Medicare Protection Pledge

Dear friends of Medicare,

The fate of Medicare is at stake. Although all federal parties claim to defend it, the forces of privatization
are hard at work.

The medicare protection pledge was created by a non-partisan coalition of citizens who want to protect
and enhance Medicare.

We must make politicians accountable to Canadians -- we are asking them to take the pledge!

We urge you to sign and ask others to sign the online petition that we have created demanding from
public office holders and candidates in the federal election TO TAKE THE PLEDGE.

It only takes a minute!

Click here to access the petition: www.petitiononline.com or www.medicare.ca

Please sign the petition - this is the most important thing you will do today!

For inquiries about the petition and the campaign, please contact: medicare pledge@yahoo.ca.




MEDICARE PROTECTION PLEDGE PETITION

I have read the Medicare Protection Pledge| Petition to Public Office Holders and
Candidates in Canada, and I hereby sign the petition:
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Please mail or fax completed signature sheets to: Tanya Santo, Registered Nurses Association of Ontario,
438 University Ave., Suite 1600, Toronto, Ontario M5G 2K8, fax (416) 599-1926.

Very important! Contact information for canvasser (name, organization, and phone number or email):

Location where signatures were collected:



http://www.petitiononline.com/pledge4/petition.html
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In Fact... Why for-profit health care is more
There is strong evidence that the growth of for- ~ €XPensive:

profit health care will increase — not decrease —
costs. More than 20 studies have compared for-
profit with not-for-profit acute care. Almost all
showed higher costs with for-profit care. Michael
Rachlis highlights the fact that the four most recent
studies, which he says are methodically very strong,
all favour not-for profit delivery.

* In a 1997 article in the New England Journal of
Medicine, Harvard physicians Woolhandler and
Himmelstein analyzed 1994 data from all 5,201
acute care hospitals in the U.S. They found that
for-profit hospitals were 25 per cent more expen-
sive per case than public facilities. Fifty-three per
cent of the difference in cost between public and
for-profit hospital care was due to higher adminis-
trative chargesin commercial facilities.

* A 1999 study by Dartmouth University
researchers published in the New England Journal
of Medicine concluded that introducing for-profit
hospitals increased community health costs.
Using data from the entire American Medicare
program, the authors found that health spending
was higher and increased faster in communities
where all beds were for-profit compared to com-
munities where all beds were not-for-profit.

Investors expect profits of 15% annually.

Significant time and money must be devoted to
investor relations, take-over strategies and
defences, marketing, insurance administration,
and bill collections — all of which drive up costs.

The necessity to compete with every other hospital
and clinic results in costly duplication of equipment
and facilities in for-profit hospitals.

The prevalence of fraud among for-profit providers
in the U.S. has become a major cost factor. The
cost of monitoring, suppressing and prosecuting
such behaviour has become part of the administra-
tive overhead associated with for-profit provision.
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TSH (Thyroid function)
SMAC Profile
Cholesterol
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For-Profit Health Care

Dispelling the Myths

Myth #4
For-Profit Health
Care = Improved
Quality Care

ne of the principal justifications for
Oextendi ng for-profit provision of heath
care rests on the assumption that
contracting with private, for-profit providersis a
more efficient way of meeting health care needs

than simply restoring some of the funding
previously cut from the public system.

Alberta’s decision to allow private, for-profit
facilities to be the site of overnight care covered
under the Canada Health Act provides a good
example. “The Premier would appear to believe
that his proposal is a more efficient approach to
expanding the supply of needed services, that
private sector organizations, operating under the
incentive of profit opportunities, can provide as
good or better quality care at lower cost.”*

While no one questions the need to find ways to
improve the efficiency and effectiveness of the
health care delivery system, most sources of
“efficiency” in the for-profit provision of care
are more illusion than reality. When it comes to

measuring quality, research solidly
shows that the Canadian single-payer
system works more efficiently than afor-
profit system and protects against the
deterioration of quality that is evident in
for-profit organizations because of
pressures to reduce operation costs and
to protect larger operating margins.

“In short, the belief must
be that private
Sector organizations,
operating under the
Incentive of
profit opportunities,
can provide as good
or better quality care
at lower cost. The
evidence, alas, does
not support this belief”

“Private Highway, One-Way Street:

The Deklein and Fall of Canadian Medicare?’
Robert Evans, Morris Barer, Steven Lewis, Michael
Rachlis, Greg Stoddart




In Fact...

An overview of studies prepared by Michael
Rachlis indicates that the available data on quality
of care supports a not-for-profit approach.

U “Drs. Himmelstein and Woolhandler concluded
in a 1999 article in the Journal of the American
Medical Association that for-profit US health
maintenance organi zations (HMOs) rated lower
than not-for-profit HMOs on all 14 quality
indicators measured by the National
Committee for Quality Assurance... The
authors estimated that there would be an extra
5,925 breast cancer deaths annually in the
United Statesif all HMOs were for-profit.”

0 “Another 1999 New England Journal of
Medicine report, by Johns Hopkins researchers,
investigated all dialysis centres in the United
States. It concluded that patients receiving care
at for-profit facilities had 20 percent higher
death rates and were 26 percent less likely to
be placed on a waiting list for renal
transplantation than those attending not-for-
profit centres.”?
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Race to the Bottom

“High-quality health care is increasingly the
casualty of a corporatized medical
marketplace striving for excessive profits.
The race to the bottom must be stopped by
limits on how much every patient’s premium
dollar goes to profits rather than medicine...
Unless action is taken soon to stem the
managed care industry’s reckless cost-
cutting, the rationing of high-quality health
care will result in more deaths and injuries
from medical negligence based solely on
the HMO industry’s pursuit of profit.”?

Harvey Rosenfield
Consumers for Quality Care (U.S.)
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The Profit Motive

“The critical point that cannot be
over-emphasized is that the very
power ful incentive driving for-profit
organizations is to make profit.
Period. It is not to improve the
efficiency of the health care system,
or to provide high quality care, or to
advance the health of the population.
It these turn out to be profitable
strategies, well and good, they will
be pursued as means to the over-
riding end...

If instead the organization concludes
that anti-social behaviour — cream
skimming the least costly patients
[taking on only clients whose needs
are most easily and cheaply met],
misleading or pressuring patientsto
pay privately for extra services, for
example —is more profitable, then
that iswhat it will do.”

“Private Highway, One-Way Street:
The Deklein and Fall of Canadian Medicare?’

The Catholic Health Association of Canada
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...making research work
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lists are frequently cited as evidence that

healthcare is in trouble and proof that
public healthcare doesn’t work. For patients,
clinicians and others who experience these
frustrations, it often seems that the way to
a more efficient system is to allow for-profit
companies to have a bigger role in running the
healthcare system. Private sector efficiency and
the profit motive are the cure for what ails the
system, or so the argument goes.

Overcrowded emergency rooms and waiting

But is this the solution? While enthusiasts argue
that for-profit facilities can provide medical
services more efficiently and with a lower price
tag, the vast majority of studies shows the exact
opposite. Research demonstrates that waiting
lists and costs aren’t reduced with private for-
profit contracts — and American literature
indicates that patients who receive care in
for-profit facilities are more likely to die than
those in non-profit ones.

Public funding, private delivery

Most evidence examining for-profit healthcare
comes from the United States, where there is a
mix of private for-profit, private non-profit,
and public hospitals. And that evidence is
overwhelmingly in favour of not-for-profit
healthcare.

For example, a recent review of 149 studies
and 20 years’ worth of data looked at how
these facilities performed against each other
in the areas of access, quality, and cost-
effectiveness. The researchers looked at six
types of institutions — hospitals, nursing
homes, HMOs, hospices, dialysis centres,
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Myth: For-profit ownership of facilities would lead
to a more efficient healthcare system

and psychiatric hospitals. They found that 88
of the studies concluded that non-profit centres
performed better, while 43 studies found that
the performance was no different. Only 18 stu-
dies found for-profit centres were better.! The
differences are particularly clear at psychiatric
inpatient hospitals, where out of 17 studies,
only one found for-profit facilities to be better.ii

American researchers have also examined what
happens when governments pay for-profit hos-
pitals to provide medical services. Using data
from the federal Medicare program, researchers
found health spending was higher and increased
faster in communities served by for-profit hos-
pitals compared to non-profit communities.iii
Between 1990 and 1994, for-profit hospitals
billed roughly $8,115 for every discharged
patient, while non-profit hospitals billed $7,490.
For-profit hospitals also spent significantly
more on administration for each patient day.V

When it comes to patient health, the costs can
be even higher. Research shows quality of care
is better in the American non-profit system,
which provides higher rates of immunization,
mammography, and other preventive services.V
A good example is dialysis and kidney trans-
plants, which are funded through Medicare but
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provided by both for-profit and non-profit

dialysis centres. Tragically, a recent sys-
tematic review that followed 500,000 dialysis
patients for a year showed patients receiving
treatment in for-profit centres are significantly
more likely to die than those treated in non-
profit ones: expanded to all Americans who
receive dialysis, this means as many as 2,500
premature deaths every year may be due to
being treated at for-profit centres.V' As well,
people treated at for-profit clinics are less likely
to be referred for kidney transplants.Vii

]

Despite this growing body of evidence, some

researchers in Canada continue to question how

relevant these American data are for Canadian

policy, given the differences between the two

systems in terms of purchasing, financing and

delivery.Viil However, since the evidence favouring
non-profit care spans almost two decades, during which
the American for-profit sector has gone through many
changes in how it delivers care, it appears that for-
profit care leads to higher mortality no matter what
the administrative system is like.iX

Mixing it up

Advocates of for-profit healthcare often accuse Canada
of having a “single-payer” system that is hostile to for-
profit interests. However, there are already for-profit
facilities in Canada, such as MRI clinics and other
diagnostic centres, private laboratories, and other
services. These have been defended on the grounds
that they will reduce waiting times.

Some provinces allow staff, doctors in particular,

to work in both these public and private systems.
Manitoba and Alberta, for example, have mixed
delivery of cataract surgery, in both private and public
facilities. And in both provinces, patients paid extra
out-of-pocket fees for high-end lenses and facility fees
until governments introduced legislation to stop the
extra billing; the provincial health plans now pay for
all related costs.*™X!

The problem with mixed delivery is that it may bleed
resources away from the public system and into the
private one. Doctors and nurses can’t be in two places
at once, so it is possible the more care they provide in
the for-profit sector, the less they can do in the public
sector.X!"" This can lead to longer waiting lists for
patients using the public system. While public/private
cataract surgeons in Alberta and Manitoba did not neg-
lect their public-sector patients for their private-sector

ones, waiting times for cataract surgery are longer for
public/private surgeons than for those who only work
in the public system X!

For-profit clinics exist to provide care, but the indivi-
duals who own and operate these ventures also need to
make money. These goals can collide — and sometimes
to the detriment of patients. As Robert Evans, a health
economist at the University of British Columbia, says,
“Profit motives are the same everywhere.”iii
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