Failing health care delivery
in Canada is the result of an
outdated operating model

PREMISE

A comparison of the performance of Canada’s publicly funded health care

model with that of the Netherlands shows that the Netherlands provides

double the benefits for approximately the same costs per capita. A root-cause
failure analysis was conducted to determine the cause of the discrepancy.

Gerald Tevaarwerk, MD, FRCPC

anada’s publicly funded health

care system is failing. No cred-

ible cause has been found, which
is crucial to finding a workable solution.
In the search for answers to the proximal
causes of too few physicians, nurses, hos-
pital beds, and diagnostic and treatment
facilities, a root-cause failure analysis was
used to compare Canada with a country
that has a perennially high-performing
system.’ From four advanced countries
with leading publicly funded health care
rankings—Switzerland, Denmark, Norway,
and the Netherlands—the Netherlands was
chosen because its per-capita annual health

care expenditure most closely resembles

Canada’s.>*

Canada and the Netherlands are afflu-
ent countries with advanced market econo-
mies and a strong social orientation, often
referred to as welfare capitalism.” Canada
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is approximately 240 times the size of the
Netherlands, with a population of 41.5 mil-
lion.**'The population of the Netherlands is
18.3 million. In 2024, Canada’s per-capita
GDP was $67853 (all dollar values are in
Canadian dollars unless otherwise speci-
fied). The Netherlands’ was 39% higher, at
$94500.° Personal income taxes in the two
countries are similar, but the Netherlands
has a value-added sales tax of 21% as well
as a wealth tax, reducing median dispos-
able household income in 2021 to $45 000,
$3750 less than in Canada, which has no
wealth tax and combined federal and pro-
vincial sales taxes up to 15%.%” Both coun-
tries have had publicly funded health care
for more than 60 years. Although there are
similarities, they differ fundamentally in
how they are funded and who operates the
programs. For both, the central (federal)
parliament decides the benefits package and
is responsible for enforcing the standards
of care. The proportions of the population
that are 65 years and older and 80 years
and older are similar in the two countries.®’

In Canada, the Medical Care Act!® of
1966 introduced publicly funded health
care, based on Britain’s model of financ-
ing through taxation combined with pub-
lic ownership of hospitals and operation
by government.’®"! Unlike Britain, which
uses salaries to pay its physicians, Canada
continued to use fee-for-service remunera-
tion.1%12 It also differs from both Britain and

the Netherlands in that it uses a separate
program for each province and territory,
rather than a single program for the entire

country. %12

In the Netherlands, publicly funded
health care was introduced during the
Second World War, based on the German
model.”® Although the country is made up
of 12 provinces, it has one national health
insurance plan, with a uniform benefits
package delivered by the private insurance
sector using a not-for-profit public contract
model.""* Health insurance is compulsory
for all permanent residents. Insurers must
take all applicants regardless of health status
and guarantee finding a family physician if
necessary. Patients are free to choose their
insurer, primary care practitioner, and hos-
pital. Premiums are the same for all insur-
ers and are set by the central government
in consultation with the insurance com-
panies. Insurers compete on premiums,
service, quality of care offered, and profits
from supplementary insurance. Premiums
are collected monthly using the pay sys-
tem or private billing. There are no user
charges. The federal government pays the
premiums for children and adolescents up
to the age of 18 and subsidizes the premi-
ums for low-income citizens. The collected
premiums are deposited in sickness funds
controlled by not-for-profit nongovern-
ment public agencies.” Insurers contract
with the family physician section and the
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various consulting specialists’ sections and
hospitals, or they may provide care directly
using their own facilities and staff. Family
physician billings, referred to as “functions
of care,” are standardized among insurers
and are paid from the sickness funds, as are
the hospitals and consulting specialists.’

Developments thatled to the need
for changes

In the last quarter of the 20th century, the
publicly funded health care systems in both
Canada and the Netherlands began to expe-
rience inadequate access to health care and
rising costs that threatened sustainability.
In response, the two countries took very
different approaches to attempt to make
corrections. Canada’s system had initially
been successful and popular with the public;
however, it soon outspent its allocated fund-
ing, which the federal government respond-
ed to by introducing Established Programs
Financing in 1977, reducing federal funding
of provinces’and territories’ health care costs
from 50% to 24%." The provincial and ter-
ritorial governments responded by decreas-
ing their fee-for-service annual increases to
half the rate of general inflation.” Extra
billing was permitted, but when it increased
from $2 million to $200 million between
1979 and 1983, the federal government
responded with the Canada Health Act
of 1984.1 It reaffirmed the four original
principles of the Medical Care Act (public
administration, comprehensiveness, univer-
sality, and portability); slightly modified
the first principle to “administration on a
nonprofit basis by a public authority”; and
added a fifth principle, “must provide . . .
reasonable access to those services.” Extra
billing was not made illegal, but provinces
and territories were deducted an amount
equal to the extra amount billed, effectively
stopping it. To further reduce expenditures
on health care, Canada reduced its home-
grown supply of physicians in the 1990s
by decreasing medical school admission
numbers, based on the correlation between
the size of the physician work force and
health care expenditures.’® It retained its
21 medical services plans, 13 operated by

provincial or territorial governments and
8 operated directly by the federal govern-
ment for various segments of the popula-
tion, such as the Canadian Armed Forces,
the RCMP, First Nations, and federal pris-
ons. There is also a separate plan for federal
members of parliament and their families."
The changes resulted in a gradual decrease
in access to health care, combined with ris-
ing costs well beyond general inflation. The
relationship between the medical profession

Compared with peer
countries with publicly
funded health care, the
Netherlands scores very
high, much higher than
Canada, while spending
just 6% more per capita.

and government became increasingly more
problematic, and at times threatening to
physicians.!” Since then, there has been a
marked decrease in the comprehensiveness
of family practice and a high rate of family
physicians leaving it.'

'The Netherlands experienced a gradu-
al deterioration in the provision of health
care services and unsustainable rising
costs starting in the 1970s."* By the end
of the last century, “the universal health
care system was failing, operating under
top-down cost-containment policies, such
as regulation of doctors’ fees and hospi-
tal budgets, that were widely criticized for
lacking incentives for efficiency and inno-
vation.”" After several years of study, this
led to the Health Insurance Act of 2006,
which, on the advice of Stanford econo-
mist Alain Enthoven, shied away from the
command-and-control top-down approach
adopted in Canada. Instead, it focused on
introducing market forces of “incentives
for efficiency and innovations.”” Key to
improving efficiency was to make family
physicians the gatekeepers of health care
costs by making them the only mechanism
for patients to enter the system, except
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in true emergencies such as automobile
accidents. A frugal approach to referring
patients to consulting specialist care was
incentivized by making the family physi-
cian section’s total remuneration inversely
proportional to its use of specialty care. The
cooperation of patients was cultivated by
splitting the health insurance premium into
two components, the basic benefits pack-
age and the deductible (eigen risico, or “own
risk”).? The basic benefits package covers
primary and hospital care, while the deduct-
ible, at slightly more than €1 per day, is used
for the first €385 of consulting specialist
care in a year, after which the basic benefits
package pays for any continuing need for
specialty care. The disincentive effect on
patients has also recently begun to be used
for patients requesting blood tests that are
considered unnecessary by a family physi-
cian. A further difference in the attempt to
improve access and sustainability was the
recognition by the Netherlands’planners of
the need for a culture based on a common
vision that acknowledges the central role
of physicians in health care, including the
efficient use of resources.” It recognizes the
importance of adequately remunerated time
opportunity and the necessary means to
motivate high performance by physicians.?!
In that respect, the Netherlands started with
two advantages over Canada: a lower cost
to become a physician and an equal rela-
tionship with the operators of the public
contract health care system, as opposed to
the top-down command-and-control sys-
tem in Canada, along with its adversarial
relationship.

Performance comparison between
the current health care systems of
Canada and the Netherlands

An evaluation of the performance of the
publicly funded health care systems of Can-
ada and the Netherlands, after changes to
improve access and ensure sustainability,
must take into account that the Netherlands
is a much smaller country, with the popu-
lation residing within 15 minutes of their
family physician’s practice by car, and no
more than half an hour from a hospital and



consulting specialist care. The ubiquitous,
highly integrated public transport system
is also a major advantage for both patients
and medical school students, all of whom
live within 1 hour of a medical school via
public transportation, on which they can
travel for free on a student pass. In addi-
tion, financial support is readily available for
those who need it. These fortuitous condi-
tions were made possible by the discovery
of a large natural gas field in the north of
the country in 1959, which is now closed.?
The multiparty elected politicians of the
day agreed to use the proceeds to build a
capitalist welfare state, focusing on educa-
tion and training for the future workforce
for a planned, modern, technologically
sophisticated economy. The Netherlands
recognized the importance of the social
determinants of health, ensuring adequate
future opportunities and support for people
with lower incomes, including generous
pensions. The long-term effect is that the
Netherlands has one of the highest median
household incomes in Europe, largely due

to its secondary manufacturing and service
industries. Its use of a substantial one-time
natural resource for the benefit of the coun-
try created great social solidarity, including
for its publicly funded health care system
and its caregivers.” Table 1 shows expen-
ditures on the various components of pub-
licly funded health care, published by the
Organisation for Economic Co-operation
and Development.? Included are Switzer-
land, as the best-performing country, and
Britain, as the only other developed country
with health care services delivered by the
government.

Per-capita expenditure in the Nether-
lands was 6% more than in Canada and
23% more than in Britain, but 20% less
than in Switzerland. Britain spent 15%
less than Canada. For overall performance,
the Netherlands placed second out of the
top 10 leading performers, while Canada
ranked 10th, just ahead of Britain.? The
relatively low hospital expenditures in the
Netherlands are the result of its extensive
long-term care and home-care programs

TABLE 1. Indicators in four peer countries with publicly funded health care in 2021.
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[Table 1]. At 26%, it spends nearly double
Canada’s 15% on long-term care, which
allows people to stay in their homes longer,
saving expensive hospital care. According
to the 2021 World Index of Healthcare
Innovation, whose rankings correlate closely
with overall performance,?* Canada ranked
23rd, while the Netherlands ranked second.

The physician workforce is a major
determinant of the performance of health
care systems. Table 2 shows how they com-
pare in Canada and the Netherlands fol-
lowing changes that were made to improve
access and sustainability. There are many
more physicians in the Netherlands, and
nearly all are homegrown, having benefited
from a shorter and less personally expen-
sive medical school education. Of the 39%
more practising physicians, only 23.6% are
family physicians, compared with 47.4%
in Canada. Nevertheless, family physi-
cians are the dominant physician factor in
the delivery of health care services in the
Netherlands in their role as gatekeepers
to maintain sustainability. The supply of

o % . .. :
::;Ii:')c';?e Health care Av0|da.bli Practising Prér:raery Nurses Capital Hospital ~ Outpatient :‘:‘mi::::
Country costs share Mortality” — physicians hvsici (per 1000 costs care costs  care costs 9
costs of GDP (per 100.000 (per 1 qoo physicians population) (%) (%) (%) care costs
(Can$) population) population) (%) (%)
Switzerland $10061 11.3% 125 4.4 27 184 12.2 25 34 19
The
$8411 10.2% 153 3.9 24 1.4 8.8 24 29 26
Netherlands
Canada $7899 11.2% 176 2.8 48 10.3 5.6 22 32 15
Britain $6866 11.4% 189 3.2 27 8.7 3.2 29 31 19
* Purchasing parity; "age standardized.
TABLE 2. Comparison of the physician workforces in Canada and the Netherlands in 2021.
Foreign- i Medical Self- Ratio of famil Ratio of specialist f
Practising Family trainged Medical school fees employed hysician Y h si'zian Hos.pl_tal
Country physicians  physicians - graduates family physicia physiciz physicians
(per 1000) (%) physicians  (per 100000 per year physicians remuneration to remuneration to (per 1000
(%) population) (Can$) (%) median wage median wage population)
0
$6000 to
Canada 2.8 47.4 24 7.5 $30000 70 2.7 4.2 0.99
The $3000 to
Netherlands 3.9 236 3.6 15.5 $6000 85 25 33 1.37
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physicians is provided almost entirely by
graduates from the Netherlands, at more
than double the annual rate of Canada.?’
Foreign-trained physicians, at 3.6%, are
one-seventh of those in Canada. Qualifi-
cation for medical school is simpler, with
no requirement for a premedical university
education to qualify for the 6-year medical
school curriculum. Fees are significantly
lower than in Canada, ranging from $3000
to $6000 per year. Specialization for fam-
ily medicine and the many secondary and
tertiary specialties are similar in the two
countries. Physician incomes, expressed as
ratios to median income, are quite similar
for family physicians. However, the incomes
of Canadian consulting specialists exceed
those of their family physician colleagues
by 55%, more than their Dutch consult-
ing specialist peers, who have 30% higher
incomes.®’

'The average number of annual in-person
doctor consultations is 4.7 in Canada and
nearly double that in the Netherlands, at
8.6.'The benefits package in Canada is for
“medically necessary services” provided by
physicians and hospitals. It is not univer-
sally comprehensive, excluding prescrip-
tion medications and comprehensive eye,

hearing, dental, and psychological care
[Table 3].5"2 In the Netherlands, these are
included, with full dental care and physio-
therapy for children and adolescents up to
age 18, and health insurance premiums are
paid by the federal government until age
18.%1 For young adults pursuing higher
education, there are special health subsi-
dies to pay for compulsory health insur-
ance during their education, depending
on the individual’s income. Table 3 dem-
onstrates some of the differences in the
benefits packages.

The promptness with which benefits are
delivered also varies. Unlike the difficulty in
accessing primary care in Canada,? in the
Netherlands, it is available immediately: 24
hours a day, 7 days a week, 52 weeks a year
for urgent care and same-day appointments
if deemed necessary by the patient. It is
facilitated by the relatively large capitation
payment of the blended remuneration for-
mula, freedom for a patient to switch family
physicians anytime, and ready availability
of family physicians taking new patients.
It also makes it attractive for family physi-
cians to locate their practice where there
is a need. Access to specialty care is via
the family physician and is immediate if

TABLE 3. Comparison of benefits packages in Canada and the Netherlands in 2024.

Government
Government
pays dental care
pays health R
Country R and physio-
insurance .
until age 18 therapy until
9 age 18
Canada No No
The
Netherlands ves ves

Out-of-

TABLE 4. Comparison of wait times in Canada and the Netherlands in 2024.

Median wait times (weeks)

needed. Table 4 shows the wait times for
specialty care. There are many places to have
tests and investigations done, including
hospitals. All payments are provided by

the patient’s insurer.'

Delivery of primary care

In Canada, primary care is provided by fam-
ily physicians operating private practices
and nurse practitioners salaried by gov-
ernments.®’ Physicians are remunerated
in various forms, mostly fee-for-service, but
often with some form of rostering payment
and/or subsidies. Most provincial and ter-
ritorial payment modalities do not support
multidisciplinary teams. Except in rural
areas, 24/7 in-person primary care cov-
erage is minimal or nonexistent and has
become expected to be made available by
government-operated hospital emergency
departments, as in Britain.” Hospitalists
for inpatient care are recruited from the
family physician pool.

Primary medical care in the Nether-
lands plays a dominant role in both pro-
viding health care and containing costs. It
is provided by family physicians who own
and operate primary care practices com-
posed of multidisciplinary teams of nurses,

Annual Compre- Compre- Compre- Compre- Compre-
. hours . . . . .
in-person . con Dental  hensive hensive hensive hensive hensive
visits per r?mar care hearing eye maternity mental outpatient
patient P y care care care health care  prescriptions
care access
47 No No No No Yes No No
8.6 Yes Basic Yes Yes Yes Yes Yes

Median total wait times for specialty care and imaging procedures’ (weeks)

Country
Family phy:ﬂaan to con.sultlng Consultation Hip or knee Cataract Oncology Ultrasound T MRI PET
specialist consultation to treatment  replacement  treatment  treatment
Canada 15 15 57 35 4.6 5.2 8.1 16 N/A*
The 4 7* 85 7 15 2 <1 <1 <1

Netherlands

*Maximum wait time tolerated by the insurer; ' at nearest location; *information not available.

362 BC MEDICAL JOURNAL VOL.67 NO. 10 | DECEMBER 2025



“practice supporters” (physician assistants
with specialty-training enhancement in
various system disorders, designated by a
specialty-specific notation, -sp), dietitians,
midwives, and psychologists. Family physi-
cian practices average 5.4 practice support-
ers, of which 1.8 are specialized in mental
health.®’ The family physician owner—
operator of the practice is the most respon-
sible physician for all patients attending the
practice, is responsible for all billings, and
pays all expenses, including salaries. Remu-
neration consists of a blend of mostly annu-
al capitation payments to encourage large
panels of patients, with modest visit and
special disorders fees. Family physician—
owners may employ other physicians to
assume the most-responsible-physician
function in their absence. Patients are auto-
matically registered on their first visit and
may change family physicians at any time.
Access to medical care is via family physi-
cians only, except in emergencies such as
motor vehicle accidents, making family
physicians the gatekeepers of the health
care system by controlling access to more
expensive specialty care.”® Appointments
with family physicians average 15 minutes
each and are limited to one disorder per
visit. For special circumstances, an appoint-
ment may be booked for two disorders,
doubling the appointment duration. Family
physicians are required to provide compre-
hensive primary medical care, including
24/7/365 after-hours coverage through
participation on a rotational basis provid-
ing in-person care from a regional primary
care centre.” Patients requiring urgent pri-
mary care outside office hours must call the
general emergency phone number to be
directed to the centre. The average number
of capitated patients per family physician is
slightly more than 2200." Obstetric care is
initiated via a midwife or family physician,
working closely with a consulting specialist
obstetrician/gynecologist and a hospital.
Family physicians no longer provide hos-
pital care but refer patients to consulting
specialists at the hospital of their or their
patient’s choice.

Delivery of specialty care

Specialty care is similarly provided in
Canada and the Netherlands, but there
are some important differences. Except
in rural areas in the Netherlands, fam-
ily physicians no longer provide hospital
care but refer their patients to their con-
sulting specialist or hospital of choice. In
both countries, remuneration may be with
section-specific negotiated fees-for-service,
but in the Netherlands, consulting special-
ists may be employed by a hospital and
receive a salary.”® Unlike in Canada, where
hospitals are owned and operated by the
provincial and territorial governments using
global budgeting, in the Netherlands, they
are owned and operated by not-for-profit
organizations, commonly the local munici-
pality.”® For inpatient services, hospitals and
physicians are paid using diagnostic treat-
ment combinations. Hospitals and insur-
ers are allowed to negotiate prices freely
and contract selectively for approximately
7000 of the 35000 diagnostic treatment
combinations.”"

Inpatient facilities and their operation
differ considerably between the two coun-
tries.®” Canada has 2.6 hospital beds per
1000 population, while the Netherlands
has 3. Average length of stay in hospi-
tal is 7.8 days in Canada but 5.2 days in
the Netherlands. The hospital physician
workforce per 1000 population consists of
0.99 physicians in Canada, but 1.37 in the
Netherlands. Hospitalists recruited from
family physicians are widely employed in
Canadian hospitals to provide inpatient
care. In the Netherlands, inpatient care is
provided by medical graduates training to
become consulting specialists under the
supervision of trained consulting special-
ists. Inpatient 24-hour hospital coverage is
the responsibility of each specialty section.
Unlike in Canada, the use of CT, MRI, and
PET examinations in the Netherlands is
reserved for consulting specialists. There
is little difference in the frequency of use
of CT and MRI exams between the two
countries, but PET exams are more com-
mon in the Netherlands. Medical insur-
ance companies encourage competition

PREMISE

among hospitals and groups of consult-
ing specialists for common elective proce-
dures, including surgeries. Table 4 shows
the much shorter wait times for specialty
consultations and procedures in the Neth-
erlands, including for sophisticated imaging
procedures.’

Conclusions

Canadians are concerned about the lack
of timely access to primary and specialty
care. In the Netherlands, physicians and
patients alike are relatively content with
their highly integrated universal health
care system. From a global perspective,
compared with peer countries with pub-
licly funded health care, the Netherlands
scores very high, much higher than Canada,
while spending just 6% more per capita
[Table 1]. Although Switzerland slightly
outperforms the Netherlands, it does so by
spending 20% more per capita. From the
patient’s perspective, the benefits package
in the Netherlands is markedly superior to
that in Canada [Table 3], as are wait times
for specialized care [Table 4]. The premise
is that Canada’s system of publicly funded
health care is failing because of its top-down
command-and-control delivery model. The
Netherlands’ public contract model, oper-
ated by insurance companies, outperforms
Canada’s in every respect. The breadth of
its superior performance suggests that the
problem in Canada’s performance is the
result of a pervasive defect negatively affect-
ing the system in many ways, making piece-
meal corrections in individual components
ineffective for the system at large. Rather,
there should be an examination of what
has worked elsewhere. Most importantly,
consideration should be given to whether
the command-and-control delivery model
of health care is likely to deliver quality care
to the whole population in the most effi-
cient manner. There are only two rich coun-
tries with modern economies, Canada and
Britain, that continue to use it. Although
Britain can claim inadequate expenditures,
Canada spends as much as its highly suc-
cessful peers. It is high time that the federal

government reviewed its unanimous 1984
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decision of adopting the currently operat-
ing version of publicly funded health care.
At the time, it was not well known that
the disastrous economies of the communist
countries of Eastern Europe and China
used that model to operate their econo-
mies.>*® Once those countries recognized
the problems and introduced market forces,
their economies began to flourish. Unfor-
tunately, Canada and Britain continue to
use the top-down command-and-control
systems, reducing physicians to foot soldiers.
It commands a too-small army to battle
disease, distress, and disorders without suf-
ficient time opportunity, adequate means, or
a morale-building cooperative relationship.

When timely access to medical ser-
vices began to fail and rising costs became
unsustainable, Canada and the Nether-
lands reacted quite differently. Canada
responded with a decrease in physician
remuneration combined with maintaining
a low physician-to-patient ratio and con-
tinued its top-down command-and-control
government-operated model. The Nether-
lands responded with a culture of a common
vision of quality and efficiency, using market
mechanisms to promote entrepreneurship
and competition. By actively engaging phy-
sicians to improve efficiency by responding
to deficiencies and scarcities of essential
needs, they have succeeded in changing the
Netherlands’ health care system from its
unsustainable state at the start of the cen-
tury to a well-performing efficient system,
producing superior benefits. Primary and
specialty care functions are more clearly
defined than in Canada, with the Nether-
lands being an effective gatekeeper. On a
positive note, the sorry situation Canada
finds itself in may be yet another opportu-
nity for nation building by introducing one
uniform comprehensive health care insur-
ance model for all Canadians. B
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