
the universal agreement that the Canadian 
healthcare system must change. The only 
question is how. Some argue for modifi ca-
tions within the basic framework of a one-tier 
single-payer system; others for more radical 
reform that will allow for infusions of money 
by expedients such as user fees, extra billing, 
or a full-blooded second tier where one can 
buy any healthcare one wants. 

The Romanow Report, Building on Values,
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which appeared in the fall of 2002, is the 
result of a Royal Commission on the Future 
of Health Care in Canada and constitutes 
the latest, most extensive and distinguished 
of a series of studies made of the Canadian 
healthcare system. Supporters of Medicare 
breathed a collective sigh of relief when 
the report was released, as it came down 
fi rmly on the side of preserving the main 
contours of the system, while recommending 
transformative changes to the details to make 
it more effi cient, expansive, and sustainable. 
The report makes 47 recommendations. Of 
these, four deserve special mention. 

First, the report recommends that a 
Canadian Health Covenant be written, 
expressing Canadians’ collective vision for 
healthcare and outlining the responsibilities 
and entitlements of individual citizens, health 
providers, and governments in regard to 
the system. This is not proposed as a legal 
document, akin to a Bill of Rights. Rather, it is 
intended to secure the agreement of citizens 
and (especially) premiers of provinces that the 
Canadian healthcare system should follow the 
basic principles of the Canada Health Act. 

Second, there is a proposal to modernize 
the Canada Health Act. This act, which came 
into being in 1984, consists of fi ve principles 
that defi ne the Canadian healthcare system: 

1. Public administration: All medically 
necessary services are insured by a single 
payer. 

2. Universality: Everyone who is covered by 
the healthcare system is covered in the 
same manner and under the same terms. 

3. Accessibility: There are no fi nancial barriers 
(e.g., user fees, extra billing) to accessing 
healthcare services. 

 These three principles constitute the heart 
of the act. Articles 2 and 3 express a commit-
ment to equity, and amount to the assertion 
that essential healthcare services are available 
on the basis of need and need alone; article 
1 is advanced as the most effi cient means 
to give that commitment practical effect. Ro-
manow does not tinker with these principles 
but recommends changes to the remaining 
two principles and the addition of a sixth. 

4. Portability: This principle guarantees 
mobility rights. Under the existing act, 
those insured by the healthcare system are 
covered (at their home province rate) for 
healthcare wherever they may be inside or 
outside of Canada. Romanow recommends 
enhanced portability within Canada to 
remove the inconvenience Canadians 
sometimes meet in provinces by having to 
pay out of pocket and subsequently seek 
reimbursement, as well as eliminating out-
of-country coverage. 

5. Comprehensiveness: The act covers all 
“medically necessary services.” What 
falls under this description is a matter of 
contention, and importance. If services are 
medically necessary, Canadian nationals 
are entitled to them but cannot purchase 
them; if they are not medically necessary, 
Canadian nationals are not entitled to 
them but can purchase them. Historically, 
Medicare was brought in to cover physi-
cian and hospital costs. But the realities 
of modern medicine require an expansion 
of these costs, and Romanow recommends 
that “medically necessary services” be 
immediately expanded to cover diagnostic 
services and homecare, and later to include 
prescription drugs and improved access 
to healthcare for those living in rural and 
remote parts of Canada. 

6. Accountability: Under this proposed prin-
ciple, Canadians will be provided with a 
transparent account of how the system is 
administered, fi nanced, and delivered and 
of who has responsibility for what. In a 
democracy, the people are the rulers and 
hence entitled to decide how their money 
is to be spent on their health. They must 
therefore have full information about the 
workings of their healthcare system. It 
is unacceptable, albeit common, to have 
decisions about the delivery of healthcare 
made by unidentifi ed individuals, in 
secret, without consultation, on invisible 
principles. 

The third principal recommendation of the 
Romanow Report is that the federal govern-
ment commit to funding a minimum of 25% 
of the cost of insured health services under 
the Canada Health Act by 2005/2006, with a 
built-in escalator to ensure more stable and 
predictable funding. This money comes with 
strings attached. Provinces will get the money 
only if they agree to funnel it into initiatives 
in fi ve key areas: access to care in rural and 
remote areas, decrease in wait times for di-
agnostic services, primary healthcare delivery, 
a national homecare strategy, and assistance 
for patients facing catastrophic drug bills. The 

increase in federal funding also increases the 
only real control — the threat of withholding 
funds —that Ottawa has over wayward prov-
inces tempted to cut corners on the Canada 
Health Act. 

Fourth, and fi nally, Romanow recommends 
the creation of a Health Council of Canada. 
Its function would be to monitor and report 
on the quality of healthcare in Canada, make 
recommendations regarding improvements, 
assess technology, and serve as a confl ict-
resolution mechanism for disputes among 
governments, providers, and citizens. 

Romanow recommends that the Canadian 
healthcare system continue to be funded 
by progressive taxation. He considers a 
number of suggestions about alternative 
ways of paying for healthcare services: user 
fees, extra billing, medical savings accounts 
(where individuals are allotted a yearly 
healthcare allowance from which they can 
“purchase” healthcare services), and tax-based 
copayments, tax credits, and deductibles 
(where the cost of the health services 
individuals receive in a year would be added 
to their taxable income). But he rejects all 
of these on the grounds that they will deter 
individuals from seeking healthcare and make 
access dependent on ability to pay rather 
than on need alone. 

Romanow stops short of recommending 
increased taxation. He anticipates some cost 
containment by elimination of waste (e.g., 
duplication of services, purchase of cost-ef-
fective technology), an increased emphasis 
on preventative healthcare (e.g., discourag-
ing smoking and obesity, encouraging active 
lifestyles), and enhanced primary care that 
will keep patients out of emergency rooms 
and hospitals. But Romanow also sets the 
stage for increased taxation when he says 
that Canadians told the Commission that they 
are prepared to pay more for healthcare to 
ensure the system’s sustainability, provided 
the system changes to meet their needs and 
expectations. 

That is the essence of the Romanow 
Report. What should we think of it? A full 
evaluation would require expert opinion about 
health economics, epidemiology, constitu-
tional law, and more space than is available 
here, but we can take a brief look at it from 
the point of view of justice. 

Daniels has argued that society has a 
general social obligation to ensure that its 
members have fair equality of opportunity.

2 

Given that disease and disability prevent one 
from functioning in a way that is normal for 
human beings, and thus deprive individu-
als of equality of opportunity, society has 
the specifi c obligation to 
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provide healthcare to all its members. Judged 
by this standard of justice, the Romanow 
recommendations do very well. They provide 
for a system that guarantees all Canadian 
nationals all medically necessary treatments 
in a hassle-free way that does not tie them 
to their jobs or location in Canada. 

But judged by other standards of justice, 
the recommendations do not do well at all. 
A libertarian such as Nozick,
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for example, 
will argue that, because individuals are not 
allowed to spend their money on medically 
necessary healthcare when the public 
system does not deliver what they want, the 
Canadian healthcare system is unjust. On 
this view of justice, individuals have the right 
to possess anything they justly acquire, and 
the right to enter into voluntary agreements 
with others to exchange what they rightly 
possess for anything others rightly possess 
and are willing to give in return. No state 
can properly infringe these rights. Given 
that a one-tier system with fi nite resources 
will necessarily violate the second of these 
rights, justice requires two-tier healthcare. 
Such a system will lead to unequal access to 
healthcare, but it does not follow that this is 
unjust. For any result arrived at by just steps 
must be just. Thus, if one justly acquires 
property and justly exchanges it with another 
for that person’s services, any inequality that 
may result must be just. Indeed, any attempt 
to impose some pattern of distribution will 
violate one or the other of these rights, and 
so be unjust. 

Nor does Romanow’s recommendation for 
a one-tier healthcare system automatically 
follow from an egalitarian theory of justice. 
The argument is often made that opening 

a second tier that allows individuals to buy 
the healthcare they want will shorten waiting 
lists and improve services to those in the 
public tier, and thus everyone will benefi t. 
Some will benefi t more than others, but it is 
unattractive to argue that, because everyone 
will not benefi t equally, no one should 
benefi t at all. Thus if egalitarians allow, as 
does Rawls,
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for deviations from equality 
if that will be to everyone’s advantage, an 
egalitarian can support two-tier healthcare. 

Finally, Romanow’s recommendation for a 
one-tier healthcare system will be opposed 
by those like Engelhardt
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who argue that two-
tier healthcare is the most just compromise 
between irreconcilable principles, even if 
not everyone benefi ts from the inequality. 
Egalitarians are concerned to maximize 
equality; libertarians, to maximize liberty. But 
because the goal of providing equal care for 
all is inconsistent with the goal of providing 
unimpeded freedom of choice on the part 
of healthcare providers and consumers, 
and given that there is no decisive way of 
saying which goal should take priority over 
the other, the only just thing to do is split 
the difference. This (the argument goes) 
leads to a two-tier healthcare system that 
will provide basic healthcare for all, as good 
as communal resources will allow, and at 
the same time not interfere with individuals’ 
freedom of association and use of private 
resources. 

Reasonable people of good will may be 
attracted to these alternatives, and Ro-
manow does not provide detailed arguments 
against them. He saw his central mandate 
as making recommendations “to ensure 
the long-term sustainability of a universally 

accessible, publicly funded health system,” 
not to choose between alternative ways of 
delivering healthcare. But the outline of his 
objections is clear. Two-tier healthcare is un-
acceptable because it is ineffi cient, thereby 
increasing administrative costs and hassles 
for consumers and providers alike, and Cana-
dians do not want one kind of healthcare for 
the wealthy and another for the poor. 

This mixture of pragmatism and moral 
vision does not make for a philosophically 
satisfying basis of a healthcare system. 
Effi ciency is not everything, as Americans 
show when they continue to have an 
ineffi cient healthcare system rather than 
restrict individual choice.
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And wants, which 
are quite changeable in any case, do not 
determine what is just. It may nonetheless 
have been the course of wisdom for 
Romanow not to have tried to provide a 
deeper basis. Not only would that have been 
diffi cult to do, but, given that Canadians are 
happy with the egalitarian underpinning of 
Medicare, why should he do anything more 
than show that Medicare can be improved 
and sustained in practice? And why should 
Canadians move to any other healthcare 
system if those things can be done, when no 
other system promises to be more agreeable 
to them, and all have the potential for being 
less so? 

Still, hard questions remain. The Canadian 
healthcare system is not designed to deliver 
high-end Mayo Clinic medicine. As long as 
it does not, some Canadians will hanker 
after two-tier healthcare and ask why, as a 
matter of justice, they cannot spend their 
money to buy better healthcare when they 
can do so in any other matter, including 

the determinants of health. What is special 
about healthcare that Canadians should be 
so egalitarian about that and nothing else? 
To answer these questions, a deeper analysis 
of justice is needed, and until it is provided, 
the debate about healthcare in Canada will 
not be over. But Romanow does not have to 
settle that debate once and for all to give 
Canadians suffi cient reason to sign onto the 
Canadian Health Covenant that is supposed 
to kick off the new era of healthcare in 
Canada and to politically seal the fate of the 
Canadian healthcare system for the foresee-
able future. 

Reprinted from Cambridge Quarterly of Healthcare Ethics, vol 13 
(2004), with the permission of Cambridge University Press.

Alister Browne Chairs the Department of 
Philosophy at Langara College in Vancouver, 
B.C. and is a consultant to numerous 
committees in the Lower Mainland.

Medical Advisor Joins Calgary Clinical Ethics Service

The Calgary Health Region Ethics Clinical Ethics Service is pleased to 

announce that Eric Wasylenko has joined the service as Medical Advisor. 

Eric began his medical career as a family physician in Okotoks and High 

River in 1985 and is pursuing studies at the University of Calgary in 

philosophy. Eric’s part time role with the Regional Clinical Ethics Service 

has a special emphasis on assisting the new Home Care Ethics Committee 

through leading ethics consultations as well as program planning. 

Dossetor Centre Adds Post-Doctoral Fellow

Brendan Leier has joined the John Dossetor Health Ethics Centre at the 

University of Alberta as a Post-doctoral Fellow, in addition to assuming 

a part-time instructor position with the University’s Department of 

Philosophy. Brendan completed a PhD in Philosophy at the University of 

Alberta in 2002 following which he completed a one-year clinical residency 

at the Royal Alexandra Hospital in Edmonton. In addition to his research, 

he will be assisting with clinical ethics consultations at the University of 

Alberta hospital. 

Bioethics Week 2005

Bioethics Week, held annually during the fi rst full week of March, will 

take place March 7-13, 2005. The theme for 2005 is Ethical, Healthy 

Communities. Posters and other materials will be distributed to Alberta 

organizations in the coming weeks. For more information or assistance in 

planning a bioethics educational event for staff, clients or the community, 

please contact a PHEN offi ce or visit the PHEN website, www.phen.ab.ca.

Distance Education Course: Introduction to Bioethics 2005

PHEN is launching the fi fth offering of the distance education course 

Introduction to Bioethics. The course will take place from January 10 

– May 10, 2005. The application deadline is December 10, 2004. Using 

videos, teleconferences with world-renown bioethicists and a fi nal in-

person gathering, the course provides an excellent introduction to issues 

in bioethics for health care providers, members of ethics committees, and 

others interested in furthering their knowledge in the area. More detailed 

information is available at the PHEN website. 

New Board Members: Gary Goldsand and Margaret Plain

PHEN is pleased to announce the addition of two individuals to its 

Board – Gary Goldsand and Margaret Plain. Gary is the Clinical Ethicist 

for the Royal Alexandra Hospital in Edmonton, and Margaret is currently 

a member of the Capital Health Region Board. We look forward to their 

signifi cant contribution and support for PHEN and bioethics in 

the province!

Staff Changes

The PHEN offi ce was sad to see 

Erin Cooper pack up and head 

east this summer for personal 

reasons (she’s in love). Erin has 

made a tremendous contribution 

to the Network over the last four 

years and will be sorely missed. 

At the same time, the offi ce is 

elated to have Amy Middleton join the team as Programming Assistant. 

Amy hails originally from Nova Scotia, and still claims to be a Maritimer 

at heart. Amy originally joined PHEN as a summer student but proved too 

good to be allowed to leave. Amy can be contacted at (780) 492-6901 

or middleton@phen.ab.ca. Good wishes for your new journey Erin and 

welcome aboard Amy!

The New In Touch

In Touch has a new look! The purpose of the publication is to act as a 

newsletter for members of PHEN to keep up-to-date on recent events in 

health ethics in the province and to provide a forum for members of the 

bioethics community to offer discussions of timely relevant topics. If you 

have health ethics related announcements or an idea for an article that you 

would like to be considered for inclusion, please contact the PHEN offi ces 

at info@phen.ab.ca.

Upcoming Events

A Possible Metaphor for Pediatric Palliative Care

Edmonton, October 26, 2004, 12:00-1:00pm

Barbara Russell, University of Alberta Hospital/John Dossetor Centre

Classroom F, Walter McKenzie Centre, U of A

Grand Rounds by the University of Alberta Hospital Clinical 

Ethics Committee

No DNRs In The OR - A Policy or Patient-Centred Approach?

Edmonton, November 19, 2004, 12:00-1:00 p.m.

Tracey Bailey, Health Law Institute

Room 207, Heritage Medical Research Centre

John Dossetor Health Ethics Seminar Series

Health Ethics Through the Arts

Edmonton, second Wednesday of every month

5:00 - 6:30 pm - 2J2.26 Walter McKenzie Centre, U of A

Use literature, fi lm, artwork, poetry, photography and music as a 

novel way to learn about and debate ethics in ordinary situations. 

No registration needed for these informal sessions.

Get Your Ethics Hot!

Edmonton, third Wednesday of every month

12:00-12:45 pm, 5C1.06 Walter McKenzie Centre, U of A

Topics are taken from recent newspaper and television headlines as 

well as impromptu questions or topics from participants. Just drop 

by with your lunch for stimulating discussions.

Ethics and Medical Errors

Calgary, November 5, 2004, 9:30am-12:00pm

Rockyview Hospital and by Telehealth

Philip Hebert, Sunnyside Hospital, Toronto

Jack Davis, CEO, Calgary Health Region

Ward Flemons, Medical Director, Calgary Region Quality Improvement

Chris Levy, University of Calgary Faculty of Law & Offi ce of Medical 

Bioethics, Calgary Health Region Ethics Service.

Announcements
In Memoriam

It is with deep sadness that we advise of the loss of two members of the 

bioethics community in Alberta and Canada.

Mary Lou Cranston

Mary Lou Cranston passed away in August after 

a brief struggle with cancer. Those who had the 

opportunity to meet Mary Lou and spend time 

with her know that she held an extraordinary 

commitment to promoting caring and compassion 

at both an intellectual and personal level. 

Her commitment to ethics was evident in her 

involvement and passion for the fi eld over many years and the esteem 

in which she was held by so many of those who worked with her. Mary 

Lou was serving her second three-year term as a PHEN Board Member. 

She served as PHEN Board Chair in 2001 and then as Vice-Chair until 

May 2004. Mary Lou was a friend to many of us and will be dearly 

missed. We understand that Mary Lou did not wish to have a memorial 

service, and requested that donations in lieu of fl owers go to the Alberta 

Cancer Foundation.

 

Douglas T. Kinsella

Douglas T. Kinsella passed away in June in 

Kingston, Ontario, after a struggle with cancer. 

Amongst numerous titles held, Doug was the 

University of Calgary Assistant Dean for Medical 

Bioethics from 1984 to 1992 and the Director 

of the Offi ce of Medical Bioethics from 1993 to 

1998. He was a founding member of the Provincial 

Health Ethics Network Board and was instrumental to its launching and 

incorporation in 1995. The author or co-author of more than 200 journal 

articles and book chapters variously on Medicine, Arthritis, Immunology 

and Medical Bioethics, Doug was widely respected by a large number 

of patients, colleagues and students and served as a mentor to many. 

He was a nationally recognized leader in the area of research ethics and 

a core member of various successful initiatives to advance the fi eld. 

The University of Calgary is seeking donations to set up a Lectureship 

in Doug’s name. Donations should be sent to the Offi ce of Medical 

Bioethics, University of Calgary, T2N 1N4. 

NOTES
1. Romanow R. Building on Values: The Future of Health Care in 

Canada—Final Report. Ottawa: Commission on the Future of 
Health Care in Canada; 2002. 

2. Daniels N. National health care reform. In: Veatch R, ed. Medical 
Ethics, 2nd ed. Sudbury, MA: Jones and Bartlett; 1997:chap. 14, 
421. 

3. Nozick R. Anarchy, State, and Utopia. New York: Basic Books; 
1974. 

4. Rawls J. A Theory of Justice. Cambridge, MA: Harvard University 
Press; 1971. 

5. Engelhardt T. The Foundations of Bioethics. New York: Oxford 
University Press; 1986:chap. 8. 

6. For an account of effi ciency as a virtue, and argument that it is 
the chief characteristic of Canadian society that makes Canada 
as close to utopia as is achievable on Earth, see: Heath J. The 
Effi cient Society. Toronto: Penguin; 2001. 
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