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Optimal Health Care System

Re: Akaho E, Coffin G, Kusano T, et al. A
proposed optimal health care system based
on a comparative study conducted between
Canada and Japan. Can ] Public Health
1998;89(5):301-7.

The article by Akaho et al. provides an
interesting descriptive comparison. It is
one of the first such articles I have come
across. It is succinct, and it offers several
insightful comments on health care struc-
tures in Japan and Canada. For this, I
commend the authors. The points I raise
in this letter are offered in the spirit of dia-
logue and clarification. My principal con-
cern is that several of its claims and some
of its conclusions on an “optimal health
care system” (Table IV) are unsupported
by the text.

For one, comparing health care spending
as a % of GDP, which the authors claim
indicates Japan has been more successful at
cost containment, is misleading since the
GDPs of the two countries are so different.
(The larger the GDP, the lower the health
care %, regardless of how effective or effi-
cient that system might be.) The per capita
costs in US dollars, which the authors also
provide, are a more accurate comparative
measure. This comparison still shows
Japan with lower per capita expenditures.
However, unless we are provided more
information on comparative costs of physi-
cian and hospital services and pharmaceu-
ticals, we cannot know why the per capita
costs are lower. This comparison alone
does not provide sufficient data on which
to conclude, as the authors do, that these
lower costs are due principally to Japan’s
co-payment (user fee) scheme.

Evidence is cited that hospital and physi-
cian visits have gone down since the
Japanese co-payment scheme was intro-
duced, but the amount of the decrease is
not provided. Moreover, in the absence of
detailed studies of characteristics of persons
and complaints no longer being seen by
physicians and hospitals, we cannot know
if this decline is at the expense of the poor.
How able are they to afford Japan’s co-

payment scheme of between 10% to 30%
of physician and hospital services? The
authors reference studies to defend that co-
payments are unlikely to deter people from
seeking services in “more serious cases.”
These studies, however, appear to be
American and may not necessarily apply to
the cultural or organizational contexts of
the two systems actually being compared
by the authors (Japan’s and Canada’s). The
authors also acknowledge that the
American studies still show a “constraining
effect on...semi-serious illness.” To my
mind, this cries out for a further equity
analysis of co-payments within, at least,
Japan: What semi-serious illnesses are not
being attended to, in what population
group (i.e., lower income persons?), and
with what short- or long-term conse-
quences? I would be more cautious than
the authors in concluding that co-
payments help constrain only unnecessary
health care costs.

Several other conclusions of their “pro-
posed system” are also moot. The claim
that a private delivery system of hospital
services is an effective way to reduce health
care costs is based on one citation. There
is no actual discussion in the paper of how
or why a private delivery system plays this
cost reduction role, nor any comparative
analysis of it for the two countries in ques-
tion. Nor is there any discussion of
whether this reduces “unnecessary” costs,
or just overall costs with no discrimination
of whether they are good or bad. The
authors” conclusion, then, may or may not
be valid, but it is impossible for the reader
to judge which is the case on the basis of
the evidence cited in the article itself. The
same applies to the discussion of better-
controlled computer records of individual
service use and treatment, something with
which I happen to agree. But where is the
evidence, comparison and discussion that
leads to this conclusion? Finally, one of
their recommendations, that physicians
counsel patients on lifestyles, seems to be
contradicted by another, that physicians
should be limited to “true medical works.”

Of course, the authors could be inferring
that education constitutes a true medical
work, but once again, the article doesn’t
discuss this issue or offer any comparative
analysis.

In summary, the article offers an inter-
esting descriptive comparison of Japanese
and Canadian health care funding
schemes. It forms a nice base upon which
to build an analytical comparison, but, at
least as presented, begs more questions
than it answers. My concern particularly is
that much of what the authors conclude to
be “a proposed optimal health care system”
needs to be considered with caution by
readers, until such an analytical compari-
son is forthcoming.

Ronald Labonte, PhD
Communitas Consulting

29 Jorene Drive

Kingston, Ontario K7M 3X5
E-mail:

rlabonte@limestone. kosone.com

Authors’ reply:

Ronald Labonte’s comments were wel-
comed, especially since they have helped us
realize one of our primary objectives,
namely, to develop dialogue on how best
to enhance health for Canadians. We hope
that our responses to Dr. Labonte’s com-
ments will further this process.

While we recognize that it is difficult to
make comparisons of the amount of
resources countries allocate to health care,
we have had to rely on reasonably well-
accepted measures (% of GDP, per capita
health care costs in US dollars) developed
by international bodies such as the OECD.
They are not perfect but they are consid-
ered acceptable points of comparison.

In addition to suggesting that lower
health care costs may be due principally to
Japan’s co-payment system, we also
implied that other factors likely are
involved as well. Perhaps we could have
been more explicit.

...continues on page 71
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Letters... continued from page 65

With respect to the deterrent effect of co-payments, it appears
that the literature provides mixed opinions. Indeed, there are stud-
ies that indicate that such user fees not only deter unnecessary care,
but also that which is necessary. There are also studies, as we
noted, which suggest that such fees are not significant deterrents to
necessary care.

Regarding the suggestion for private delivery of hospital services,
we were attempting to raise for discussion the points raised by
Deber! as ways to potentially reduce the costs of providing such
services. Again, we have no firm answers but only serious ques-
tions.

Finally, we agree that lifestyle counselling should not be the
strict purview of physicians. As we noted in Table IV, No.7, a
number of different and appropriate health professionals can “pro-
vide patient education guidelines regarding the appropriate control

of the disease, and provide health professionals guidelines to ensure
cost-effective and high quality medical services.”

In conclusion, we are encouraged by the response and discussion
that our article generated. We all share the same fundamental goal:
to improve health care for our countries’ citizens.

Eiichi Akaho,’ Garth Coffin,®> Takanori Kusano,®> Linda Locke,” and
Takashi Okamoto®
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prevention and control guidelines, are built into the system.

graphs and pie charts), according to your needs.

Health Santé
Canada Canada
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Disease Survaelllance On-Line

Where is good health information when you need it? Closer than you think. Through a new web-based
tool, Disease Surveillance On-Line, the Laboratory Centre for Disease Control, Health Canada, offers you
access to data on cancer, cardiovascular disease and the notifiable diseases (those infectious diseases that
require mandatory reporting) over a range of years, customized to your specific needs. Choose from disease
types, geographic area, time period or age group; specify the presentation mode — tables, maps or graphs/
charts; then, click on the appropriate button and watch the screen. Links to related documents, such as disease

The cancer section provides incidence data on 40 common cancer sites for Canada and the provinces/
territories through predefined graphs or custom designed charts. Mortality and hospital separation data are
available in the cardiovascular diseases section, according to disease category: stroke/cerebrovascular disease,
acute myocardial infarction, aortic aneurysm, ischemic heart disease or congestive heart failure. The notifiable
diseases section displays rates or numbers of cases of disease in the form of tables, maps or charts (graphs, bar

Try this new tool by visiting LCDC" s web site at
http://www.hc-sc.gc.ca/hpb/lcdc/webmap/
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