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Equity in What? 

Equity in Health? 

Equity in Health Care? 

Equity in Access to Health Care 

Equity in Financing Health Care?. 



Equality is not necessarily Equity:  

•  Equality (or inequality) is a matter of 
measurement 

•  Equity necessarily implies value judgements 

•  So by Hume’s Law one cannot logically 
derive equity conclusions from (in)equality 
observations.  



But health inequalities can 
indicate health inequity 
Heterogeneity – systematic differences in 

measures of health status among sub-
populations of a society 

Social gradients in health are universal, but 
steeper or flatter in different societies. 

Complete equality may not be possible, but 
much less inequality certainly is. 



Health Equity (i) – Advancing 
Understanding 

What do we now know about 
determinants of health? 

Social and physical environment 
Biological and behavioural embedding  
Early childhood development 



Health Equity (ii) Retracting 
Policy 

What do we now do about determinants 
of health? 

Promote growing economic inequality 
Suppress the Children’s Agenda 
Distract attention with talk of “Lifestyles” 
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Do we then want growing 
health inequity? 

“What do you mean, “We,” white 
man?”*  

Tonto, parting comment, in Lone Ranger satire, MAD 
Magazine, ca. 1955? 



Is economic inequality per se a 
value for our rulers? 

Or is it simply a means to, or an 
unimportant side-effect of, more rapid  
economic growth? 

Your call 



Health Care Equity (i) 

•  Clearly an important value for most (not 
all!) of the Canadian population 

•  But health care equity obviously woulds 
not mean equality of use  

•  Difficult to pin down precisely, but … 



Health Care Equity implies 
Equality of Access on the basis 
of need 
•  Observed patterns of utilization are extremely 

unequal,* but 
•  On the evidence, these inequalities correlate 

very well with unequal needs 
•  (Which does not imply that all care used is 

needed) 

Deber, R. presentation fo ICES Health Care 2011 Toronto, ,Feb. 7. 



•  People should get the care they need – a 
broadly and strongly held value 

•  But on what terms, and who should pay what 
share of the cost?, and 

•  And who should be allowed to provide care, 
and how much should they be paid? 

Health Care Financing Equity – 
Contested Consensus 



WHO PAYS? 
How is the total bill divided among the population?  

WHO GETS? 
Are access, quality, timeliness based on need or ability/

willingness to pay?    

WHO GETS PAID? 
How much are providers paid, and how much is taken 

out in administrative overheads?   



Conflicts of economic interest on 
these axes are real and 
permanent 

Hence the “Zombies” : 

recurrent fallacious arguments that are 
intellectually dead but refuse to stay 
buried 



“To every complex problem there 
is a simple answer – neat, 
plausible and wrong”. -- H.L Mencken 

But a zombie must also serve some 
narrowly-based but strategically-placed 
interest; that’s why it recurs. 



The “Grey  (or Silver) Tsunami, 
for example” 

•  An arresting image, but lousy geology, 

•  A myth, thirty years dead, still 
dominating public discourse. 

•  Because it feeds the larger myth, that 
Medicare is fiscally unsustainable. 



First Law of Health Economics 

Total expenditures on Health Care 

are identically equal to 

Total incomes earned from providing it. 



Aaron Wildavsky’s Law of 
Medical Money 
  “… costs will increase to the level of 

available funds . . . that level must 
be limited to keep costs down.” 

“Doing Better and Feeling Worse: The Political Pathology of Health Policy” 

Daedalus Vol. 106, no.1, 1977, pp. 105–124.  





•  REFORM: Improve, make better, 
eliminate accumulated inefficiencies 
and abuses 

•  RE-FORM:  Change the structur, for 
better or for worse 

•  REACTION: Restore past practices or 
structures, remove innovations  



•  GENERAL BENEFITS: A shared objective of 
more effective, efficient, timely, humane, 
health care.  (Rousseau’s General Will) 

•  REDISTRIBUTION: Inherent conflict over the 
balance of benefits and burdens among the 
members of the population.  (Resulting in 
Rousseau’s Will of All) 



•  Effect on access unclear, drug use 
apparently unchanged.  If so, no impact 
on health or costs -- a pure income 
transfer. 

•  Probable longer-term increase in 
expenditures due to reduced purchaser 
bargaining power.  If so, pure Income 
transfer from B.C. residents to drug 
manufacturers. 



Canadian Health Expenditure Is 
Not Out of Line  with Other 
Industrialized Countries 

But only in Canada is “Fiscal Un-
sustainability” a major topic for publlic 
debate 

Even though the proportion of health 
spending financed by governments is at 
the low end among comparable 
countries. 





General Government Net Financial Liabilities (% 
of GDP) G-7 Countries 1970 – 2009 and 
projections to 2011 National Accounts Basis 



General Government Expenditures over GDP, 
Canada and the United States, 1970-2009 



Health Expenditures Are NOT 
Eating up an Increasing Share of 
Provincial Budgets 

•  That process ended nearly a decade 
ago, but the melody lingers on … 

•  As do the effects of perhaps over-
optimistic tax rate cuts. 



CANADA Provincial Government Expenditure 
over GDP 1980/81 to 2009/10 



Canada, Provincial Government Expenditure on Medicare 
and on All Health, as a Share of Total Revenue, with and 
without Tax Cuts, 1980/81 to 2009/10 



Canada, Provincial Government Revenue, Total and Own-
Source, with and without Tax Cuts, as Share of GDP, 
1980/81 to 2009/10 



Canada, Provincial Governments, Total Revenues over 
Total Expenditures,1980/81 to 2009/10 



Canadian Health Care Spending: 
% increase, per capita, inflation-adjusted 

    1999-04  2004-09  1999-2009 
Hospitals   19.1   11.7   33.0 
Physicians  16.4   24.4   44.8 
Rx Drugs   46.1   19.0   73.7 
Total   22.2   16.5   42.3 

Provincial 
Gov’ts   21.2   17.7   42.6 



Canadian Health Care Spending: 
% increase, per capita, inflation-adjusted 

    2000-05  2005-10    2000-10 
Hospitals   18.0   11.6   31.7 
Physicians  13.5   21.4   37.8 
Rx Drugs   36.6   12.9   54.2 
Total   19.7   12.7   34.8 

Provincial 
Gov’ts           19.5   13.9   36.1 



Canada, Health Expenditures per capita, 
constant $1997, 1975-2010, Selected 
Components 



Canada, Health Expenditures as Percent of 
GDP, 1975-2010, Selected Components 



Canada, Health Expenditures per 
capita, constant $1997, 1975-2010 



Canada, Health Expenditures as Percent 
of GDP, by Source, 1975-2010 



Real reform in Canada might address: 
The persistent prescribing of new, costly drugs that 

often offer no benefit over older, off-patent 
alternatives, or 

Professional “turf protection”, restrictions on the 
scope of practice of different professions, or  

The discrepancies between actual practice and the 
research evidence on appropriate care, or  

improving the efficiency or effectiveness of the care 
provided, or the timeliness of provision.   



In particular serious reform should 
address: 

The very large regional variations in 
clinical practice, apparently 
unrelated to patients’ needs or to 
differences in health outcomes.  (Atul 
who?) 



“Regional per capita cardiologist supply [in 
Ontario] varied more than twofold across 
regions, but was inversely related to the 
regional cardiovascular disease burden.” … 
“Residents in areas with more cardiologists 
were more likely to receive some form of 
cardiac intervention.” … “However, the 
intensity of provision of cardiac health services 
was unrelated to regional cardiovascular 
disease burden and was not associated with 
improved survival.” – Alter et al., 2008 





Large clinical practice variations are well 
documented and of long standing.  Both 
Canadian and American studies go back to 
the early 1970s. 

Careful investigation of these variation in the 
U.S. has shown that regions with higher costs 
and more intensive servicing actually have 
poorer quality care and higher case mortality. 





Major points 
•  What I know:  Higher spending across regions 

and physician groups is largely due to overuse 
of supply-sensitive services -- hospital and 
ICU stays, MD visits, specialist consults; and  
-- at the margin -- more is worse. 

•  What I think I know:  Overuse is largely a 
consequence of reasonable differences in clinical 
judgment that emerge in response to local 
organizational attributes (capacity, clinical culture) 
and financial incentives that promote unnecessary 
growth and more care.  -- Fisher, 2007 



So What’s Going On Behind the 
“Unsustainability” Rhetoric? 

Elimination of long-term provincial deficits (ten 
years ago!) followed by tax cuts 

The worst recession since the 1930s, now slowly 
easing off, 

A slow demographic shift (glacier, not tsunami!),  

And a cost break-out driven by recent sector-
specific price inflation   



Seized upon by opportunistic 
opponents to attack both equity 
and cost control. 

This collection of forces, some significant 
but short-term, some long-term but 
gradual, has been misrepresented by 
Medicare’s traditional opponents to re-
activate old fallacies from the 1950s. 



Nunc est nominandum rutrum, 
rutrum!!! 

•    The objective of private insurers and 
corporate providers is,following the 
Willie Sutton Principle quite simply to 
shift Canada’ financing system  in th 
direction of the United States,  

•  For-profit means what it says 



References to “How they do it in 
Europe” are just dust in the eyes. 

•  We do not have forty years of experience in 
regulating mixed markets,  

•  Nor any obvious willingness to learn how 

•   The intent is to reduce resistance to private 
payment – as in Chaouilli  



Big Increases in Physician 
Supply on the Way – Are 
These “Sustainable”? 



Graduates of Canadian Medical Schools, 1941-2011 
and HYPOTHETICAL Net Additions, Plus Net In-
Migration 


