
Over and above

This is the season of licensed excess, of endless
parties, of cash-register orchestras chiming
the Allelujah Chorus. In the health care sys-
tems of the world’s richest nations, Christmas
comes year round. An appealing notion, at

first glance: the world would surely be a better place if
good will and largesse were permanent contagions. But
alongside these beneficent virtues looms the 3-headed Hy-
dra of comparison, envy and ever-increasing expectations.
It is an old lament that the festive season has become less a
celebration of love and humility and more a homage to re-
tail sales. Has the gift of medicare, designed to express
civic solidarity and compassion, likewise mutated into a
profane caricature of its founding ethos? Can we have too
much of a good thing?

There is abundant evidence that medicare has become
the perpetual season of conspicuous consumption. Total
health care spending in Canada has reached $4000 per
capita per year. Beyond about $600 to $800 per capita,
there is no correlation between a nation’s life expectancy
— a good proxy for health status — and spending.1 Use of
diagnostic imaging has skyrocketed, even though we lack
systematic evidence of impact on health outcomes or cost-
effectiveness compared with other technologies.2 Health
care has become decoupled from its central purpose of im-
proving health status. There are now 2 competing con-
cepts: health care as a public good, and health care as a
market commodity. As with Christmas, marketization has
gained the upper hand.

Health care at its best is about science, hope and com-
passion. Providers want to help their patients, and patients
want to be helped. Hence we tolerate and even encourage
doing more in the face of long odds and admire those who
tilt at nature’s windmills. But we learn distressingly little
from the many optimistic, aggressive and costly forays that
fail to do good, or even cause harm. A mighty coalition of
doctors, industry (and advice columnists) have touted PSA
screening as a life-saver, and thousands of men have sub-
jected themselves to a surgically induced plague of impo-
tence and incontinence, unaware that the state of medicine
cannot distinguish between lethal and nonlethal variants of
the cancer.3 Elderly Americans living in Miami consume
twice as much publicly funded health care as those living in
Minneapolis, with no difference in baseline health status,
outcomes or satisfaction, but nothing seems to change
when these and similarly perplexing results are published.4

Entrepreneurs hawk whole-body “preventive” scans as the
latest prestige once-over,5 despite the risks of invasions oc-

casioned less by demonstrable pathology than by a surfeit
of uninterpretable patches on an image.

Many excesses are merely the product of bad luck that
thwarts the well-intentioned. Many others are spawned by
deceit and greed, assisted by unvigilant providers, ill-
informed patients and relentlessly effective marketing. The
tale of the COX-2 inhibitors is a current and sobering ex-
ample. Vioxx and its sister drugs were never found to be
more clinically effective than the older standbys;6 their
therapeutic claim was a decrease in gastrointestinal side ef-
fects. Vioxx became a US$2.5 billion annual sales windfall
for Merck before the company withdrew the drug in Octo-
ber 2004. The company has already been hit with a number
of class-action lawsuits alleging that it knowingly withheld
evidence that the drug may cause heart attacks.6 If this is
true, Merck is by no means unique; industry is wont (some
would argue obligated) to behave in such ways when con-
fronted with a choice between sales and the public interest.

Health care follows a unique business model: never
treat cheaply what you can treat expensively, especially
where public or third-party insurance will pony up the
cash. Everyone is getting in on the game. You can even
buy a patient advocacy group to lobby for your product.7,8

And scientists are at times startlingly complicit. For exam-
ple, a study that showed aspirin to be just as effective as
warfarin in reducing the risk of recurrent ischemic stroke,
death or major hemorrhage concluded that either was a
reasonable therapeutic alternative.9 On this logic, it is as
reasonable to have your morning newspaper delivered by
FedEx as by the teenager down the block. Canadian re-
searchers have chronicled the factors that account for
steep increases in drug spending that appear incommensu-
rate with the added therapeutic value delivered.10 These
and countless other examples of waste and harmful prac-
tice betray a weakness for anything new and a default posi-
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tion that more is better. Even Barnum would shake his
head in wonder.

Perhaps none of this would matter if everyone agreed to
pool the costs and pick up the tab for universal excess. But
everyone does not agree. The anti-tax lobby declares the
waste as yet another example of the fatal weakness of the
public sector. Scolding think-tanks extrapolate 5-year trend-
lines into 40-year projections and declare the system to be
terrifyingly unsustainable.11 Citizens still seem willing to
have governments fork out more of their money for health
care, despite the lack of evidence that the now 7-year-old
experiment with super-sizing the Canadian health care bud-
get has durably solved any problem whatsoever. But they
are beginning to connect the dots between massive health
care spending and their kids’ rising tuition fees and the un-
fixed potholes that put their cars in the repair shop.

Nor would it matter so much if Canadians had uniformly
excellent health status. But we do not. The disparities are
large and persistent.12 If we spend more and more on health
care, insist on balanced government budgets and resist
higher taxes, the first casualty will be investments that just
might, over time, integrate marginalized, hope-deprived
people into the mainstream economic and civic world — an
achievement that, unlike health care at the margins, actually
produces better health. Viewed from this perspective, health
care spending may actually now be one of the causes of poor
health. It is a virtual certainty that evidence-based reduc-
tions in health care spending combined with evidence-based
investments in other areas of social spending would, over
time, produce superior health status returns compared with
the status quo.

Can we afford a perpetual Christmas in health care? Per-
haps we can: we are a rich nation, and about 10% of us —
not just the doctors and nurses, but administrators, device
manufacturers, academics and consultants like me — owe
our increasingly prosperous livelihoods to the extended fes-
tive season. The question is whether we should. The answer
to that should be obvious. If we continue on this unreflec-
tive course, with the public, providers and government all
partners in the race to more without evidence of positive im-
pact (or in the face of evidence of neutral or negative im-
pact), we will have created a false economy. In the wake of
corporate scandals and in response to long-overdue height-
ened vigilance about public spending, we will put in place a
Potemkin village of accountability to create the appearance
of prudence. But unless we are prepared to confront some
hard truths about the growing disconnect between health

and health care, we may simply be creating a system that
knows the price of everything and the value of nothing. 

Common sense also tells us that Christmas isn’t Christ-
mas if it comes every day. Gifts are no longer special. Vol-
untary acts of generosity become obligations. In a futile
effort to recapture the magic, all are caught up in the pursuit
to outdo last year’s pyrotechnics. Millions of people fear
they are in a state of permanent underdiagnosis. Perhaps we
need a new measure of contemporary health: the WALY, or
worry-adjusted life year.

If the true spirit of Christmas risks corruption by mater-
ial fixations, the health of both individuals and society may
be compromised by excessive dependence on and preoccu-
pation with health care. Let us celebrate true scientific
breakthroughs but recognize that hype is not reality. Let us
not delude ourselves that health care is exclusively about al-
truism and free of stupidity and greed. And let us accept the
gift of effective health care with gratitude and wonder, but
remember that not needing it is the greatest gift of all.
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