Funding medicare

n CMATs first Controversy article

Michael Gordon and associates say
that our health care system should ac-
quire additional funding by means of
an alternative tax, through which
heavy users of the system would pay
more.' Steven Lewis counters by stat-
ing that this is what the Canadian
system was created to prevent.’

Gordon argues that privatization is
waiting in the wings with eager US
support, but a greater risk is posed by
several provinces that have jumped on
the free-market bandwagon. However,
that wagon is now low on propellant.

Gordon’s group makes sound ar-
guments against private health care,
but they only had to note that it is a
commercial enterprise. If profits are
threatened, behaviour in this sector
will not differ from that of any com-
mercial operation trying to ensure
profitability or survival. Why the
market in health care would behave
differently escapes me.

Lewis correctly questions whether
additional funding is needed, while
Gordon and associates present a long
list of references saying that it is. How-
ever, more money leads to greater out-
lays and creates a need for yet more
money. It has been so for 30 years.

The solution? A slice of the in-
come tax pie dedicated solely to
medicare should be collected with in-
come tax but accounted for sepa-
rately. Funding health care from gen-
eral revenues is organically unstable.

John S. Aldis, MD
Port Hope, Ont.
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hile reading the article by
Gordon and associates' I

found myself reaching for my pen as
the tortured logic of the article be-
came increasingly painful. Surely a
brief letter to the editor was called
for. My literary enthusiasm was
dampened after I found the compan-
ion article by Steven Lewis.” My
limited critical skills pale beside his
refreshing prose.

However, Gordon and associates
are to be congratulated for support-
ing public health care over privatiza-
tion. They would prefer adding the
amounts of estimated medicare costs
to taxable income. I assume that in
single-taxpayer families the taxpayer
would receive the assignments for all
family members. Lewis proposes
that if more money is required it
should come from the same place as
before the cutbacks. I have some
ideas of my own.

* climinate fee-for-service pay-
ments in favour of a system that
provides better incentives to pro-
mote health and reduce excessive
utilization;

* use the approximately $1.1 billion
the pharmaceutical industry
spends annually on marketing to
establish effective CME and acad-
emic detailing; and

* establish a means of communica-
tion for health care professionals,
payers and patient representatives

CMAJ e MAR. 23, 1999; 160 (6)

to avoid adversarial approaches

and promote effective utilization

of resources.

Now is the time for physicians to
re-examine health care funding if
medicare is going to survive.

Wilfred H. Palmer, MD
Professor Emeritus
Faculty of Medicine
University of Toronto
Toronto, Ont.
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[Michael Gordon responds:]

As the letter writers note, we en-
thusiastically support publicly
funded Canadian medicare.! How-
ever, the system is undergoing passive
privatization,’ and few Canadians
have unimpeded access to dental care
and other health care services. If gov-
ernments supported the requisite
funding and structural changes re-
quired to expand medicare and added
proper accountability for patients and
health care providers, funding
changes might not be needed.

The fee-for-service system is often
cited as a source of excessive costs
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and services, but changing it to a capi-
tation service will not necessarily re-
sult in financial savings or beneficial
outcomes.’ As well, the pharmaceuti-
cal industry is unlikely to transfer its
marketing budget to finance neutral
CME and academic detailing. Rather,
government initiatives such as refer-
ence-based pricing may be benefi-
cial.* Still, many of the newer and
more effective drugs are more costly,
and most Canadians pay, either per-
sonally or through workplace bene-
fits, which become part of the cost of
doing business.

The tax-based formula could be
structured so that those eligible for
GST rebates would not pay health
care costs, and such costs would not
necessarily be transferred to another
family member. Therefore, a child or
low-income earner with high medical
costs could be exempt from payments
even if another member of the family
had a high income but low medical
costs. The tax-based system could be
used within a capitation or fee-for-
service framework, as utilization
could still be tracked and individual
contributions determined. It could
readily allow for enhancements in
coverage.

Dr. Aldis is probably correct that
the wholesale Americanization of
health care is unlikely, but he notes
that there is support for enhancing
the private tier from some provincial
governments and medical leaders.®
Such calls resonate throughout the
system and elicit public support, es-
pecially when medicare seems to be
faltering because of apparent re-
source limitations.

Aldis does not appear to take seri-
ously the risk of calls for a parallel
private tier to solve a perceived fund-
ing crisis.* We do. Our tax-based for-
mula should be considered as a seri-
ous alternative to such proposals.

Michael Gordon, MD

Baycrest Centre for Geriatric Care
University of Toronto

Toronto, Ont.
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Emergency stroke care

he supplement article on emer-

gency management of acute is-
chemic stroke in Canadian hospitals,
by Corinne Hodgson,' contained
some apparent discrepancies.

The article states that “For both
the urban and rural hospitals, the me-
dian time [between admission to the
emergency department and] examina-
tion was 9.7 hours.” However, data
presented in Table 2 of the article indi-
cate the 56.4% of all patients were ex-
amined within 3 hours of arrival. This
suggests that the category “< 3 hours”
must contain the observation identi-
fied with the 50th percentile. It follows
that the median time to evaluation
must have been less than 3 hours.

I also have some concerns about
this treatment of the data. It would be
reasonable to calculate the propor-
tion of patients seen within 3 hours
on the basis of the patients whose
time to examination was known (i.e.,
303/312 or 97%). However, the
method of analysis offered assumes

Letters

that every patient in the “unknown”
group had examination times in ex-
cess of that for the patients for whom
data were available.

Data for the interval between ar-
rival at the emergency department
and CT scanning indicate that the
mean for urban patients was 4.5 hours
and for rural patients 15.0 hours. One
can infer that 165 (48.7% of 339) of
the urban patients and 22 (11.1% of
198) of the rural patients underwent
CT imaging, for a total of 187 pa-
tents. Combining these figures ([165
x 4.5] + [22 % 15]/187) yields an aver-
age wait of 5.7 hours, which appears
inconsistent with the average time of
15.1 hours reported in the article.

Larry M. Picard, MD
Toronto, Ont.
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[The author responds:]

r. Picard has uncovered 2 un-
fortunate errors in this article.
The numbers in Table 2 are cor-
rect, but there was an error in re-
porting the mean time from arrival
at the hospital to examination. The
mean (not median) time to examina-
tion for both urban and rural hospi-
tals was 0.7 hours (not 9.7 hours).
The second error concerns the
waiting times by type of hospital.
What is given as the mean waiting
time (15.0 hours for rural patients
and 4.5 hours for urban patients) is in
fact the median. Nearly half (43.6%)
of the urban patients underwent CT
scanning within 3 hours of arrival in

the emergency department (Table 1).

Table 1: Time between arrival in emergency department and CT scanning

Waiting time; no. (and %) of patients

Hospital setting < 3 hours 3-6 hours > 6 hours Total
Urban 72 (43.6) 38 (23.0) 55 (33.3) 165
Rural 7 (31.8) 0 (0) 15 (68.2) 22
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Among rural patients, the propor-
tion was 31.8%. Although 48.7%
(165/339) of urban patients under-
went CT scanning, for rural patients
the proportion was much lower
(22/198 or 11.1%).

There is also a typographic error
in the paragraph on waiting times.
The mean time between arrival and
CT for ward patients should have
been reported as 42.9 hours.

I apologize for the inconvenience
caused by these errors.

Corinne Hodgson, MA, MSc
Corinne S. Hodgson & Associates Inc.
Pelham, NH

Psychobiology of stroke:
a neglected area

he editorial by Antoine Hakim

and colleagues' provides a com-
prehensive review of the human and
financial burden of stroke on the
Canadian health care system. The ar-
ticle also draws attention to the cur-
rent state of disorganized stroke care
in Canada and suggests remedies for
this problem. However, we are con-
cerned that both the editorial and the
accompanying supplement’ fail to ad-
dress the psychological consequences
of stroke and the importance of inte-
grating psychiatric services into the
treatment of stroke patients.

The prevalence of post-stroke de-
pression in 2 rehabilitation hospitals
in Canada was estimated at 36% to
50%.** Given that at any given time
approximately 300 000 Canadians are
suffering the consequences of stroke,
at least 100 000 of these may be dis-
abled by depression. Furthermore,
depression after acute stroke was the
only treatable condition indepen-
dently associated with limitations in
physical functioning.’ This finding
emphasizes that early recognition and
effective treatment of depression after
stroke may optimize rehabilitation
potential and thereby reduce the hu-
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