
A Reply to the CMA’s Medicare Plus Policy Paper
Double-dipping and private care go 
against evidence-based public policy

While there can be no doubt that the vast majority 
of doctors care first and foremost for their patients 
and  their  well-being,  it  doesn’t  follow  that  the 
public  policies  their  delegates  support  will 
adequately address issues of waiting times, of access 
and of fairness. 

The Canadian Medical Association (CMA) recently 
released  a  position  paper  titled  Medicare  Plus: 
Toward  a  Sustainable  Publicly  Funded  Health 
Care  System  in  Canada.  This  document 
summarizes  the  various  positions  adopted  in  the 
last  two  years  by  the  CMA  in  regard  to  the 
administration, organization and funding of health 
care in Canada.

Doctors  rightly  take  pride  in  practicing  evidence-
based  medicine  when  treating  their  patients.  It 
would  be  natural  to  think  they  would  apply  the 
same  principle  in  public  policy,  especially  where 
health care is concerned. Unfortunately,  Medicare 
Plus clearly misses the mark.

Double-dipping
Double-dipping is when doctors are remunerated by 
a public health insurance plan while also practicing 
privately and directly charging patients. The CMA 
suggests that: 

“Governments should remove bans preventing 
physicians from opting out or preventing them 
from practicing in both the public and private 
sectors where it can be shown that this would 
improve  access  to  services  for  the  entire 
population, increase the capacity of the health 
care system and reduce wait times.”

This proposal raises two serious concerns.

The first is that double-dipping would decrease the 
number of hours doctors, nurses and other health 
professionals practice in the public system (as they 
will spend that time privately). It would encourage 
and improve access to the for-profit  systems only 
for those who can afford it, but will do nothing to 
improve the public system.

A second concern is that it may create all the wrong 
incentives for doctors. It may create an incentive to 
keep long public wait times to make doctors’ private 
practice  more  attractive;  and  it  may  create  the 
incentive for doctors to use their  access to public 
patients to increase their private consultations.

There  is  no  evidence  that  double-dipping  improves 
access and capacity  in the public  system, but there is 
plenty  of  anecdotal  and  scientific  evidence  to  the 
contrary.

Private Insurance
In the past two years, the CMA has been calling for the 
development  of  a  public-private  interface  in  the 
Canadian health care system. A cornerstone of this plan 
is  the  establishment  of  private  health  insurance.  The 
CMA suggests:

“When access to timely care cannot be provided in 
the  publicly  funded  system,  Canadians  should  be 
able  to use  private  health insurance to reimburse 
the cost of care obtained in the private sector (…) At 
present,  it  is  not  clear  how  this  could  work  in 
practice in terms of risk rating of either the patient 
or on the performance of the public system.”

The fact is that private health insurance can only work 
with  a  parallel,  private  and  for-profit  health  delivery 
system. It is no use to access the facilities also accessed 
by medicare users.  So,  private  insurance is,  in fact,  a 
trojan horse for the development of a private system.

Incidentally,  private insurance will  not be available to 
all Canadians. Canadian health law expert Colleen Flood 
noted the great irony in the Supreme Court’s Chaoulli 
decision:

 “Mr.  Zeliotis,  the  patient  at  the  heart  of  the 
Supreme  Court’s  Chaoulli  decision,  exposes  the 
fallacy in the idea that private health insurance will 
fix our waiting list problems. Mr. Zeliotis, 65 years 
old and with preexisting heart and hip conditions, 
simply  would  not  qualify  for  private  health 
insurance, at least for those conditions.”

There is no evidence private insurance increases access 
and  capacity,  or  decreases  wait  times.  It  merely 
provides the justification for a broadening of privately 
delivered health care.

Private Clinics
The CMA calls for the use of private, for-profit delivery 
of health services:

“There may be a growing role for the private sector 
in  the  delivery  of  publicly  funded  health  care 
provided that it delivers services in a cost-effective 
manner.”



                    

Once again, the evidence shows private health care 
delivery  is  not  the  way  to  go.  For  instance,  New 
Zealand  and  the  United  Kingdom  both  had 
Canadian-style  health  care  systems  until  they 
opened them up to the private sector in an attempt 
to decrease wait times. 

In  both  cases,  the  poaching  of  public  health 
professionals by the private sector led to a loss of 
capacity  in  these  two  countries  and  wait  times 
increased.

While  New  Zealand’s  public  sector  reforms  had 
some success in constraining health costs, elective 
surgery waiting lists got longer and more structural 
change  was  needed.  New Zealand  is  now  in  the 
process of adding to its public health care capacity.

As  for  the  United  Kingdom,  the  problem  was 
addressed in 2001 with the hiring of 45,000 health 
professionals  by the public  system as the market-
based  reforms  lengthened  the  wait  times.  The 
British government recently announced it  will  not 
be  signing  any  contracts  with  private  clinics  for 
health care services.

There is no evidence that private, for-profit delivery 
of health care services provides better cost-effective 
care.

Public-Private Partnerships
Finally,  the  CMA  is  promotes  public-private 
partnerships  (P3s)  in  the  health  care  sector.  The 
CMA says:

“Governments  and  regional  health  authorities 
that enter into public–private partnerships do 
so through an open and transparent tendering 
process  (…)  As  with  the  public  sector,  any 
private-sector involvement in health care must 
be  patient-centred  as  well  as  transparent  and 
accountable.”

In  a  typical  P3  deal,  a  consortium  of  for-profit 
corporations  wins  a  contract  to  finance,  design, 
build, own and operate a hospital and deliver health 
care services. The contract commits the government 
to lease the hospital and services from the corporate 
consortium over a period of 30 to 60 years. When 
the lease is  finished,  the consortium typically still 
owns the hospital and services.

Contrary  to  the  CMA’s  views,  P3s  combine  little 
public  accountability  with  a  lack  of  transparency 
due  to  the  secrecy  of  their  contracts.  The 
corporations involved are only accountable to their 
shareholders. There’s no requirement to release any 

information  at  all  –  including  financial,  operational, 
service quality, fraud, or contract violations. It’s next to 
impossible  for  taxpayers  to know how their  money is 
being spent in a P3 project, to judge whether it has been 
invested  wisely,  and  to  hold  the  government  and 
corporations involved to account. 

They  also  cost  more  than  publicly-owned 
infrastructures  in  the  long  run,  as  it’s  always  more 
expensive to lease assets like hospitals than to purchase 
them up  front.  But  governments  tend  to  like  the  P3 
approach because it’s  a  way to keep the costs  of  new 
infrastructure  off  their  balance  sheets,  creating  the 
impression that they are building new hospitals  while 
balancing the budget.

Best Practices
Rather  than  supporting  market  reforms  that  would 
worsen current access, CMA representatives should look 
for  public  solutions  for  the  public  system.  There  are 
many  examples  of  positive  public  solutions.  For 
example,  the  Alberta  Hip  and  Knee  Replacement 
Project  and  the  Richmond  Hip  and  Knee 
Reconstruction Project both reduced wait times by more 
than  75  per  cent.  Both  projects  consolidated  waiting 
lists,  standardized  processes,  applied  queue 
management  theories,  and  reallocated  resources  to 
achieve these impressive results.

The Sault Ste.  Marie Health Centre reduced the wait-
time from mammogram to breast cancer diagnosis by 
75  per  cent  by  consolidating  the  previously  separate 
investigations. If a woman has a positive mammogram, 
she often has the ultrasound, and sometimes the biopsy 
as well, on the same day.

Examples can be shared between provinces, regions and 
institutions.  Doctors  should  be  encouraging  these 
innovations as the surest way towards improving access 
and better resource allocation in the Canadian system.

Greater  reliance  on  preventative  healthcare,  on home 
care,  on  long-term care  and  palliative  care  can  also 
relieve pressure on the health care system. If it is done 
through the  public  system,  it  will  do a  lot  to  control 
health care costs.  Hospitals,  after  all,  are  adapted for 
acute  care  and  emergencies  and  any  capacity  that  is 
diverted  towards  poorly-controlled  chronic  ailments 
and other preventable problems is ill-used.

Support for a national pharmacare program would also 
be welcome, as drugs represent the fastest cost-driver in 
the  Canadian system. Australian and New Zealanders 
have  implemented  their  own  programs  and  combine 
purchasing  power  along  with  the  implementation  of 
cost-control mechanisms to achieve significant savings.

This is what evidence-based public policy recommends.


