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Nurses’ guide to single-payer reform

Fighting for a single payer system: what we can learn from our neighbors to the north
Introduction by Sandy Eaton, RN

Last month, the MNA had the great honor of 
hosting students from the Harvard Trade Union 
Program. It was an amazing evening, especially 
since the class included a contingent of dedicated 
labor and healthcare activists from across the 
continent—including the president of the British 
Columbia Nurses Union.

That got me thinking: wouldn’t it be great to 
“introduce” my fellow MNA members to nurses 
from other countries who are working, like us, to 
protect and improve what they have in terms of 
health care rights? What I discovered was that 
introducing you to Kathleen Connors, the immedi-
ate past president of the Canadian Federation of 
Nurses Unions, was the best way to move ahead 
in my efforts to “go global” on the newsletter’s 
single-payer page.

Connors is now giving leadership to coalition 
efforts to stave off the Americanization of Cana-
dian Medicare. Here is what she had to say in a 
very key—and very impressive—interview with 
the Labor Party Press back in 1998.

A conversation with the president of 
Canada’s nurses federation 

In Canada, everyone has a health care card. 
And if you need to visit a physician, or get 
tests, or if you have to enter a hospital, your 
access to the system is through that card. You 
present it, and that’s it. There are no question-
naires; there are no insurance forms—you're 
just “in.” 

One of the issues that is so foreign to Cana-
dians is the idea that your plan wouldn't cover 
this or that. Here you have access to every-
thing that is deemed medically necessary. 

Every Canadian has access to the health-
care system—whether you have the money or 
not, whether you have a job or not. In the U.S., 
people stay in terrible jobs because they have 
health insurance. That doesn't happen here. 

Now, if I don't like the shape of my nose, I 
might have to pay for that. Unless my nose 
was broken in an injury—then it would be 
covered. If I'm diabetic and I become ill, I 
won't be denied care because I have a pre-
existing condition. And everybody here is 
entitled to preventive care. If you have a nig-
gling kind of concern, you have access to your 
doctor to discuss it. 

The financing for the health care system 
in Canada is through both the federal and 
provincial governments. The money comes 
out of general tax revenues, which are fairly 
progressive. Business pays its fair share. In 
addition, some provinces have an employer 
health tax. There has been research that 
shows that what Canadians pay in taxes to 
finance health care is not dissimilar to what 
you Americans pay for health care. You pay 
for health care with out-of-pocket expenses 
and through foregone wages that were used 
to pay your health insurance premium. We 
just pay for it a different way. 

Under Canada's Constitution, the issue of 
health care is a matter of provincial juris-
diction. But over the years, there has been 
federal involvement in financing health care 
and establishing the standards that the prov-
inces have to meet in order to get the federal 
money. The overriding piece of legislation 
that governs health care in Canada is very 
simple: it's called the Canada Health Act. In 
it, there are five principles set out upon which 

all the provinces have to develop their health 
care system. 

These principles are very simple. They are: 
universality, meaning that all Canadians have 
to be covered; comprehensiveness, meaning 
that there has to be a comprehensive range of 
services available; accessibility, meaning that 
there has to be reasonable access to medically 
necessary care; portability, meaning that if 
you go from one part of the country to the 
other, your health insurance goes with you; 
and that it must be publicly administered 
and not-for-profit. 

Now, there are private hospitals here, but 
they are totally funded by the public dollars. 
So they have to meet the terms set by the 
Canada Health Act and by the province. 

For the provinces to get the money from 
the federal government for their health care 
budget, they must be accountable to the fed-
eral government. For instance, we had some 
problems with doctors doing extra billing to 
supplement their incomes. Under the Canada 
Health Act, for every dollar that was extra-
billed, the federal government withheld a 
dollar of the province's allocation. So it's a 
carrot-and-stick approach to eliminate extra 
billing and user fees. And it's worked. 

There are problems. There is heavy pres-
sure coming from the corporate sector to get 

into the health care business. And because 
governments are looking at how much is 
spent on health care, they try to ratchet down 
the amount of spending. And there are calls 
in some parts of our country for a private 
system to complement the public one. 

You can purchase private insurance here. 
And so if governments decide to cut the 
amount of services that are covered, the pri-
vate companies are here to pick up the slack. 
We [Canadian nurses] have a problem with 
this, because it puts in place the beginnings of 
a two-tier system where people with money 
get extra service, and everybody else waits. 

“Accessibility” under our system doesn't 
mean that you have to have a brain scan 
or an MRI in every little town. You might 
have to go to where the services are. I some-
times hear Americans criticizing our system, 
saying there is a shortage of tests, or there 
is only one MRI in this city. But I think one 
MRI, utilized properly, can be as effective as 
three or four. 

One of our right-wing think tanks recently 
produced a survey on waiting lists for pro-
cedures here. It was very unscientific, based 
on anecdotal testimony from doctors. But the 
bottom line is, if your physician says that it’s 
medically safe for you to wait, you may go 
on a waiting list. But if your health status is 

compromised by your condition, you will 
have the surgery and you will get the tests—
without a wait. Some people are on waiting 
lists because they only want Dr. Jones to do 
the surgery. We do have our choice of doctors 
here—if you're not happy with one, you can 
go see another. It’s not like what you have in 
some of your HMOs. 

It’s not inherent in the structure of our 
system that there are waiting lists, it’s that 
we have chosen to only allocate a certain 
amount of money for our health care system 
(the Canadian government spends much less 
on healthcare than the US). And looking at 
the American system, you often don't get on 
any list—you may never get the surgery or 
the tests if you don't have money. 

Nurses here have some of the same con-
cerns as nurses in the US, unfortunately. We 
aren't filling out insurance forms here or 
having treatment protocols second-guessed 
by health insurance companies. But we do 
have some of the same financial pressures 
here as you do. Governments have gone 
through cost-cutting, and there is a reduc-
tion in the amount of money available for 
health care spending. I think we spend 9.4 
percent of our Gross Domestic Product on 
health care, compared to the 14 or 15 percent 
that the US spends. Because we have a single-
payer system, we save a lot of money on health 
care administration. And that allows us to do 
other things with the money.

Nurses have concerns about not being 
able to provide care in the way that we were 
educated to do. We have frustrations about 
being able to help patients with their physical 
needs, but not their emotional needs. 

And unfortunately, because of our close 
proximity to the US, one approach some 
people have taken to the problems we have 
is to bring up American consultants to tell us 
how they did it there. The idea, for instance, 
of substituting lower paid health care workers 
for our RNs has entered our country. 

The Canadian system isn't perfect. But there 
are wonderful lessons to be learned, and you 
can modify them and make the changes you 

See Single Payer, Page �

The MNA hosted labor activists from across the continent during the Harvard Trade Union visit to Canton.



March 2007 Massachusetts Nurse Page 3

President’s Column

By Beth Piknick
MNA President

In every sense, the MNA is a democratic, 
membership-driven organization. The 
agenda is set by our members for our mem-
bers. The quality of the work of the MNA 
is dependent upon broad-based participa-
tion by our members in the running of the 
organization. 

This issue of the Massachusetts Nurse 
contains important information about the 
election process, including the policies and 
procedures for our elections, descriptions of 
all the offices and positions that are open, and 
a “consent to serve” form for candidates who 
want to run for specific positions. (See Pages 
13 and 14 for the forms.)

If you’ve ever thought that the MNA could 
do things better, or should take on issues and 
policies that are new and different, this is 
your opportunity to participate in the process 
of making that happen. The health of any 
organization or democracy is evidenced by 
the degree of competition within its election 
process. Remember, democracy is a participa-
tory sport. Please participate. 

The MNA is a staff-nurse driven organiza-
tion, representing nurses in a variety of areas 
of practice. Don’t fall prey to a belief that you 
are not “qualified” to serve in a leadership 
position. If you have a passion for your pro-
fession and a desire to make it better, if you 
have strong opinions on how to improve your 
profession and a commitment to work hard 

Be a part of shaping the MNA’s agenda: consider running for election

Beth Piknick

need to make it serve the American popula-
tion. Our system is constantly evolving, as 
it should be. 

But even with the problems, there are high 
levels of support for our health care system. 
If you ask Canadians—and polls have done 
this recently—what their number one con-
cern is, it is having access to health care. 
There is reluctance on the part of Canadians 
to borrow from the American system. If you 
ask Canadians what makes us different from 
Americans, they say, ‘our health care system.’ 
Some people say there are more Canadians 
who believe Elvis Presley is alive than believe 
in the American health care system! 

…Single Payer
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to make things 
better, you have 
all the qualifica-
tions you need to 
run for office in the 
MNA. 

In making this 
statement, I am 
speaking from per-
sonal experience. 
I first decided to 
become involved 
in the MNA and to 
run for office many 
years ago, when I had never been involved 

in a professional association or a union—I 
didn’t even understand how they worked. All 
I knew was that I saw the nursing profession 
getting a raw deal, and that I wanted to work 
with other nurses who felt the same way and 
wanted to make it better. I took the leap and 
got involved, and it has been one of the most 
rewarding experiences of my life. I invite you 
to do the same. 

You are the MNA, and the MNA needs 
you to become involved. Please review the 
information in this month’s issue and con-
sider running for office, so that your vision 
for the profession can help shape the MNA’s 
future.  

Learn how nurses make a difference in developing nations: 
short term medical missions trips

Members of the MNA Diversity Committee’s Medical 
Missions team will talk about their experiences during 
a recent Mercy Ships trip to Honduras. Learn how this 
team of nurses and health care professionals provided 
medical care to impoverished communities. The team will 
describe the challenges of working in this environment 
and how they were able to make a positive change in 
the community. 

To learn more and discover how you can be 
involved in a future mission trip, attend an 
upcoming informative program at the MNA:

May 8, 2007
6:00-8:00 p.m. 

MNA headquarters, Canton, MA
This program is free and a light supper will be provided. 
Please contact Theresa Yannetty at 781-830-5727 or 
tyannetty@mnarn.org to register.

I find that how much understanding 
and appreciation you have of the Canadian 
system often depends on where you live in 
your country, and how close to the border you 
are. The citizens who live along the border 
often understand a fair bit about the system. 
But I've had some American nurses tell me, 
“There can't be a system like that.” And I have 
to say, “There is, and I work in it!” It's just 
so foreign. 

Back in 1993 and 1994, when some Ameri-
cans were campaigning for single-payer 
health care, I spent time speaking in US 
church basements and community meet-
ings trying to demystify our system—and it 
worked. Where Canadians can explain the 

system, it really helps. But if you are just rely-
ing on ads you see from the health insurance 
industry and you don’t have any other base 
of information, it’s hard to say you want to 
move to another system. 

I want to say that it’s very important to 
Canadians to have a sense that in the US there 
are people who are willing to fight for a simi-
lar kind of program. Because it’s hard to fight 
the pressure from transnational corporations 
alone, to feel those kind of threats. It’s hard 
to keep fighting to maintain and improve the 
kind of system we have here. So when we can 
see that there are groups and individuals who 
are working for the same principles we have 
here, that’s really important to us.  




