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The overall rise in health costs,
overhead, and other expenses, and the
rationing imposed by the single-payer
government model have led to reduced
practice revenue. We have embraced a
paternalistic attitude on the part of
government. When it comes to office
expenses we are considered indepen-
dent contractors, but on the revenue
side we are conscripted workers.
Instead of providing the necessary rev-
enue to deliver appropriate service and
fund expenses, we accept educational
grants, malpractice premium supple-
ments, and retirement funding, and
give up flexibility in allocating our
own resources.

In 1944, when an average British
Columbia worker made 91 cents per
hour, an orthopaedic surgeon’s fee for
treating osteomyelitis was $300! (In
2004, the fee is $313.57). In 1961, the
surgeon’s fee for surgical reduction of
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“The best things in life are free; but
you can keep them for the birds and
bees, now give me money; that’s
what I want.” —John Lennon

I doubt if any of us chose to enter
medicine because of the potential
for financial rewards, but the re-

sources that money can buy are essen-
tial to maintain the quality of our
medical practice. Most of us operate a
private office and fund its infrastruc-
ture and operating expenses. Without
adequate revenue we cannot provide
service at the level we would like, nor
canwefinancecontinuingmedical edu-
cation, new technology, and sustain a
modern practice. Many believe in the
fee-for-service model. So-called health
experts who propose saving the sys-
tem by pressuring governments to put
doctors on salary might be surprised
by the interest shown in a salary-
based model. Imagine a 37-hour week
with benefits, overtime pay, holiday
pay, pensions, etc., and all overhead
expenses paid. The reality is that gov-
ernments know they are on to a good
thing. After all, fee-for-service is piece
work as exists in the so-called sweat
shop factories and is good for the
employer and consumer, but demand-
ing on the worker. Most patients
would accept that the $28 in gross
office revenue receivedby a family doc-
tor for a visit is insultingly low. What
message are we sending when we offer
to reduce fees as was proposed in the
recent reallocation proposal for family
practice? As with fees in other spe-
cialties that have been voluntarily
decreased in the past, are we not admit-
ting that the service was previously
overpaid? We have seen similar prob-
lems in the past relating to “relative
value fee guides” when attempts were
made to extract funds from particular
fee items or specialties in order to
boost others. The problem is the sin-
gle-payer system with limited funds
and rationed health service delivery.

Doctors and patients must conform to
a global budget that offers no rewards
for efficiency, productivity, or excel-
lence. One cannot easily put a price on
saving a life, or on the value of restor-
ing the ability to walk or read. Are a
doctor’s services worth as much as
those of a lawyer? Is a neurosurgeon
worth more than a psychiatrist? In our
system, there are no financial rewards
for excellence, expertise, or additional
training (as there are in professions
such as law, accounting, and architec-
ture). Should there be, and if so who
decides what and how much? In the
non-medical world, the market influ-
ences income levels and helps deter-
mine worth. In the medicolegal mar-
ketplace, lawyers pay surgeons more
for describing a particular operation
than government pays them for per-
forming it. There areno objectivepara-
meters for determining appropriate
remuneration.

Who pays?
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a patella fracture was $100. By 2004,
the fee hadincrease to $318. To put the
inflation factor in context, the cost of
a Vancouver house in 1944 was about
$4000; in 1961 it was $13,900, and
by 2004, the median price was
$503,141. In 1981, the fee for arthro-
scopic meniscectomy (the most com-
monly performed orthopaedic opera-
tion) was $294, while today it is $236
(a 1981 dollar is worth $2.11 in 2004).
I have cited examples from the field of
orthopaedics, but similarities exist in
all areas of practice. I will leave the
interpretation of the above figures
open for debate, but they may explain
why newly qualified practitioners lag
behind their predecessors in their abil-
ity to pay off debts or purchase ahome.
Even if some of the older fees were
inflated, it remains clear that recent
generations of doctors havehelpedcurb
rather than increase health care costs.
This is confirmed by the fact that the
percentage of the Canadian health care
budget spent on physicians continues

exist and are negotiated on a regular
basis. Without theMasterAgreement’s
protection, there would be no clear
commitment to have theWorking and
Subsidiary Agreements and no agree-
ment to negotiate them on a pre-
dictable schedule. If this provision did
not exist, the negotiation of physi-
cians’ economic interests would be, at
best, ad hoc and unpredictable.

7. The right of the BCMA to
negoti ate phys i ci ans benefi t
plans enshrined through the
Working Agreements.

The Master Agreement enshrines
the right of physicians to negotiate
benefits, and over the years, the num-
ber of negotiated benefits has grown.
Included are the CME funding pro-
gram, the physician disability plan,
the CMPA cost reimbursement plan,
the RRSP plan, and the maternity
leave provisions.

8. The obl i gati on for the
government to consult with the
BCMA on key issues affecting
health care in the province.

The BCMA continues to advocate
for an increased role for physicians in
the management and reform of the
health care system. The BCMA be-
lieves that physicians must have a
meaningful role in the development of
policy andhealth care delivery plans if
they are to deliver the highest quality
of patient care.

We don’t expect the negotiations
for the renewal of the Master Agree-
ment to be easy or straightforward. I
hope that each of you has the oppor-
tunity to familiarize yourself with the
key provisions in the Master Agree-
ment, and if necessary, stand up and
defend it.

—Michael Golbey, MD
BCMA President

to fall and was estimated at 12.9% of
total health expenditures in 2003, hav-
ing declined steadily since 1987 when
it peaked at 15.7% (CIHI). The anti-
doctor campaign promoted by many
has often focused on the overpaid doc-
tor concept. “Doctors’ fees andsalaries
combined now account for about two-
thirds of total health care expenditures
in Manitoba,” wrote Peter Hudson,
chair of a Canadian Centre for Policy
Alternatives Health Reform Working
Group in an article targeting so-called
overpaiddoctors. How would the aver-
age reader interpret such a statement?
In a sentence deliberately worded to
have a double interpretation, the
“salaries” actually referred to all
salaries of all workers in health care.
This is just one example of deliberate-
ly misleading anti-physician propa-
ganda.

The recent controversy regarding a
new “boutique” clinic underlines some
of the conflicts regarding health care
financing. The reali ty is that

spending moremoney will lead to bet-
ter andquicker service. Patients are not
getting the service we want to give
them and our ability to deliver excel-
lent care is constrained. Much has been
made of waiting lists for access to spe-
cialists, surgery, MRIs andother tech-
nologies. We even have a national
council anda federally appointedexpert
discussing how to study and manage
wait l ists. Waiting in our emer-
gency rooms and in doctors’ offices or
clinics often causes great distress. In
the free market, many such problems
could be addressed by improved design
and infrastructure and by increasing
the numbers and quality of staff. The
addition of nurse practitioners or
physician assistants might createabet-
ter functioning office. The problem is,
who pays? The experiments with
many of the alternative funding mech-
anisms havemet with variable success
and mixed reviews. Despite incorpo-
rating additional staff in many hospi-

Continued on page 477

ated agreements with government.
Negotiating agreements is time con-
suming and resource draining, and
choosing to have the BCMA represent
physicians in this endeavor is central
to maintaining an appropriate balance
of power in the negotiation process
between physicians and the govern-
ment.

6. The requirement to have
and negoti ate Working Agree-
ments on a regular basis .

The Master Agreement directs the
creation of a Working Agreement and
subsidiary agreements that address
issues applicable to all physicians—
specialists, general practitioners, sal-
aried physicians, physicians provid-
ing services on service contracts,
physicians providing services on a ses-
sional basis, and rural physicians.

The Master Agreement provides
the protection that these agreements

Continued from page 470
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Dr Carl L. Kline
1915–2005
Dr Carl Kline was born in St. Paul,
Minnesota. During the Great Depres-
sion, he worked his way through
Northwestern Medical School in Chi-
cago. Subsequently, he servedas a lieu-
tenant commander in theUnitedStates
Navy Medical Corp for 5 years. His
first-hand exposure to the psychologi-
cal trauma war inflicted on soldiers
(which he came to see as often being
more crippling than the physical
injuries) led him to become fascinated
with psychiatry. He undertook his
postgraduate training in psychiatry and
neurology at St. Elizabeth’s Hospital
in Washington, DC, and at Duke Uni-
versity Medical School in Durham,
North Carolina.

During the1960s, DrKlineworked
as psychiatrist in his private practice
inWisconsin. Here he became very in-
volved with organizations that em-
braced the social and human rights of
individuals. His opposition to the
Vietnam War was a driving factor in
moving his family (four ofwhomwere
young boys) to Canada in 1967. In
Vancouver, Dr Kline became Canada’s
first Children’s Aid Society psychia-
trist, which he coulddo without Cana-
dian licensure. Eventually, he wrote
and passed his Canadian exams,
becoming a member of the Canadian

Royal College of Physicians and Sur-
geons, certified in psychiatry. He was
a clinical professor in the Department
of Psychiatry at UBC, andupon retire-
ment he was appointedclinical profes-
sor emeritus.

While in Vancouver, Dr Kline
worked in private practice, specializ-
ing in child and adolescent issues. His
experience working with children con-
vinced him that many of the troubled
young people hewas seeing were actu-
ally suffering from primary learning
disabilities. He became an expert in
dyslexia and developed a remedial
approach for dyslexics. He and his
wife, Carolyn, began a training pro-
gram to teach specialized therapists
how to work with dyslexic children.
Over the years, thousands of such chil-
dren were given new hope and achieved
success as a result of this help. Dr
Kline was instrumental in the estab-
lishment of three specialized academic
schools in the Lower Mainland that
help children with learning disabili-
ties: Kenneth Gordon School, James
Cameron School, and the FraserAcad-
emy.

In the early 1970s, Dr Kline was a
guiding force in the formation of the
Orton Dyslexia Society, British Co-
lumbia Branch, now affiliatedwith the
International Dyslexia Association.
Dr Kline was a member of the Coun-

cil of Advisors of the International
Dyslexia Association and he was also
the recipient of their highest honor,
the Samuel T. Orton Award.

Dr Kline’s publications on child
psychiatry, adolescent psychiatry, and
dyslexia appeared in more than 60 pro-
fessional journals.

Aside from his professional suc-
cesses, Dr Kline was an enthusiastic
outdoorsman. He loved camping,
canoeing, hiking, and especially fly
fishing. For him, a day on a fishing
stream was an ageless day.

In his later years, his eyesight
failed, but his inner vision seemed to
grow. When he couldno longer use the
computer or e-mail, he resorted to
using his trusted pen. In a humorous
note, he wrote, “It is easier for me to
say nothing with my Mont Blanc pen,
than with an e-mail; that’s calledgrow-
ing old gracefully.”

He will be remembered as a re-
markable, kind, gentle man who spent
his life helping others and supporting
just causes. Dr Kline’s wife, five chil-
dren, ten grandchildren, and one great
grandchild celebrate his ebullience for
life, and are grateful for all that he
taught and gave. He passed away
peacefully, and with never a com-
plaint.

—Jonathan L. Kline, MD
Vancouver

in memoriam

tal-based clinics, less personalized ser-
vice and in many cases even longer
waits have resulted.

Until now, the market system has
been largely excluded from the world
of Canadian medicine, but get ready
for a new era. Change is coming and
doctors need to educate themselves on
the emerging reality of the new style
of Canadian medical practice that has
been mandated by the Supreme Court.

We have a unique opportunity to ben-
efit from the experience of other coun-
tries with universal health care. We
can copy their successes and learn
from their mistakes. It is important
that we recognize the fiscal reality of
government-funded health care in
Canada. With skyrocketing costs, res-
toration of funding to a level that will
significantly increase revenue to phy-
sicians’ practices and allow improved

service to patients will not come from
governments. The market is no pana-
cea for the ills of our health system,
but I trust doctors’ integrity and com-
mitment to their patients enough to
believe they will perform better than
government bureaucrats at directing
resources in ways that benefit patient
care.

—BD
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