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The Impact of

Single-Payer Health Care

on Physician Income in Canada, 1850—2005

Jacalyn Duffin, MD, PhD

This study traces the average net income of Canadian physicians
over 150 years to determine the impact of medicare. It also
compares medical income in Canada to that in the United States.
Sources include academic studies, government reports, Census
data, taxation statistics, and surveys. The results show that Ca-
nadian doctors enjoyed a windfall in earnings during the early
years of medicare and that, after a period of adjustment, medi-
care enhanced physician income. Except during the windfall
boom, Canadian physicians have earned less than their American
counterparts. Until at least 2005, however, the medical profes-
sion was the top-earning trade in Canada relative to all other
professions. (Am J Public Health. 2011;101:1198-1208.
d0i:10.2105/AJPH.2010.300093)
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AS THE UNITED STATES STRUGGLES WITH HEALTH REFORM,
Canadians observe with a mix of fascination and horror as the lies
about their health care system swirl in the US media. The discussion
was particularly intense in the months leading up to passage of the
Patient Protection and Affordable Care Act on March 23, 2010.1?
Many of these myths have been exposed. Canadians do have free
choice and good access; public administration does not add to cost,
rigidity, or complexity of services, nor does it exclude private-sector
involvement.? The majority of Canadians who receive health care in
the United States did not seek it deliberately; rather, they fell ill while
traveling. Furthermore, their out-of-country costs are covered by the
Canadian system.* Nevertheless, the supposed faults and flaws of the
Canadian system are used in US political arguments about the merits
and demerits of a single-payer system.

Among the persistent myths is one about physician income and free-
doms. Increasingly, US doctors are committed to the concept of coverage
for all citizens.” But some are concerned about what might be at stake
for them personally. Others who oppose the changes worry about their
incomes and their freedom as professionals should the president succeed
with “Canadian-style,” “government-run,” single-payer health care. In
speaking to the media immediately after President Obama’s speech to
the Joint Session of Congress in September 2009, physician—Congress-
man Charles Boustany of Louisiana characterized the proposals as having
the potential to destroy jobs, explode the deficit, ration care, and take away
“the freedom American families cherish.”® Even proponents of health care
reform think that medical income will decline.” Indeed, evidence for better
Canadian health care delivery to marginalized groups has been related to
the lower fees commanded by physician services in that country. This
argument relies on the idea that lower fees mean that relatively fewer tax
dollars go to medical practitioners and more to services for health promo-
tion and disease prevention.® But fees are only tangentially indicative

American Journal of Public Health | July 2011, Vol 101, No. 7



of earnings. For instance, Cana-
dian physicians have lower prac-
tice expenses for a variety of
reasons, including the lesser costs
of billing, administration, and
malpractice coverage. For both
policymakers and historians, reli-
able information on physician net
income (after expenses, before
taxes) in both Canada and the
United States is difficult to find.
Impressionistic evidence docu-
ments disparities in earnings that
typify both nations—disparities
between family doctors and spe-
cialists, women and men, rural
and urban practices. But it is gen-
erally acknowledged that “detailed
and accurate comparative physi-
cian income studies are lacking.”®

This article addresses that infor-
mation gap by tracing the long
view of the average Canadian phy-
sician’s net income—after expenses
and before taxes—in three distinct
periods: before, during, and after
the advent of Canadian medicare.
Sources include the Canada Cen-
sus, government statistics, aca-
demic surveys, and special reports
that were prepared during the
advent of the current Canadian
system. It will show that Canadian
physicians are well paid and that
medicare did not diminish their
earnings. Rather medicare resulted
in an initial, brief windfall of high
earnings, even when compared
with US data. The windfall was
followed by a period of readjust-
ment. Subsequently, Canadian
medicare has maintained physi-
cians as the top-earning profes-
sional group in that country.

A CAPSULE HISTORY OF
MEDICARE IN CANADA

Taxpayer-funded medicare in
Canada did not appear at a single
point in time: it emerged over a
quarter century from 1962, when
physician services were covered
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across Saskatchewan, to 1987,
when the demise of optional “full
billing” in Ontario began. It con-
tinues to evolve in addressing
new technologies and changing
needs. More information about
this history, with images, time-
lines, and links to reports and
legislation can be found at the
government Web site for Health
Canada, the CBC Digital Archives,
and the new Online Exhibition
of the Canadian Museum of
Civilization."

Saskatchewan Came First,
1944-1962

Canadian medicare did not
begin on a fixed date; nor was it a
project of a single political party."
The first experiment began in a
single province with the Saskatche-
wan election of June 1944. As the
Second World War dragged on,
many jurisdictions in Canada had
begun planning for social pro-
grams to avoid another postwar
economic depression. The leader
of Saskatchewan’s left-leaning
Cooperative Commonwealth
Federation party was Tommy C.
Douglas, a Baptist preacher and a
gifted orator. In his youth, Douglas
suffered from severe osteomyelitis;
the gratis services of a kind sur-
geon led to his recovery. Douglas
said that “no boy should have to
depend either for his leg or his life
upon the ability of his parents to
raise enough money to bring a
first-class surgeon to his bedside.

In 1944, Douglas and his team
campaigned on a platform that
promised free access to health
care for all citizens. Their sweep-
ing electoral victory made Douglas
premier of what was frequently
called “the first socialist govern-
ment in North America.” He
immediately ordered a survey
on health care needs, and he
invited Henry E. Sigerist, the
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eminent, Swiss-born physician
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and historian of medicine from
Johns Hopkins University, to chair
the health care reform. Sigerist’s
survey found that Saskatchewan
needed exactly what Douglas had
promised: government-funded
hospital, medical, nursing, and
physiotherapy care; physicians on
salary; more clinical facilities; and
a medical school.”

Hospital coverage was imple-
mented throughout the province
in 1947. A pilot project for medi-
cal care was launched in the town
of Swift Current, and lengthy nego-
tiations began with the provincial
medical profession. Immensely
popular, Douglas went on to win
four straight elections. Eventually
his team made concessions to the
wary physicians, the most signifi-
cant of which was fee-for-service
payment for medical services
rather than the proposed salary.
Legislation for province-wide
medical coverage was finally
passed in 1962. A bitter, three-
week doctors’ strike followed this
new law, but the doctors lost."*
Within a year and despite their
initial opposition, Saskatchewan
doctors were earning more than
they had in the past. One reason
was that all their bills were paid
and paid in full.

The Rest of Canada Came
Next

While Douglas worked toward
medical coverage in the 1940s
and 1950s, public hospital insur-
ance was becoming the norm in
many other provinces. In 1950,
50% of Canadians had some
form of private or nonprofit
insurance for hospital care. A
mere six years later, 99% of the
population in all 10 provinces
enjoyed government plans for
hospital care. The following year,
federal legislation, called the Hos-
pital Insurance and Diagnostic
Services Act (1957)," promised

Duffin | Peer Reviewed | Public Health Then and Now | 1199



| PUBLIC HEALTH THEN AND NOW |

that half the costs of hospital care
would be covered by the federal
government. Since that time,
transfers of funding from the fed-
eral government to the provinces,
where the programs are adminis-
tered, has provided more (or less)
national leverage in health care
policy.

In 1961, a national Royal
Commission on Health Care Ser-
vices was ordered by the Cana-
dian Prime Minister, John
Diefenbaker, the Conservative
leader from Saskatchewan. The
mandate was to survey all health-
service needs, not only hospital
care ones. It was chaired by
Diefenbaker’s law school class-
mate, the Saskatchewan judge,
Emmett Hall. The Commission
toured the country and met with
more than 400 different groups
to gather information. Hall’s
1964 report recommended uni-
versal medicare for the entire
country and adequate remunera-
tion for doctors."® An old-school
Tory, Hall expected citizens to
accept certain responsibilities for
maintaining their health and to
tolerate taxation for such a wor-
thy cause; in exchange, the state
should provide education for
health professionals, as well as
free doctoring and hospital cover-
age for its citizens. Hall was confi-
dent that the physicians and the
elected officials could negotiate
fees without costly third parties.'®

In 1966, the Canadian Medi-
cal Care Act'” was introduced
by the Liberal government of
Lester Pearson and was passed
almost unanimously by parlia-
ment. But health care is a provin-
cial matter, and this legislation
was federal. Once again, large
transfer payments were the car-
rot incentive to induce provincial
buy-in. Physicians were suspi-
cious of the cumbersome system,
and implementation took place
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slowly in the various provinces.
By 1972, all 10 provinces had
enacted plans for both hospital
and medical services. Revisions
to the plans were made in 1977,
and Hall conducted another
national review in 1980.

The 1984 Canada Health
Act'® clarified general principles
and specified terms of federal
transfers. Physicians were paid—
sometimes wholly, sometimes
in part—from the public purse
depending on their location. In
Ontario for example, the prov-
ince would cover 80% of the
negotiated fee, and physicians
were entitled to bill patients pri-
vately for the remaining 20%.
Three years later, to remain
eligible for the federal transfer
payments, Ontario required elim-
ination of “full billing,” which the
media had successfully labeled
“extra billing.” Only a minority
of physicians used this symbolic
remnant of discretionary fees,
but most of the province’s doc-

tors went on strike over the issue.

Again, the doctors lost, and some
scholars suggest that public reac-
tion to this strike cost the profes-
sion credibility and respect.”’

In times of economic stress
during the 1990s, federal trans-
fer payments dwindled. Wealth-
ier provinces, such as Alberta,
took this change as a cue to
allow more private services.*’
Nevertheless, most jurisdictions
had already implemented the
medicare plans.

Medicare in the Recent Past
Canadians may complain

about wait times, but health care
is the country’s most popular
social program. Every major
political party was involved in its
implementation, and a publicly
funded health care provision
continues to be endorsed by
every political party in every

province. Proposing to abolish, or
even alter it, is a form of political
suicide. Recent reviews recom-
mend changes within the system,
rather than dismantling it.*!

Notwithstanding the enthusi-
asm of their patients, Canadian
doctors have not been univer-
sally vocal in their support of
medicare; some continue to
believe that their incomes would
be higher with private practice.
Many physicians claim that larger
slices of the health care pie go to
hospitals or to purchasing drugs
rather than to medical services.
In 2005, a successful Supreme
Court challenge, launched by
orthopedic surgeon Jacques
Chaoulli and his patient, threat-
ened the status quo by asserting
that patient rights were infringed
by wait times.”* The Canadian
Medical Association (CMA)
endorses medicare in principle;
however, recent CMA presidents,
Brian Day (2007-2008) and
Robert Ouellet (2008-2009),
both advocated more private
practice. In 2006, Canadian Doc-
tors for Medicare emerged in
response to these trends and now
boasts nearly 2000 members.

One issue that gets lost in
these cross-currents is that the
actual amounts of physician net
earnings are unknown to the
general public. Since the 1990s,
information on gross earnings (or
billings) and on numbers of phy-
sicians is accessible from several
sources, including the Canadian
Institute for Health Information
and annual provincial reports,
such as British Columbia’s “Blue
Book.”*® But these reports do not
provide the expenses of practice,
often between 40% and 60% of
gross income; nor do they detail
allowable deductions. As a result,
they inflate indications of individ-
ual doctors’ earnings and may
also minimize benefits.
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CANADIAN MEDICAL
INCOME

For this article on the history
of physician income, the three
periods under study were (1)
before medicare, up to 1962; (2)
during the advent of medicare,
roughly 1962 to 1987; and (3)
following the nationwide imple-
mentation of medicare, from
1987 forward.

Before Medicare

No official reports track Cana-
dian medical income before 1900,
but examples from surviving
account books offer information
about individual practitioners.**
By contrast, reliable statistics on
wages of ordinary citizens are
available. For example, from
1850 until 1880, the average
wage of a laborer was roughly
$300 a year with a range of
$167 to about $400 (Canadian
dollars of the time).>® Compared
with ordinary workers, 19th-
century doctors appear to have
been well off (Figure A, avail-
able as a supplement to the
online version of this article at
http://www.ajph.org). Neverthe-
less, their assets were smaller
than those of lawyers, and true
wealth came from sources other
than clinical practice. Studies of
medical income in 19th-century
United States suggest a similarly
wide range and diversity in
earnings.”®

Between 1900 and 1930,
most Canadian doctors enjoyed a
“comfortable but not affluent
income” that rose from
Can$2000 to Can$6600.%7
According to the Canada Census
between 1931 and 1961, physi-
cians admitted to generous
incomes rising from Can$3095
to Can$6575 and ranging
between two and three times
national averages.”® During this
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period, top earners were lawyers
in 1931 and 1941; doctors in
1951; and chemical engineers in
1961. The Census relies on self-
reporting. Compared with gov-
ernment taxation sources, it
seems that doctors (and others)
underestimated their earnings by
15% to 60%. Consequently, the
ratio of medical income to that of
average earners is probably a
more reliable indicator than the
actual amounts. Before medicare,
according to the Census, medical
income was above average, but it
was declining from three and a
half to two times that of all Cana-
dians by 1961 (Figure 1).

The Advent of Medical Care,
1962-1987

The best source on net medi-
cal income through this period
is the annual Taxation Statistics
of the federal Department of
Revenue, the so-called “green

books.”*® The amounts were
taken from income tax returns.
They were always greater than
those reported in the Census for
the professions and for average
earners. From 1946, physician
income was specified in Taxation
Statistics under “professions,” with
law, dentistry, engineering, and
architecture. Figure 1 shows that,
according to taxation data, medi-
cal earnings rose steadily through
the advent of medicare.

More information on doctors’
earnings was made available dur-
ing the Hall Commission survey.
The federal Department of Health
and Welfare reported physician
income in a special “Health Care
Series” with yellow covers.*
These reports collected data back
to 1957 and then tracked rising
public expenditure on physician
services that marked the shift
from private to public payment
forward to 1972. Attention was

reference 56.

Source. Canada Census, 1931-2006, Taxation Statistics (Ottawa, Ontario: Revenue Canada, 1948-1995).
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FIGURE 1—-Net income of Canadian physicians and average citizens from two sources (Canada Census and
Taxation Statistics), with gross domestic product (GDP) per capita, 1930-2005.




given to gender, location, and
specialty, and comparisons were
made with other professionals
and ordinary workers. These
“green” and “yellow” books show
that medicare enhanced physician
earnings at the outset—for exam-
ple, Saskatchewan doctors saw an
abrupt rise in income in the year
following their 1962 strike, when
the new medicare system ensured
that all their bills were paid in full.

Three contradictory reasons
were said to have prompted pub-
lication of the “yellow books.”
First, the reports would allay
medical fears and ensure that the
profession was not being short-
changed. Second, the books dem-
onstrated the greater income
from group practice, a method
promoted by Hall. Third, physi-
cians suspected that the govern-
ment chose to publish the books
in order to manipulate public
opinion by featuring their wealth.

The media loved the “yellow
books” and “green books,” but
doctors resented them. D.A.
Geekie, communications director
of the CMA, opined that they
were “malicious,” seeking to
“compare sheeps to goats if not
alligators”; the “only reason for
publishing such data,” he wrote,
“Is to exaggerate the gap between
the average Canadian and the
high earning physicians.”*' They
were “Inaccurate,” “inappropri-
ate,” and morally “wrong.”**

To express these concerns in
1972, the Canadian Medical Asso-
ciation Journal constructed a medi-
cal metaphor. “Every fall,” it
complained, “there is a short
epidemic of newspaper articles . . .
about physicians’ earnings. . . .
The causative organism . . . [is] the
publication of two separate but
related government reports”: the
“green books” and “yellow books.”
“We receive a number of missiles
asking why we don'’t put a stop to
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such reporting or provide an
explanation to put the profession
in a more favourable light.”**

The following year, medical
frustration and suspicion promp-
ted Geekie to construct an imagi-
nary interview with the hypo-
thetical “Dr Joe Average Canuck”
and his wife, Ethel, who earns
“no income but spends well . . .
almost lavishly.” “([NJo male
chauvinism intended for the
12% of the profession that is
female),” wrote Geekie, but Joe
“Is a pretty nice guy. He works
hard, is conscientious, and serves
good Scotch.” Yet, Joe laments, “I
am not nearly as well off as most
people believe.” The fictitious
interviewer “suggested there had
to be a limit to what Canada
could pay physicians.” Then the
phone rang, and Doc Canuck
rushed off to an emergency,
although he was not on call.**

Sympathy for the doctors’
plight can be found in the graph
of percentage change in net earn-
ings through this same period
(Figure B, available as a supple-
ment to the online version of this
article at http://www.ajph.org).
With periodic controls set on
their fees and no protection from
inflation of expenses, a yo-yo
effect of chaotic swings for the
percentage of change of physi-
cian earnings contrasts starkly
with the slow steady rise for
average Canadians exemplified
by employees and laborers. The
supposedly reassuring numbers
were alarming. Physician resent-
ment over the “yellow books”
ended with the books’ demise in
1973. This quiet execution coin-
cided with the first year since
1957 that the percentage of
change of medical income actu-
ally fell below that of average
Canadians. For once, the govern-
ment may also have found the
report embarrassing.
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Notwithstanding the marked
drop in the percentage of change
of earnings for 1972, medical
income had peaked at an all-time
high in the preceding year (Fig-
ure 1). Henceforth, analysts
would refer to this rise as the
“windfall” of early medicare,
which ended after the 1971—
1972 peak year.*® In his annual
rant of 1975, Geekie described
a dramatic reversal in “pecking
order of the various professional
groups,” referring to yet another
decline in the percentage of
change of medical earnings,
although actual income amounts
continued to rise.*® This “period
of adjustment” set the stage for a
future climate of mistrust.*’

The 1970s was a decade of
tension. Physicians continued to
be the top earners, but their net
incomes rose at a rate that was
less than in the recent past, less
than inflation, and less than those
of other professions.*® The result
was a steady decline in medical
income relative to average earn-
ers over a decade until about
1981, although earnings never
dipped as low as they had been
before medicare (Figure 1). To
control costs, some policy ana-
lysts recommended closing immi-
gration to foreign graduates and
ending the fee-for-service system
in favor of salaries.®® Many
anxious reports and editorials
appeared; doctors threatened to
move to the United States. Medi-
care was said to have taken a
toll on physician morale, profes-
sional satisfaction, and financial
status.*” Some surveys aired in
American media to emphasize

”

the “dissatisfaction,” “bitterness,”
and thoughts of leaving among
Canadian doctors victimized by
government interference.*!

By 1980, an economist recom-
mended what Hall had opposed:

that fee schedules be reviewed

regularly by a third party.** This
plan was never implemented. Fees
are still negotiated by professional
associations and governments
without third-party mediators.

Notwithstanding the temporar-
ily reduced rate of change in
their earnings, physicians con-
stituted the top-earning profes-
sion in Canada every year from
1958 forward and into the
present. Their average net
income increased at a rate that
consistently outstripped that of
all citizens: 1200% versus 676%
over 4 decades. The ratio of phy-
sician income to that of all Cana-
dians was higher than before
medicare, ranging between three
and five-and-a-half times with an
overall upward trend. Sometimes
the percentage of increase was
less than that of other pro-
fessions, but actual earnings
remained greater. The gap
between physicians and the next-
highest income group peaked
in the early 1970s “windfall”
moment, readjusted in the mid-
1970s, and then steadily wid-
ened again in favor of physicians.
The relative drop during the
decade of 1971 to 1981 exempli-
fies the profession—government
tension in that time of anti-infla-
tion measures and fixed fees—
tensions that pervaded the media
and the popular, uncontrolled
surveys cited previously.

The “green book” figures were
slightly higher than were those in
the “yellow books” because Taxa-
tion Statistics included income
sources other than practice, such
as securities and real estate; in
some years, salaried doctors
were excluded. Doctors argued
that the “green books” gave a
falsely high impression of their
earnings and blurred distinctions
between general practitioners
versus specialists, rural versus
urban, male versus female, and
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salaried versus private. After
1992, Taxation Statistics informa-
tion on medical earnings dried
up, owing to revisions in income
tax law that relieved taxpayers

of the obligation to specify their
occupations.

Late 1980s to 2005

For the most recent decades,
the best source on net medical
income remains the Canada Cen-
sus.*® Once again, the data are
self-reported and probably under-
estimated. Turning from the more
reliable Taxation Statistics to sole
reliance on the Census source gen-
erates an apparent, abrupt drop in
medical income between 1992
and 1995 (Figure 1). According to
the Census, however, the trend in
income continued upward with no
drop, seemingly at the same rate
as before 1992. Therefore, the
“drop” between 1992 and 1995
may be an artifact of the Census
source and the underreporting
that characterizes it for all citizens.

From 1992 to 1995, the Medi-
cal Post reinstigated its satisfac-
tion surveys, and the CMA
conducted a similar study in
1997.** But these polls provided
no details on income because
such questions were not asked.

COMPARISON WITH US
PHYSICIANS

Finding reliable historical
information about medical earn-
ings in the United States is even
more difficult than it is for Can-
ada. Like their northern col-
leagues, US physicians have not
been forthcoming about their
earnings, except when it comes
to protesting inflated estimates.
As early as 1897, an American
doctor suggested that rich doc-
tors were charlatans.*® In 1911,
a remark that medics earned
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Source. For Canadian physician income, see Canada Census, 1931-2006 and Taxation Statistics (Ottawa, Ontario: Revenue Canada, 1948-1995).
2428 For US physician income, see references 48-54.
*Extrapolation of Canadian physician income based on Taxation Statistics.

FIGURE 2—Physician income in Canada and the United States, 1920-2005.

“princely sums” drew a sharp
rebuke.*® In 1989, a physician
wondered about the uncaring
message of ostentation sent by
the luxury cars belonging to his
colleagues.*” Most articles on
physician earnings in the Ameri-
can peer-reviewed literature
address concerns about income
of particular medical groups
identified by specialty, location,
or other characteristics, such as
radiologists, neurologists, sur-
geons, women, and academics.
Without a single-payer system,
Americans must rely on volun-
teer surveys conducted by the
profession, scholars, government,
or the media. But surveys are vul-
nerable to the criticisms of defini-
tion, response rate, honesty, and
variable motivation: those with
perceived complaints respond
more reliably. And, just as in
Canada, disparities emerge
involving gender, race, location,
and specialty, and between
reported versus actual income.
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American sources for this
research included a survey on
physician income undertaken by
the Committee of Costs on Medi-
cal Care just before the stock
market crash of 1929,*® a gov-
ernment study from 1945 to
1966, and sporadic surveys
conducted by academics,*® by the
journal Medical Economics from
1948 to 2003,”" and by the
American Medical Association in
1928,°% 1949 to 1950, and
from 1988 to 2003°* (Figure C,
available as a supplement to the
online version of the article at
http://www.ajph.org). Median
incomes, if given, were lower
than average incomes, but not all
surveys provided both figures.
The data points shown in the
supplemental figure were consoli-
dated. If two different incomes
were reported when these sur-
veys occasionally coincided, an
average was taken. Converting
Canadian medical incomes (as
shown in Figure 1) to historical

equivalent US dollars and con-
verting both American and Cana-
dian figures to 2005 US dollars
allows comparison of medical
earnings in the two countries
across 8 decades (Figure 2).%8

Figure 2 shows that US physi-
cians have almost always earned
more than Canadian physicians.
The gap closed at the advent of
medicare during the 1960s and
early 1970s, when Canadian doc-
tor income soared to equal and
even exceed that of American
doctors. Then the gap widened
again; however, the mid-1990s
disparity may be apparent, owing
to the Canada Census source for
the years after 1992. The latest
figures suggest a renewed trend
to narrow the gap with a relative
decline in US physician earnings
while the Canadian equivalent
continues to rise.

But these differences in
income may be common to all
Canadian and US earners, not
only physicians. The historical
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FIGURE 3—Ratio of Canadian gross domestic product (GDP) per capita to US GDP per capita and ratio of
Canadian physician income to US physician income, 1945-2005.
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FIGURE 4—Ratio of Canadian physician income to Canadian gross domestic product (GDP) per capita and
ratio of US physician income to US GDP per capita, 1945-2005.
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gross domestic product (GDP) per
capita in each country reflects
average earnings of all citizens.
Canadian GDP per capita is close
to the income of the average
worker (Figure 1). It has never
equaled that of the United States,
ranging from a high of 91.4% in
1904 to a low of 60.3% in 1934
with other peaks in the late
1960s and early 1970s.%°

Through time, the ratio of
Canadian to US physician earn-
ings, as shown in Figure 2, has
ranged from 0.4 to 1.1. Figure 3
compares this ratio of physician
income in the two countries to
the ratio of the GDP per capita
between the two countries for
the same period. It appears that,
in the early years of medicare—
roughly 1962 to 1970—Cana-
dian doctors fared at least as well
or better than their country as a
whole relative to the United
States. Then, as medicare
became established, Canadian
physicians fared less well. Once
again, however, the wider gap
after the mid-1990s could be
attributable to the Census source
that suggests a falsely lower med-
ical income.

However, it is perhaps more
meaningful to compare physician
incomes to the GDP per capita
within each country—i.e., Cana-
dian physicians to Canadian citi-
zens, and US physicians to US
citizens—something the Canadian
government had been trying to do
with “yellow books” of the 1960s
and early 1970s (Figure 4).

Figure 4 shows that the ratio
of physician earnings to the GDP
per capita in their own countries
has been high, ranging from
roughly 3 to 10 times. Surpris-
ingly, the greatest ratio was
Canadian, not American, from
roughly 1962 to 1972, when
physician earnings reached 10
times the GDP per capita of that
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nation during the “windfall”
years of early medicare. Indeed,
Canadian physicians also seem to
have experienced the lowest ratios
in the 1980s and mid-1990s.
Since then, the Canadian ratio

has been increasing, although it
remains smaller than its American
equivalent. But, again, Canadian
values from the mid-1990s may
be falsely low owing to the use
of the Census source in the
absence of disaggregated tax
data.

Overall, Figure 4 shows that
the US ratio has usually been
higher than the Canadian ratio,
and its range narrower, from just
above five to just over eight times
the GDP per capita in that coun-
try; the trend may be declining
since the mid-1990s. In 2005,
US doctors earned about five-and-
a-half times the US GDP per cap-
ita; Canadian doctors earned
about four times their country’s
GDP per capita. These estimates
are backed by a recent interna-
tional study of physician supply.>”

SUMMARY

To summarize these results,
Canadian doctors were always
well paid. Before 1900, they
were comfortable, but they drew
on many income sources and
carried large debts. The advent
of medicare resulted in a tempo-
rary boom that raised expecta-
tions and provoked a funding
crisis. Following the 1971-1972
peak in medical earnings, con-
trols—on fees, wages, and prices—
set the thermostat for reactions
between the profession and gov-
ernment. Annual percentage
changes in medical income were
sometimes negative or less than
inflation for several years. This
situation fostered insecurity and
a lingering physician mistrust of
government. However, the years
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after 1981 saw a steady rise in
medical income. Data for physi-
cian income after 1992 may be
falsely low owing to the Census
source. Changes promised to the
Canada Census in 2010 imply
that its accuracy could decline
further in the future, and infor-
mation on health and income
data will be even more difficult
to obtain.’® Nevertheless, the
trends revealed in this research
are reliable. Over nearly 60
years, into the 21st century, phy-
sician income grew at a rate of
increase that outpaced that of
other Canadians. Since 1958
through the advent of medicare,
until at least 1992 and probably
into the present, physicians, as a
professional category, were the
top earners in the country.

Compared with the best figures
available for US physicians, Cana-
dian doctors have almost always
earned less. However a compari-
son of medical earnings to the
GDP per capita in each country
shows that Canadian physicians
earned proportionately most in
the early years of medicare, peak-
ing around 1972 when amounts
equaled and briefly exceeded US
medical income. Their earnings
then returned to three or four
times that of the GDP per capita,
a level that is nonetheless greater
than it had been before medicare,
and that is still rising. An analogy
can be found here with the appar-
ent boom in US medical income
associated with the advent of US
Medicare in 1966.%°

The observation that Canadian
physicians are paid less than
their American counterparts
invites us to ask, what do Canadi-
ans “get” in exchange for paying
their physicians less than their
American counterparts? A 1990
study showed that, although per
capita expenditures on health in
the United States were higher
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than those in Canada, the actual
number of services was fewer.®’
In other words, Canadian citizens
were getting more and spending
less. Perhaps the corollary of this
observation is that Canadian doc-
tors suffer because they work
more for less. Other comparisons
suggest that the high costs of
American care are not owing to
the admittedly higher physician
fees and income, but rather to
the much greater costs of admin-
istration generated by the private
insurance industry.®'

In Canada, proportionately
more resources are devoted to
public health and to providing
free access to all citizens through
a system that costs less than its
American counterpart and is
associated with longer lifespan
and lower infant mortality. In
other words, better health indica-
tors and greater accessibility are
correlated with the lower physi-
cian income.

Is it possible that high physi-
cian income could be correlated
with lower health outcomes? The
health indicators of Cuba, for one
extreme example, are among the
best in the world for a develop-
ing nation; yet, physicians in that
country—the vast majority of
whom are in general practice—
are known to exist on derisory
salaries amounting to less than
US$600 a year.%* Anthropologi-
cal researchers characterize the
health of the country as a “gift,”
provided by the collective, includ-
ing its doctors.®?

Using the gift analogy then,
Canada’s doctors, who often
pay lip service to “advocacy,”
“accountability,” and “teamwork,”
can be seen to make an invest-
ment in public health stemming
from their lower earnings relative
to American doctors. But we have
no idea what the contribution has
been costing them in recent

years—if anything—because we
cannot obtain the figures.

No one is proposing to cut
physician incomes to the insignif-
icant amounts of Cuba. Yet how
much money do doctors really
need? A few scholars have used
a variety of economic theories to
analyze physician income. By
whatever model they chose to
define the task, the amounts paid
in Canada and the United States
were said to be too great.’* In
other words, whether or not it
correlates with lower health indi-
cators, high medical income
could be a moral problem.

OBSERVATIONS AND
RECOMMENDATIONS

From this research, we observe
that even when the readjustments
resulting from various policy and
payment alterations are taken
into account, Canadian medicare
did not lead to a loss in physician
income. Rather, physician in-
comes grew more quickly than
those of other Canadians and are
considerably greater. In short, the
medical-income argument against
moving toward a Canadian-style
system is feeble. The only way to
revive it would be to find differ-
ent and more reliable data.

Therefore, a recommendation
arising from this work is to make
more data on physician income
available. The information for this
research was not easily gathered;
better figures may reside in
sources currently inaccessible to
the average practitioner or histo-
rian. Distinctions between special-
ties, race, gender, and geographic
location would emerge.

This information problem
raises several questions relevant
to both countries. Why should
medical income be secret? Are
physicians embarrassed by their
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wealth? Someone has to be the
top earner. What is wrong with
that person being a doctor
instead of a hockey player? Even
more puzzling—if not ironic—is
the effect of Canadian legislation,
such as the Ontario Public Sector
Salary Disclosure Act (1996),
which ensures that the actual
names and actual incomes of
citizens paid more than
Can$100 000 from the public
purse are published every year in
the so-called “sunshine lists” at
government Web sites and in
leading newspapers.®® This move
to greater accountability makes
an annual spectacle of the wages
of teachers, professors, police
officers, hospital administrators,
and government employees—any-
one paid by tax dollars. Journal-
ists and voyeuristic citizens use
the lists to scrutinize individual
and collective use of resources.®®
But doctors’ names do not appear
in these famous lists unless they
enjoy public-sector salaries, such
as stipends for academic or hospi-
tal administration. Yet, they are
paid by the taxpayer whether
their earnings derive from salaries
or from fee billings; transparency
and accountability dictate that
taxpayers have a right to know
how all their money is spent.
Therefore, physicians should
join citizens in encouraging the
revival of those annual “green”
and “yellow” reports, or their
equivalents. Doctors might be
pleasantly surprised to discover
that patients believe that they are
entitled to high incomes because
of their many years of expensive
study, heavy responsibilities, and
long hours of work. In turn, citi-
zens might have reason to take
pride in remunerating hardwork-
ing physicians at a level that is
decent without being obscene.
The universal, single-payer
system has been good not only
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for Canadians but also for their
doctors. At least, it has done no
harm. O
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