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Introduction 

A universal healthcare system is something that 

Canadians have much to be thankful for and proud 

of. Our neighbour, the United States, serves as a 

constant reminder about how fortunate we are. We 

have a healthcare system where no one has to worry 

about becoming bankrupt when he or she becomes 

ill, as opposed to a US citizen who cannot afford to 

pay for private health insurance or who could be 

denied coverage by insurance companies due to his 

or her pre-existing medical conditions. Not only is it 

fairer, the Canadian system is also less costly—the 

health spending per capita (as a percentage of GDP) 

in Canada is only half of that in the US (1).  

Due to geographical proximity, the Canadian 

system is traditionally compared to the US and it 

becomes easy for us to become complacent. But 

what if we look beyond the US? How do we 

compare with the rest of the world, or more 

specifically, with other OECD countries with similar 

economic status as us (OECD standing for 

“Organisation for Economic Co-operation and 

Development”, a group of developed countries such 

as France, UK, Japan, Norway, New Zealand)?  

Where does Canada place in the world? 

The OECD Health Data for 2010 reveals that we 

may have been comparing ourselves to the least 

cost-effective country all along: the US health 

spending per capita soars at the very top, at 

USD$8,233 (17.6% of GDP); Canada is much less 

than US, at $4,445 (11.4% of GDP), yet still higher 

than the OECD average of $3,268 (9.5% of GDP). 

(2,3) Despite the relatively high health expenditure 

in Canada, there are fewer physicians per capita (2.4 

physicians per 1,000 population) than in most other 

OECD countries (OECD average is 3.1); and the 

number of hospital beds for curative care in Canada 

was 1.7 per 1,000 population, only half of the OECD 

average of 3.4.  

The Euro-Canada Health Consumer Index, which 

compares Canada with 31 European countries with 

similar health care systems, ranks Canada at the very 

bottom in terms of patient rights, waiting times, and 

availability of pharmaceuticals—in fact, Canada also 

ranks last place in terms of overall value-for-money, 

lagging behind countries such as Estonia, 

Netherlands, Spain, and UK. (4) In other words, 

there are more than a handful of other countries that 

provide universal healthcare like us, but deliver 

better services with less spending, achieving a bigger 

“bang for the money”.  

 Canada has come a long way in achieving an 

equitable universal access to healthcare; however, 

our system has room for further improvement. It is 

true that all systems are different given their unique 

history, evolution, and political and economic 

backdrop, and while we cannot import a system 

wholesale from another country, it is still meaningful 

to broaden our horizon beyond our closest 

neighbour. We can survey those countries achieving 

better healthcare results, and learn a few lessons and 

innovations from them that may be applicable to us. 

I will highlight a few things I learned from my 

exchange in Europe and further research I have done 

after returning to Canada. 

How about a private system in Canada, like 

in Europe? 

Some of the major issues that plague the 

Canadian healthcare system include: doctor 

shortage, long wait time, and relatively low cost-

effectiveness of healthcare delivery. Some have 

proposed the introduction of private health 

insurance/provider as a solution, suggesting that it 

would help lessen the healthcare burden and shorten 

wait times. (5–7) Some of these proponents have 

pointed to the success of the public-private 

pluralistic model in some European countries in 

achieving cost-effectiveness while still maintaining a 

level of equality. However, the co-existence of a 

private system is complex and varies greatly from 

country to country. If we are to contemplate having a 

private component in our healthcare system at all, 

we must not overlook these important distinctions 

that can impact outcomes in actual implementation. 

 In Europe, 3 main types of private systems are 

present (8). The first type is “alternative”, where the 

private health insurance covers the entire health care 

needs of the insured. For instance, in Germany, 
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citizens either choose social health insurance, or opt 

out completely and choose private insurance that 

covers the same set of health services. The second 

type is “supplementary”, where the private insurance 

covers the portion that is not paid for by public 

coverage. For instance, French citizens would be 

reimbursed for a portion of their ambulatory care 

cost by the government, and 92% of them would 

have complementary private health insurance to 

cover the remainder co-pay. The last type is “two-

tier” (or parallel), where someone can purchase 

private insurance in parallel to the public coverage. 

This is the case in Sweden and UK. There are also 

mixed situations, such as in Spain, where the private 

system is both a supplementary and parallel system.  

UK and Netherlands as examples 

Let us take a closer look at the UK and Dutch 

healthcare systems, both of which have undergone a 

period of reform to achieve greater value for money 

while still adhering to the same equality principles 

underlying the Canadian system. (9) Both countries 

have higher value-for-money index than Canada and 

both have two of the highest public satisfaction 

scores according to the Commonwealth Fund report 

(4,10). 

There are two distinct features that contribute to 

the cost-effectiveness of the UK healthcare system—

capitation payment and fundholding (9). Capitation 

refers to the way that the government pays the 

general practitioners (GPs) according to the number 

of patients registered on the GP’s roster, regardless 

of services provided to the patients. This may help 

alleviate the doctor shortage issue if implemented in 

Canada, as there would be more incentives for GPs 

to accept more patients to attain a bigger roster. In 

return, GPs pay a share of the costs of drugs 

prescribed and certain hospital and specialist 

services that their patients receive on referral—this 

is referred to as fundholding. This way, GPs have 

stronger incentives to be more cost-conscious in 

their prescription decisions, and in their referrals to 

specialists or diagnostic services, thus producing 

substantial savings.  

The Dutch system is a mixed social-private 

insurance model with multiple payers (9). Each 

Dutch citizen is free to choose from a variety of 

insurance plans. Allowing the insurers to negotiate 

selective contracting with healthcare providers, this 

model relies on the power of competition among 

insurers to drive down costs. Regardless of which 

plan the patient chooses, the government pays a 

subsidy towards the cost of the plan of his or her 

choice. Coverage is never denied and the subsidy is 

risk-adjusted to ensure equality. The Dutch model 

demonstrates that a universal system with elements 

of free choice and competition is possible. 

Conclusion 

Some of the measures discussed above are easier 

to adopt and others are more radical, and no system 

is free of disadvantages. The intention here is to 

present different perspectives and ideas, and to spark 

further discussions and thoughts on how to improve 

the Canadian healthcare system.  Comparing the 

Canadian healthcare system to the rest of the world 

rather than comparing it to just our neighbour can 

help accomplish this.  
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