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Introduction

The debate over the benefits of public vs.
private healthcare services in Canada is stifled by
passion, ignorance, and an obscure concept of
national identity. While most Canadians agree
there should be some form of taxpayer-funded
health insurance, disagreements arise over what
extent the government should be involved in
providing this. The prospect of further privatizing
healthcare is something few politicians have had
the courage to address. Ontario Premier Doug Ford
was recently forced to comment on leaked
documents which, according to the opposition New
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Democratic Party, suggested that his
administration was scheming to implement some
degree of increased privatization in Ontario.* The
public backlash to the alleged plan was swift and
harsh. Directly contrary to popular opinion, this
article will make the case for Canadians to
embrace a new dynamic which allows for a private
healthcare industry while preserving the public
system that many in our country currently rely on. It
will address the merits of this rationale from a
values-based and economic perspective in an
attempt to convince readers on both sides of the
political spectrum.
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History

The development of taxpayer-funded healthcare
began in the post-World War Il period. This was
particularly motivated by widows of fallen soldiers
and women who were temporarily employed (while
most of the country’s men were overseas) but
could no longer pay to provide care for themselves
once the war had ended. In 1947, the
Saskatchewan government was the first to
introduce publicly-funded health insurance. Other
provinces soon followed suit. Since women were
heavily outnumbered by men in the workforce,
women in particular benefitted from public
healthcare by having more control over their
treatment and preventative care options as
husbands and/or fathers were no longer necessary
brokers in the process.?2 Public health insurance
expanded healthcare accessibility to all Canadians
at a time when the average household income was
considerably lower than it is today.2 Since then,
representation of women in the workforce has
grown. They are earning more money and are more
independent than at any time in modern Western
history. The structure of contemporary Canadian
healthcare was developed for a much different
country than it is today. By modernizing the
system, Canada could build on the progress which
began over 50 years ago. The most morally and
fiscally responsible way to do this is to allow
Canadians a choice between public or private
health facilities.

Improving Care

Allowing for private healthcare facilities to build
alongside public ones would lessen the burden
currently on the shoulders of the public system.3
While in many ways still similar to the UK and
Australian public-private  mix framework, the
structure proposed in this paper would have both
systems  operate  independently. This s
unprecedented in developed countries. By no
longer forcing Canadians to receive taxpayer-
funded services, this would provide those who can
afford it with more treatment options, while
allowing the public system to decrease wait times
in emergency rooms and for elective surgeries, and
improve the level of care and accessibility for
patients. In Australia, private healthcare has been
credited with enhancing, “Access to timely elective
care... and individuals’ choice of provider and care
options.” Going up against a public system, the
private sector has to compete by providing better
facilities and services, faster treatment, and
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competitive prices. In the UK, “Private care users
fare better than public users in obtaining medical
care at short notice, having more agreeable
opening hours for treatment and getting
appointments for treatment with less difficulty”.>

In contrast, a CBC news article reports that
Canadian public health insurance has resulted in a
number of clinics limiting patients’ appointments
to “one issue per visit,” in a bid to maximize
profitability and increase the number of people
seen.® This dynamic highlights an inherent barrier
to receiving proper medical treatment in Canada. A
fully independent private facility however, provides
greater incentives to spend adequate time with
patients, and rewards better doctors who are able
to earn more based on the demand for their
services.

To provide context, provincial Workers’
Compensation Boards (WCB) effectively operate
alongside public funding in many ways, similar to
how a public/private split would. Since WCB covers
the costs of missing work and for treatment of
injured workers in place of the public system, it has
a vested interest in getting workers treated as
quickly and effectively as possible to minimize time
off work and complications from delays. For
example, the British Columbia WCB provides
lucrative incentives to doctors/surgeons for
expedited and high-quality treatment.” One
argument often made against this is that worker’s
compensation recipients are accused of “jumping
the line” in front of more medically-necessary
patients. This is one major point in favour of having
completely separate private facilities altogether. To
be clear, it means that public medical centres
would be wused only by those billing public
insurance providers; and private facilities used only
by persons with private funds/insurance. An added
benefit of separating the two is that it eliminates
the possibility that taxpayers will incur the extra
costs of private care providers who might bill for
tests/treatments that are not actually needed.

Cost of Public Healthcare

This proactive approach is critical to prevent
the inevitable eclipse of a public healthcare
funding crisis. Provinces in Canada already spend
an average of over 40% of annual budgets on
health services and this share is growing rapidly
with the increasing proportion of aging Canadians.®
In the last fifteen years alone, health care
spending has increased 116%.8 Privatizing is an
opportunity to “reduce costs and demand
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pressures on public hospitals”.4 Efficiencies in
government spending are increasingly hard to
come by and Ministry portfolios such as education,
environment, infrastructure, and correctional
services have little room for spending cuts. The
only other option is to add to debt which, in a
province like Ontario, with a nearly $350 billion
deficit, is lunacy.® This province owes more than
75% of countries in the world do; the status quo
cannot continue.® Since 2011, merely eight years
of unchecked Liberal spending ago, Ontario has
added another roughly $115 billion to the public
credit card.® That's a 33% increase in less than a
decade.

If Canadians truly care about maximizing quality
and ensuring the sustainability of public healthcare
for future generations, increasing privatization is
the only path forward.
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