, report,
and stop priveization initiatives underway in severd provinces. This poses a serious threst to the
integrity and viability of Medicare.

We expect the Canadian Inditute for Hedth Information and the Hedth Council of Canada to include
in ther data collection and anlyss a breskdown, by mode of ddivery of hedth care services
specificdly, for-profit and not-for profit. A full public accounting would expose unfavourable
comparisons between private for-profit and public not-for-profit. These include:

higher costs

more serious deficiencies of human (staffing) and materid resources
higher morbidity (ahigher rate of complications)

higher death rates and poorer quality care

gregter inefficiencies

marketing of ingppropriate services

conflict of financid interest

greater waiting times for those who can't afford to queue jump
Secret contracts that compromise professond ethics

cherry picking to shift cogt, risk and liability to the public system
opportunities for fraud

E R T I S B T B R

Citizens need an accountability mechanism which is independent and in the public domain. The Hedth
Council of Canada could grow into that role with public pressure and direction. The first task for the
Hedth Council mugt indude tracking every single dollar of public funds in hedth care in order to
monitor how much is going to investor-owned private for-profit hedth care, home care, and long-term
care and the hedth outcomes and financid performance achieved. Canadians must dso indst that the
federd Miniger of Hedth correct the deficiencies in monitoring, reporting and enforcing the Canada
Health Act.

3. Stemming the Tide of Privatization Grade: D

For-profit health care is an oxymoron. The moment careisrendered
for profit, itisemptied of genuine caring.
-Bernard Lown, MD

The Frs Minigers Hedth Care Agreement is Slent on the question of for-profit delivery of hedth
sarvices. Indeed, te very day the agreement was sgned the bold headline in the National Post reed:
“Privatized Care Keeps Expanding” (September 15, 2004).

The proliferation of investor-owned private, for-profit dinics and facilities acts like a vird infection in
the body of Canadd's public hedth care sysem. The for-profit hedth care virus cannot exist without
feeding off and damaging public bodies. Canadds larget and richest provinces ae laying the
foundations for a private pardld for-profit regime. This trend threatens the integrity and the vigbility
of the public hedth care sysem. This is happening without any public discusson by Firsg Minigers.
Indeed, it is a plan whose objectives no palitician dare utter in public.



The corporate virus infection in Canadds hedth care ddivery sysem may have been driven
underground. However, it remains a serious threat as it can spread through stedlth, deception, and lack
of accountability. It flourishes in the dark but runs from the light of public scrutiny. You don't stop
the spread of a life threatening virus by not talking about it. Instead, you first isolate and then treat
and eradicate the virus.

The proliferation of initigtives to privatize hedth care ddivery undermines the letter (objectives) and
the sirit (purpose) of the Canada Health Act. It represents a sgnificant threst to the publicly funded
hedth care system, in paticular including the requirements that universa access to publicly funded
hedlth care be provided on uniform terms and conditions to all insured persons.

“The facts are no one has ever shown, in fair and accurate comparisons, that for-profit makes for
greater efficiency or better quality, and certainly have never shown that it serves the public interest

any better. Never.” (Dr. Arnold Reman's testimony to Kirby Senate Committee, Feb. 2002
www.healthcodlition/relman.html).

Why do so many Firg Minigers and ther officids show no interest in the facts, or the vaues upon
which Medicare is built? The noticesble exceptions ae Premier Cavert of Saskatchewan and
Manitoba Premier Doer, who both explicitly referred to not-for profit delivery of care. If Canadians
are gullible and listen to the true believers in the miraculous powers of the market to solve
health care problems, we will pay dearly for the mistake.

4. Reducing Wait Times and Improving Access Grade: C -

The provinces agreed to reduce wait times by March 31, 2007 in the following areas. cancer, heart,
diagnogtic imaging, joint replacements, and sight retorations. A Wait Times Reduction Fund ($44.5
billion over 5 years) is dlocated to assst the provinces in reaching their gods. Each jurisdiction will
edablish its own indicators for access and benchmark targets for wait times. The territories and
provinces will report progress to their own citizens. The Canadian Inditute for Hedth Information
(CIHI) will produce a pan-Canadian report by compiling information from each report.

The red issue of reducing wait ligs and walt times is how it will be done. Better management and
coordination of the lists, and investment in hedth human resources and capitd infrastructure will have
a podgtive impact on wait ligs and wait times. These gpproaches require long term funding and
planning but they are indeed essentid eements of a “fix for a generaion.” Provinces that follow this
approach will be closer to a permanent solution.

However, provinces who are dready disposed to expanding private, for-profit deivery will contract-
out to for-profit providers. The services that are most likely to be contracted are joint replacement
surgeries, cataract surgeries and diagnogtic imaging. Coincidentdly, these services fdl squardly on the
Firg Minigers ligt of priority areasto reduce wait lists and times.

The inevitable consequence is not reduced wait times, but a flourishing pardld for-profit sysem of
providers who become dependent upon government contracts. Profit-seeking and sdf-interested, they
will have no dedre to see wat ligs or times drink. Smilarly, physcans who are investors in for-
profit dinics and who undoubtedly will be working in both the public and for-profit sysem, will have
no motivation to shrink wait ligs.. Ther incomes will be dependent upon the wait li and wait times
“crises’ (real or manufactured).



The contracting-out approach to wait lis and wait time reduction is dmost guaranteed to incresse
rather than reduce problems. Asde from the incentives of investors, the tendency is to place more
patients on wait ligs if there is a bdief that they will be seen or trested — whether ey need to be or
not. The dtrategy to reduce wait times and improve access is more likely to fail without a plan to stem
privaization of ddivery. (And the perverse economic incentives). Vigilance is dso needed in terms of
drug companies — they have their eyes on these new funds.

5. Home Care Grade: B-

The Firs Ministers agreed to provide first dollar coverage by 2006 for certain home care services,
based on assessed need. Thetext of the agreement Sates:

* ghort-term acute home care for two-week provision of case management,
intravenous medications related to discharge diagnosis, nursing and personal care;

* ghort-term acute community mental health home care for two-week provision of case
management and Crisis response services;

* end-of-life care for case management, nursing, palliative-specific pharmaceuticals
and personal care at the end of life

Thee are very important steps in expanding home care coverage. However, they are limited and
narrowly focused on medicd coverage. There is 4ill a long way to go before we have a
comprehengve national home care program.

Citizens need to indst that public funds for home care not be used to pay for care by investor-owned
for-profit providers. This is needed to ensure the qudity of care, to protect the vulnerable from
financidly motivated individuads, and to avoid public home care dollars going to profits and stock
options, instead of patient care. Public funds are for patients, not profits.

6. Elder Health and Elder Care Grade F

There is no mention anywhere in the ten year agreement of a plan for the hedth and care of older
persons. This is an area of hedth care that badly needs targeted investment, national standards and
serious policy atention. As the population ages and the demand for care incresses, the First Minigers
faled to dlocate any funds to address the issues of care for the ederly into the next decade. This
probably signals a continued trend to open for-profit nurang homes and download the cost of this care
onto individuds and ther families This lack of attention will probably result in an increase in
preventable hospitaizations of elderly persons and an increased need for nursing homes.

Indeed, bng-term care is a sector that is being rapidly privatized. The fral dderly are increasingly in
the hands of profit-seeking nurang home chans. There are currently no minimum leve of standards
for nurang care in mogt for-profit nurang home chains. For-profit nursng homes receive in mogt
ingances higher government funding than not-for profit homes and yet they return sgnificant profits
to investors. Where do profits come from in nursng homes? Peer-reviewed evidence demonstrates that
investor-owned nursng homes provide worse care and less nurdng than not-for-profit or public
homes.



7. Pharmaceuticd Strategy Grade: Sraegy:C Implementation: D

“ Like sharks, drug companies are marvellous feeding machines.
That’s all they live for, relentlessly and skilfully profiteering.
The only way to stop themisto reducetheir food supply.”
-Robert Sherrill, The Nation

The agreement recognized the need for equity of access to essentid medicines. It outlines a number of
elements of anationd pharmaceuticas srategy.

A Minigerid Task Force will be established to develop and implement the drategy. This includes the
development of catagtrophic drug coverage with cost options. Firs Ministers have given no indication
that they are prepared to move quickly on expanding coverage. Instead, they have agreed to “report on
progress by June 30, 2006". Canadians have waited long enough for access to essentid medicines
based on need - not ability to pay. The public should ingst on the principle of first dollar coverage.

The good news is tha the drategy contains the three objectives outlined in the CHC Briefing Note,
‘Pharmacare in the Public Interest” (August 23, 2004). The objectives are equity of access, safety and
efficacy, and cost control. Other elements in the drategy advocated by the CHC include: a Nationd
Drug Formulary based on safety and cost effectiveness, strengthened evauation of red-world drug
safety and effectiveness, purchasing drategies to obtain best prices, improved prescribing behaviour of
physcians, acceerated access to non-patented drugs, and enhanced andyss of cost drivers and cost-
effectiveness.

Elements that are problematic include: the fallure to address the abuse of monopoly drug patents, the
cal to speed up the drug approva process, and federa plans to diminate the ban on direct to consumer
drug advertisng.

The multinationa drug lobby in Canada, Rx&D has dready announced that they “look forward to
partnering with the Minigerid Task Force’. The $41.5 billion new dollars flowing into the hedth care
system represents an opportunity to expand drug sdes and profits. It is sef-evidently absurd to invite
drug companies to hedp make policy about the products they sdll. Canadians must not let Big Pharma
hijack the agenda. Citizens must work with provincia governments in order to prevent Big Pharma
from capturing the Task Force on Pharmaceutical Srategy. Fish famersdon’t * partner’ with sharks.

8. Primary Care Reform Grade: D

The Firg Minigters set a target to provide 50% of the population with access to primary care by 2011.
They seem to be satisfied that Sgnificant progress is being made on primary care reform, and that al
they need to do now is to share information on best practices. This view is not shared by millions of
Canadians who are in need of family physcdans and are awaiting anxioudy some meaningful reform
that establishes access to primary care on a 24/7 basis with interdisciplinary teams of caregivers. The
Community Hedth Centre modd has proven to be successful in delivering primary care in this way.
Yet, the governments have taken no concerted steps to promote this model. On the contrary, the
Quebec government has taken steps to dismantle the highly successful CLSCs where care was
delivered according to the principles that the governments now say they are closer to achieving.



Provinces have to take on the powerful medical associations for red reform in primary care to happen.
The chdlenge is to organize and pay phydcians in ways that provide better incentives for high-qudlity,
cost-effective care and interdisciplinary  teams  with  phydcdans, RNs incduding NPs (nurse
practitioners), pharmacists and social workers. Solo practice and fee-for-sarvice rembursement  of
doctors is a barrier to progress in primary care. If not dedt with, the new money in the system will
feed excessive use of expendve technology and dubious prescribing behaviour.

9. Electronic Health Records Grade F

The Frg Ministers have put eectronic hedth records squarely on the agenda as a prerequisite to
hedth sysem renewa. However, the Firsd Minisers and the federd government in particular, are to be
faulted for not providing any assurances that such programs will be secure to ensure privacy and
confidentidity. Our confidence in any dectronic hedth record is rocked by the reveation that hedth
records in B.C. have leen contracted to a large US corporation that must follow U.S. law (U.S. Patriot
Act) in terms of release of information to the FBI. This does not inspire confidence and the blame for
this should surdy be squardy on the shoulders of the federd governmet by not demanding
accountability from the provinces for the privacy of their hedth information.

10. Aborigina hedth Grade: N/A

“|f theland is not healthy then how can we be?”
-Joseph Masty, elder, Whapmagoostuli

On the firg day, First Minigers met with leaders of the Assembly of First Nations, the Inuit TapiriSt
Kanatami, the Métis Nationd Council, the Congress of Aborigind Peoples and the Native Women's
Asocidtion of Canada. The Aborigind leaders and the federd government agreed to a $700 million
plan over five years to implement “specific measures to close the gap between the hedth dsatus of
Aboriginal Peoples and the Canadian public.”

The plan includes:

- $200 million for an Aborigina Hedth Trangtion Fund to ensure improved
coordination of Federd, Provincid, Territorid and First Nation hedlth jurisdictions

- $100 million for an Aborigind Health Human Resources Inititive to improve
recruitment and retention of aborigina hedth care workers

- $400 million for programs of hedlth promotion and disease prevention focusing on
youth suicide, diabetes, maternd and child hedth and early childhood devel opment

The Assembly of First Nations tabled an action plan with Sx dements a sustainable financial base;
integrated primary and continuing care; human health resources, public health infrastructure;
healing and wellness; and information and research capacity.

The $700 million plan is a good dart, but is only a fraction of the funding that is necessary to address
hedth care issues within aborigind communities.



11. Accessto Carein the North Grade: B

“ The health care system used to work quite well. What went wrong?
- Senior citizen, Hay River, NWT, 2003

The federd government has agreed to help address the unique chalenges facing the development and
deivery of hedth care services in the North on a priority bass. A Territorid Access Fund ($150
million over five years) will provide direct funding for medicd transportation costs as wdl as long-
term health reforms. This amounts to $10 million ayear for each Territory.

After years of off-loading hedth care responshilities on to the Teritories, First Nations and Inuit, the
federd government is now regtoring transfers that were cut in 1995, This is far from a needs-based
federd funding formulabut it isastep in the right direction.

12. Health Human Resources Grade: C -

New money is dlocated to spur solutions to shortages of hedth professonds. The Fird Minigers
specificdly reference accderating and expanding the integration of internationdly trained hedth care
graduates. This gpproach implies a reliance on foreign trained hedth professonds. We caution that
any reliance on this gpproach mugt not contribute to a “poaching” of hedth professonas from
developing countries and should only be done as a partnership with developing countries such that
both may benefit. Such agreements are currently in place in other jurisdictions. Human resources are a
globa problem that require loca solutions. A case in point is nursng where the focus must be on
improving work-environments, reducing workloads and opening the doors to full-time employment
(rather than part-time and casua) to both retain and recruit.

Recruitment and training of hedth personnd for aborigind communities and Officdd Languages
Minority Communities is a welcome addition to any human resources drategy. The task will be to
ensure that adequate monies are devoted to this program.

The agreement includes a reference to “measures to reduce the financid burden in specific hedth
education prograns” No details are provided. The federd government should re-consder a labour
proposal for a pilot project for hedth care workers to be re-traned and/or upgraded through an
Employment Insurance training program. This progam would dlow for ggnificant mobility of
personnd dready working in the system into areas where there are shortages eg., upgrading of care
aidesto practical nurses, and practica nursesto registered nurses.

Findly, it is time for federd and provincid governments to review and take serioudy the studies and
recommendations of hedth human resource dudies dready onrgoing or recently completed. The
Home Care Sector Study, funded by HRDC is dtting on the shelf with ten recommendations on how to
ded with home care human resources issues. The Advisory Council of Hedth Ddivery and Human
Resources (a federd/provincid/territoria body) has assduoudy ignored this study and done nothing
to ded with recruitment and retention issues in home care — placing the expanson of home care and
the qudity of home care in jeopardy. A Nursng Sector Study, adso funded by HRDC, is nearing
completion. We fear that without some direction from the federd government this study too will be
relegated to the dusty shelves of government reports as did the CNAC Report released in 2002
(Canadian Nurse Advisory Committee). A HRDC funded physicians study is being conducted and
may find a gmilar fae Why spend over $7 million in funding hedth human resources sudies and
then ignore them?



13. Prevention, Promotion and Public Hedlth Grade:
ProvincesTerritoriess C
Federd government:  F

“ The ultimate goal of Medicare must be the task of keeping people well
rather than just patching them up when they' re sick.”
-Tommy Douglas

Prevention, promation and public hedth are part of what Tommy Douglas cdled the second phase of
Medicare. There are a number of serious barriers that stand in the way of this second phase
developing as it should. First, the economic incentives in Canada today are not to keep people
hedthy. The economic incentives are in sdling unheathy food and other products that make people
sck, and then sdling hedth products and disease trestments to treat the illness. The money is in
‘disease management’ (take this pill every day for the rest of your life), not in disease prevention and
hedth promotion. Second, the timid efforts to pay attention to hedth promotion are focused on a
individudidtic, life-style approach to the complete excluson of determinants of hedlth.

Recognizing barriers to prevention, promotion and public hedth - like the corporate-driven food and
drug regulation at Hedth Canada, is an important step if Medicare is going to have a second phase.
During the tdlevised discussion, it was encouraging to hear severa Premiers refer to the importance
of a hedth promotion It was also hdpful to hear Manitoba's Premier Doer criticize Hedth Canada's
proposd to lift the ban on direct-to-consumer drug advertisng. He was dso critical of federd food
labelling regulations that exposed Canadians to unhedthy and potentidly unssfe food.
Unfortunatdy, the right to know what we are edating (and feeding our children) is not something
Hedlth Canada recognizes.

Provincid and Teritorid officids and the public are largdy unaware of the Hedth Canada proposa
to gut hedth protection legidation, the Food & Drugs Act, and replace it with a Canada Hedlth
Protection Act. Instead of preventing harm from hgppening in the fird place, the new law would
ghift to managing the damage after the harm is dready done. The damage Hedth Canada wants to
“manage’ is preventable illness and death.

Citizens mus work with ther provindad and teritorid governments to indst that the federd
government abandon the proposed legidaive changes to federad hedth protection In addition, the
new federd Miniger of Hedth mud: @ indruct his officds to uphold the duty of care in the current
Food & Drugs Act and b) adopt the Precautionary Principle as the basis for a broad, transparent, and
independent assessment of risk to protect and promote public hedth, and prevent illness. For a
detalled andyss, vigt: http://www.healthcodition.caljan28-e- ol .pdf

Citizens mugt dso work to indst that the federd government develop a broad public hedth Strategy
incdusve of determinants of hedth. This must be included in the mandate of the new Public Hedth
Agency of Canada.



14. Health Innovation Grade F

[Health Innovation requires] “ Prime Ministerial leadership... as mandatory to encourage public acceptance of private
sector involvement in health care.”
-Public Policy Forum, 2003

This section was placed in the agreement by the federd government. It represents a serious threat to the
integrity and viability of Medicare. ‘Hedth innovation’ sounds fairly innocuous, but this short section of
the agreement is written in code. Under the cover of ‘hedth innovation' lies a triple corporate agenda -
privetization, deregulagion and commercidization. It incdudes the commercidization of public
knowledge, humean life, hedth research and findly, hedlth service delivery.

Perhaps these economic priorities of the government of Canada explain why.

commercidization and privatization of hedth research
hedlth industries innovation

public-private- partnerships

biotechnology strategy

international trade negotiations

trade-related Intellectua Property

‘smart regulation’

corporate-driven food & drug regulation

L I R R G

The ‘hedth innovation’ agenda views hedth care not as a mora enterprise but as “an engine of
economic growth” and wedth creation — especidly for the biopharmaceuticd industry. The presence of
this corporate agenda in the agreement may have something to with the absence of a mention (let done a
plan) to “sem the tide of privatization”. Hedth innovation means big government working with big
pharma to drive up the cost of hedth care through monopoly patents. A recent example of ‘hedth
innovetion' is the genetic test for breast and ovarian cancer for which the drug company is charging
$3,850 per test. That's wealth creation, but what about treating the sick?

The hedth innovation agenda seeks to integrate corporate invesment and ‘market openness  with
government hedlth protection regulation. The god is to dtract “tens of hillions of new private sector
investment” into the hedth sector “with cost savings to the Crown”. This kind of innovative thinking
adso goes by the name of “smart regulation”. Mixing market traders with hedth guardians creates what
Jane Jacobs refers to as a “mongtrous hybrid’. Corporate investors and public hedth regulators do
contradictory types of work and are prone to corruption when they stray across their functiona or mord
barriers. When governments mix corporate investment drategies into hedth protection regulaion, lives
arelost (bad blood, contaminated water, deadly drugs, medica devices and unsafe food).

15. Canada Health Act Enforcement Grade: F

This is the last and the shortest section in the agreement, but it is not the leest Sgnificant. The ‘Canada
Health Act Dispute Avoidance and Resolution’ conssts of an exchange of letters between Alberta
Hedth Miniger Gary Mar and federd Hedth Minisger Anne McLdlan (April, 2002). Tak about the
fox in the henhouse. In effect, the federal Minister has agreed not to invoke section 14 (non
compliance provisons of the Act) until after a ‘third party’ dispute resolution panel has completed its
work. The three member pane will condst of a representative of each government and a third member
mutually agreed to. The pand will be ddegated with the federd minider's authority to interpret the
principles of the Canada Health Act.



The federa Minister of Hedth has the find authority to interpret and enforce the Canada Health Act.
But what is the likdihood of the federd Minisger of Hedth ignoring the ruling of the Paned? The
datutory duty of the federd Miniger of Hedth is not to “avoid disputes’ but to enforce the five
criteriaand two conditions of the Canada Health Act.

This section of the agreement is symptomatic of a serious weakening of the role Canadians expect the
federd government to play as the naiona guardian of Medicare. Dispute avoidance - with Alberta,
Québec or any other province - must not replace law enforcement. This is paramount.

16. Protect Health Care from Trade Laws Grade F

Privatization rivers flow i nto international waters, and gover nments are not sal mon.
- Bob Evans, UBC

There is no plan to protect public hedth care ddivery in this agreement. The federd government does
have plans, however, that expose public hedth services and hedth insurance programs to the rules of
international  trade agreements. To date, the federa government has faled to act on the
recommendations in the Romanow Report to take “clear and immediate steps to protect Canada's
hedlth care system from possible chalenges under international law and trade agreements”.

For an up to date andyds of what federd trade officids are up to, read the CCPA sudy by Jdm
Grieshaber-Otto and Scott Sinclair, Bad medicine: trade treaties, privatization and health care reform
in Canada, July 2004 http://www.policyalternatives.ca/publications/bad-medicine.pdf

Some poaliticians in Canada say that Canadians should “experiment” with private, for-profit delivery of
publicly funded services. What they fall to mention is there is no such thing as “experimentation”
under the internationad trade agreements that the federa government negotiated. Hedth care
privatization in Canada is therefore a one-way dreet. If it fails, the public is suck with it. To
pargphrase UBC hedth economist Bob Evans, the privetization rivers flow into international waters,
and governments are not salmon.

www. nedi car e. ca
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Subject Grade Comments
The funding agreement exceeds the amount originally promised by the Prime Minister. The new $19 billion base
Stable I~ ) 4 . . . o
Fundi A+ transfer will increase by 6% each year, ensuring predictable, stable funding, and enabling provinces and territories
unding to undertake multi-year planning.
The agreement is based more on ‘trust' and an assumption that the public will hold governments to account. Since
Accountability D weak accountability facilitates privatization by stealth, Canadians will have to be diligent to ensure real
and reporting accountability. Medicare is still on life support - not from lack of money - but because of weak contols on where and
how the money will be spent. Follow the money!
; . The Agreement is silent on for-profit delivery of health care services. The proliferation of investor-owned, for-profit
Stemming the Tide - . o o \ . -
f Privatization D clinics acts like a viral infection in the body of Canada's public health care system. Commercialized health care
o reduces universal and equal access, increases costs and seriously diminishes quality of care.
The provinces agreed to reduce wait times by March 31, 2007 in the areas of cancer, heart, diagnostic imaging, joint
Reducing C replacements, and sight restorations. The real issue is how this will be done? Attempts to reduce wait times by
Wait Times allowing more for-profit delivery have failed wherever it has been tried. We need to reduce wait times by expanding
the capacity of the public system.
First dollar coverage by 2006 for acute home care services will be provided. This is a very important step, however,
Home Care B - o . .
there is still a long way to go before we have a comprehensive national program.
Despite an aging population and the increased demand for nursing home care, long-term health care was absent from
Elder Care F the agreement. To ensure high quality care and equitable access, national standards for care and non-profit delivery
are essential. Long-term care must become part of Medicare.
The agreement recognized the need for equity of access to essential medicines, cost controls, creation of a
catastrophic drug plan, and other key elements of a national pharmaceuticals strategy. A Ministerial Task Force will
Pharmaceutical C- develop and implement the strategy. There is no indication that governments are prepared to move quickly as they
Strategy aren't scheduled to "report on (their) progress" until June 30, 2006. Unfortunately, this means that Canadians won't

have expanded coverage for essential medicines any time soon. Citizens must work diligently to ensure the Task
Force isn't hijacked by Big Pharma.

continued ...




Primary Health

The First Ministers think they are making significant progress on primary care reform, and that all they need to do
now is to share information on best practices. This view is not shared by millions of Canadians who are in need of

c Ref D family physicians and are awaiting anxiously for meaningful reform that establishes access to primary care on a 24/7
are hetorm basis with interdisciplinary teams of caregivers. The Community Health Centre model has proven to be successful in
delivering primary care in this way. It needs to be promoted.
Protecting the health of the public is essential for good health and Medicare's sustainability. Health Canada wants to
Health Protection D replace the Food & Drugs Act with a new Canada Health Protection Act. The federal proposal would shift from
and Prevention preventing harm from happening in the first place to "managing the damage" after harm is done. The damage
Health Canada wants to "manage" is preventable illness and death.
Aboriginal leaders and the federal government agreed to a $700 million plan over 5-years to implement "specific
. measures to close the gap between the health status of Aboriginal Peoples and the Canadian public." An important
Aboriginal Health N/A step but additional funds and federal cooperation are necessary to make major improvements in the health status of
Aboriginal Peoples.
The federal government has agreed to help address the unique challenges facing the development and delivery of
Accessto Care B health care services in the North by creating a $150 million Territorial Access Fund to provide funding for medical
in the North transportation costs as well as long-term health reforms. This is far from a "needs-based" federal funding formula
but it is a step in the right direction.
First Ministers will accelerate and expand the integration of internationally trained health graduates. Any reliance on
Human Health C- this approach must not contribute to "poaching" health professionals from developing countries. Governments should
Resources implement the recommendations of health human resources studies already completed. Why spend over $7 million in
funding health human resources studies and then ignore them?
The federal government has a legal responsibility to enforce the Canada Health Act. Unfortunately for Canadians, it
Canada Health Act ; ) A~ . . ;
Enf t F has abdicated its statutory responsibilities to enforce and monitor compliance. Canadians expect law enforcement,
nrorcemen not dispute avoidance.
Protecting There is no plan to protect Medicare in this agreement. The federal government has failed to act on the
Medicare from F recommendations in the Romanow Report to take "clear and immediate steps to protect Canada's health care

Trade Laws

system from possible challenges under international law and trade agreements".
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